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3 a member  of  the  Arizona  Medical  Association,  you  can 
ke  advantage  of  life,  health  and  accident  insurance 
lected  to  meet  your  needs,  with  the  savings  available 
rough  group  insurance. 

he  Arizona  Medical  Association  has  provided  its  members 
ith  sponsored  insurance  programs  for  over  25  years, 
he  programs  currently  available  are:  disability,  term  life 
ar  members  and  their  spouses),  defendant's  reimbursement, 
cidental  death  and  overhead  expense. 

ompanies  and  policies  are  selected  to  provide  coverage  and 
rvice  that  meets  a professional's  needs  and  standards. 

he  Arizona  Medical  Association  provides  supervision  of 
le  administration  of  these  programs  as  needed  to  insure 
lat  they  continue  to  merit  your  support. 


ARIZONA 
MEDICAL 
ASSOCIATION 


life,  health  & accident  insurance 

administerd  by 

HEALTH  AGENCIES  OF  THE  WEST,  INC. 

local  service  by 

DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC. 

4620  North  16th  Street,  #200,  Phoenix,  Arizona  277-6672 
or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 
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HOHOKAM  ROOM 

Outpatient  Drug  Abuse  Program 

St.  Luke’s  Hospital  Medical  Building  [ 

525  North  18th  Street,  Suite  406 

Phoenix,  Arizona  85006  I 

(602)  257-8089 

A.  Henri  Moyal,  M.D.,  Medical  Director  • Harriette  Lurie,  C.M.E.,  Drug  Abuse  Coordinator 

• The  Hohokam  Room  provides  specific  care  for  individuals  addicted  to  narcotics,  either  street  drugs  or 
major  pain  relieving  drugs. 

• The  program’s  goals  are  to  provide  awareness  and  insight  that  facilitate  psychological  adjustment  and  allow  the  j 
patients  to  meet  personal  and  social  responsibility  and  eventually  to  achieve  a drug  free  state. 

• Our  services  include  psychotherapy:  individual,  family,  marital  and  group.  Inpatient  care  is  available  through  St.  j 
Luke’s  Hospital  facilities. 

• For  further  information  regarding  the  Hohokam  Room,  please  call  our  offices  at  257-8089. 


"Put not  your 
trust  in  money, 

but put your 
money  in  trust/' 

Oliver  Wendell  Holmes 


lid  Colony  Trust  Company 
of  Arizona 

AS  Ar.  ()|  nu  Hk-'  SAlIOSAI  BASK  Ol  BDMOS 

252.'>  E.  Arizona  Billmorc  Circle,  Suite  119,  Phoenix,  Arizona  85016,  957-1911 
177  North  Church  Street,  Suite  915,  Tucson,  Arizona  85701,  884-868.) 
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to  help  you  teach  yours 


brochure:  “Financial  Services  for  Medial 
Professionals.” 

For  more  information  about  these" 
services,  call  Jay  Crawford,  Meddctl  Banking 
Director  in  Phoenix,  at  261-50^5.  In  Mesa, 
call  Maria  Evans,  Medical  Banking  Specialist, 

• r\  r\  r\  & i*  n-\  1 1 1 


From  medical  school  through  retirement, 
your  financial  needs  are  continually  changing. 
And  your  time  to  look  after  those  needs  is 
limited. 

That’s  why  Valley  Bank  has  Medical  Bank- 
ing Specialists— trained  in  the  financial  needs 
of  medical  professionals. 

Talk  to  us  about  credit  and  our  many 
other  services.  They’re  outlined  in  our  new 


at  261-1890.  And  in  Tuc^n,  call  Brenda 
Koedyker,  Assistant  Vi6e  President,  at 
792-7531.  * 


Member  FDIC  Equal  Opportunity  Lender 
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DRAMATIC 

NEWCLNCAL 

PROOF' 


In  the  treatment  of  impetigo- 
*KX)%  cure  rate  with 

Tfegopert'tcbxaciiin  sodium) 


•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 


*Data  on  file,  Bristol  Laboratories. 


Brief  SumiTiary  ol  Prescribing  Informallon 

TEGOPEN® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  mtormalion,  consult  Otficial  Package  Circular  (12)  9/11/75 

INOICATIONS: 

Although  the  principal  indication  for  ctoxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinape-producing  staphylococci,  it  may  be  used  to  ihitiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected,  (See  Important  Note  below) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed, 

IMPORTANT  NOTE 

When  It  IS  lodged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  elfective  only  in  the  treatment  ot  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicilhnase-resistant  penicillih  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
ihtection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  otmethicillin 
agaihst  penicillin  G-resistant  staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  ol  these  strains  reported  has  been 
increasing.  Such  strains  of  staphylococci  have  been  capable  ot  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  ol  this,  there  is  concern  that  widespread  use  ot  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  ot  an  increasing  number  ol 
staphylococcal  strains  which  are  resistant  to  these  penicillihs. 

Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  pehicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS: 

A history  ol  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

[cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

AIM  4 healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS;  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup. 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed.  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication. 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus.^ 

• All  patients  were  given  randomized  therapy— 
Tegopencapsulesororal  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic”  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

tThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth.  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K. 


TEGOPEIf 

[dc»<aciin  sodium] 

-effective  therapy  for  staph  infections 
of  the  skin  arid  skin  structures 


■K 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy.  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established, 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinafions  were  not  j'e.  Skin 
rashes  and  allergic  symptoms.  Including  wheezing  and  sneezing,  have  occa-::  .lally  been 
encountered.  Eosinophilia,  with  or  without  overt  allergic  manifestations,  h . ueen  noted  in 
some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg, 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  .maximum  absorption. 

N.B.:  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100.  500  mg.  In  bottles  of  100, 

Oral  Solution— 125  mg,/5  ml.  in  100  ml.  and  200  ml.  bottles. 


Bristol  Laboratories 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 

Copyright®  1981,  Bristol  Laboratories 


BRISTOL® ! 


Keflex' 

csphalexin 


Additional  information  available 
to  the  profession  on  request. 


■■■■■■■■  Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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HUGHES-CAIIHAN. 

THE  FIRST STEPTO 
A SMOOTHER  OPERATION. 

We  know  that  there’s  a business  side  to  every  doctor’s  office. 

Which  is  why  we’ve  developed  a line  of  products  and  services 
that  are  ideally  suited  just  for  you.  Like  automatic  telephone 
answering  systems,  dictating  machines,  copiers  that  can  trim 
copies  to  statement  size,  color-coded  filing  systems  and  even 
customized  billing  and  accounting  systems.  In  short,  anything 
and  everything  to  help  your  office  run  smoother  and  more 
professionally 

But  we  don’t  stop  there.  At  Hughes- Caliban,  service  is  a 
very  important  part  of  what  we  sell.  After  all,  we  know  that 
time  is  money,  so  we  want  to  do  everything  we  can  to  mini- 
mize your  downtime.  And  we  do.  With  a staff  of  expertly  trained 
service  technicians  who’ll  take  care  of  all  your  servicing  and 
repair  needs. 

So  don’t  wait.  Call  Hughes-Calihan  today  And  take  the  first 
step  to  a smoother  operation. 


HUGHES-CALIHAN 


Phoenix:  4730  N.  16th  St./264-9631 
Tucson:  1854  S.  Alvernon/790-4900 
Flagstaff:  2717  N.  4th  St./779-0497 
Yuma:  250  W 24th  St./783-2106 


Every  month,  literally  thousands  of  Arizona  residents 
owe  their  lives  to  the  quick  response  and  skilled  care 
provided  by  Arizona  Medical  Transport  (AMT) 

Survival  Flight  the  states  first  hospital-based 
emergency  helicopter  service,  and  Associated 
Ambulance  the  state  s largest  ground  ambulance 
service,  combined  to  form  AMT  nearly  a year  ago  Now 
they  have  been  joined  by  Survival  Flight  fixed  wing 
service  Aircraft  based  in  Phoenix  and  Flagstaff  provide 
patients  requiring  long  distance  transport  with  the  same 
high  level  of  excellent  care  that  AMT  insists  upon  for 
all  its  patients 

To  learn  more  about  Arizona  Medical  Transport  and 
how  we  serve  you,  or  to  obtain  index  cards  and  phone 
stickers  with  our  number,  call  our  offices  in  Phoenix  at 
241-0500  or  Tucson  at  623-4326 

ARIZONA  MEDICAL  TRANSPORT,  INC. 


In  an  emergency,  call  246-HELP  or  1-800-352-0605  toll-free  statewide 


RU-TUS 

Dispel  the  Clouds  of  Fall  an« 

RIHUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.'I9  mg  • Atropine  Sulfate  0.04  • Soopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  fo  12  hours. 

Symptomatic  Relief 
of  Sneezing  and 
Nasai  Congestion 

Comprehensive  decongesting,  ontihistominic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

(12  years  and  over). 


;LI  EVERS 

inter  Respiratory  Discomfort 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING]  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 


Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  oongestion  in  the  upper 
chest  as  weli  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  it's  easy  to  take 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distre 

RIHUSS/RU-TUSS 

TABLETS  EXPECTORANT 


RU-TUSS* 

Tablets 

DESCRIPTION 

Eoch  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride 

25  mg 

Phenylpropdnolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19  mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0.01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours, 

Ru-Tuss  Tablets  are  an  oral  antihlstaminic,  nasal  decongestant  and  antl-secretory 
prepdratlon, 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  fhe  symptoms  resulting  from 
Irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues.  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  wafering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets, 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics,  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  fhe 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur.  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria. 
palpifdfion,  tachycardia,  hypotension,  hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache. Incoordination,  visual  disturbances,  mydriasis,  xerotomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age,  one  fablet 
morning  and  evening  Not  recommended  for  children  under  12  yedrs  of  oge  Tablets  ore 
to  be  swallowed  whole 
HOW  SUPPLIED: 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablefs  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals,  Inc,  Vitarine  Company,  Inc. 

Shreveport,  Louisiana  71106  Springfield  Gardens,  New  York  1 1413 


RU-TUSS® 

Expectorant 

DESCRIPTION  j 

Edch  fluid  ounce  of  Ru-Tjss  Expectorant  contains,  | 

Codeine  Phosphdte  | 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropdnoldmine  Hydrochlonde 

Pheniramine  Maledte 

Pyrilamine  Maleate 

Ammonium  Chloride 

Alcohol 

Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic,  nasal  decongestant  anc ' 
torant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  oiler 
tis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergio 
congestion  and  cough  due  to  the  common  cold 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  . 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  ini 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asti" 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphdte.  therefore,  the  potieK 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming.  Ru-Tuss  Expectaf 
cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect  CC' 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers, 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  dvoid  driving  a motor  vi 
operoting  dongerous  machinery  (See  Warnings),  Caution  should  be  taken  witht 
having  hypertension,  diabetes,  hyperthyroidism  dnd  cdrdiovascutar  disedse 
Cdution  should  diso  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insuffioi 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lossitude.  g. 
dryness  of  mucous  membranes,  tighfness  of  the  chest,  thickening  of  bronchial  S6 
urinary  frequency  and  dysuria,  palpitation,  tachycardia,  hypotension/hypertensi'S 
ness,  dizziness,  tinnitus,  headache,  ihcoordinafion.  visual  disturbances,  mydriac 
stomia.  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigd' 
tress,  hyperirritability,  nervousness,  and  insomnia  Overdoses  may  cause  rest: 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tochycordio  c 
convulsions 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teospoonfuls.  orally,  every  4 hour 
exceed  10  tedspoonfuls  in  any  24-hour  period 
Children  6 to  12  yeors  of  oge  'h  the  adult  dose,  not  to  exceed  6 teospoonfuf 
24-hour  period.  Children  2 to  6 yeors  of  age  '/i  teaspoonful  every  4 hours' 
exceed  3 teospoonfuls  in  any  24-hour  period.  Children  under  2 years  of  age 
directed  by  o physicion, 

HOW  SUPPLIED:  (16  fl  oz  ) 

Pint  Bottles  NDC  0524'. 

Federal  law  prohibits  dispensing  without  prescnption. 
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THE  MEASURE  OF  FINANCIAL 
FANNING  IS  HOW  WELL  IT  STANDS 
THE  TEST  OF  TIME. 


Only  a trust  company  under- 
mds  the  delicate  balance 
Tween  investing  wisely 
id  profitably  to  meet 
day’s  financial  needs . . . 
bile  making  certain  your 
mily  is  protected  finan- 
ally  with  an  ongoing 
come  for  future  years. 

If  you’re  a person  of  sub- 
mtial  means  with  a net 
orth  of  $500,000  or  more,  you  need  a very 
ecial  kind  of  trust  company  to  fulfill  this 
iportant  responsibility. 

Look  for  the  source  that  can  offer  you  expert 
(vice  in  today’s  complex  world  of 
xes,  inflation  and  everchang- 
g financial  trends.  Choose 
trust  company  large  enough 
offer  a wide  range  of  sophis- 
:ated  and  innovative  investment 
anagement  alternatives. 


Insist  that  your  trust 
company  be  experienced  in 
every  aspect  of  asset  man- 
agement and  estate  admin- 
istration. At  Northern 
Trust,  you’ll  have  the  assur- 
ance of  services  personalized 
to  meet  your  financial 
objectives. 

Financial  peace  of  mind 
comes  naturally  at  Arizona’s 
oldest  personal  trust  company,  where  asset  and 
trust  management  is  their  only  business. 

For  a confidential  appointment,  or  to  receive 
a complimentary  guide  to  our  services,  call 
or  write  Anton  L.  Janik,  Vice 

President.  4350  East  Camelback 
Road,  Phoenix,  Arizona  85018. 
(602)  959-8550. 

Corporate  Affiliate  of  The 
Northern  Trust  Company, 
Chicago. 


COMPUTED 
TOMOGRA 


HEAD 


CNS  Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility*  6036  North  19th  Avenue,  Suite  207- 
Phoenix,  Arizona  85015  • (602)  242-5859 

Alan  Yudell,  MD — Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 


Video  Documentation 

FAST  □ EFFECTIVE  □ INDISPUTABLE 


Today  more  companies,  professionals,  and  individuals 
are  turning  to  video  documentation  for  a wide  variety  of 
applications.  In  many  cases  video  proves  to  be  less  expensive 
and  more  effective  than  photography  and  paper  documen- 
tation. Video  alone  delivers  a total  picture.  Video  combined 
with  audio  tells  the  total  story. 

At  United  Video  Services  (UVS),  we  provide  our  clients 
with  a complete  and  professional  service.  Our  response  is 
fast,  our  work  is  concise  and  innovative,  and  we  are  sensitive 
to  the  unique  demands  and  individual  end-usage  of  each 
project.  A sampling  of  UVS  video  applications  include: 


Business  & Medical 
Training  Films 

Product/Service 

Presentations 

Household  & Company 
Inventories  (insurance 
and  inventory  control) 


Investigations 

Wills 

Education 

Construction  Inspection 
& Documentation 

Depositions 


For  more  information  about  UVS, 

or  to  find  out  how  video  documentation 

can  best  serve  you  or  your  business,  call  or  write  to; 


United  Video  Sendees 

4820  North  74th  Street 
Scottsdale,  AZ  8525 1 

(602)  994-5975 


your 

practice, 

your 

primary 

cares  wiii 

besohred. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast, 
we  can  offer  you  selected  financial 
assistance,  we  can  offer  you  management 
consulting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

we'li  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 
National  Medical  Enterprises 
11620  wiishire  Bivd.,  Los  Angeles,  California  90025. 
Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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"The  Total  Health  care  Company. 

An  Equal  Opportunity  Employer  M/F 


$25(M)00 

Life  Insurance 


Annual 

Age 

Male 

Female 

Premium 

40 

$355 

$302.50 

First  Year 

45 

472.50 

400 

50 

632.50 

525 

55 

972.50 

737.50 

Available  to  non-cigarette  smokers  who 
meet  underwriting  requirements. 

Policy  form  1-122  11-180. 

For  details,  mail  coupon  or  call: 


L Louis  Jacob  Agency 

10210  N.  32nd.  Street 
Suite  210 

Phoenix,  Arizona  85028 
(602)  971-2632 
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Editors: 
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Abstract 

The  mortality  from  coccidioidomycosis  in  Arizona 
from  1959  to  1975  is  examined  according  to  race,  sex, 
and  age.  The  following  relative  mortality  risks  were 
obtained  comparing  race-specific  mortality  rates  in 
whites  according  to  the  racial  distribution  of  the  1970 
Arizona  census:  whites,  1.0;  Mexican-American,  0.5; 
blacks,  5.7;  and  Indians,  2.0.  Differences  in  racial 
incidence  of  dissemination  and  mortality  risk  have  been 
attributed  to  differences  in  genetic  constitution,  and  to 
differences  in  environmental  and  occupational 
posures  to  dust  in  endemic  areas.  Studies  of  military 
personnel,  hospital  cases,  and  cases  following  a dust 
storm  support  an  increased  susceptibility  among  blacks 
and  Filipinos,  although  in  selected  instances  high  dose 
occupational  exposures  may  be  the  most  important  risk 
factor. 

From:  Dwight  David  Eisenhower  Army  Medical  Center,  Fort  Gordon, 
Georgia  30905.  Reprint  requests  to  William  M.  Johnson,  M.D.,  M.P.H., 
Pulmonary  Disease  Service,  Dwight  David  Eisenhower  Army  Medical 
Center,  Fort  Gordon,  Georgia  30905.  The  opinions  or  assertions 
contained  herein  are  the  private  views  of  the  writer  and  are  not  to  be 
construed  as  official  or  as  reflecting  views  of  the  Department  of  the 
Army  and  the  Department  of  Defense. 


Introduction 

The  increased  incidence  of  dissemination 
coccidioidomycosis  following  primary  coccidioid 
infection  in  non-white  races  compared  to  whites 
widely  accepted.  Differences  in  racial  incidence 
dissemination  and  mortality  risk  have  been  attributed 
differences  in  genetic  constitution  and  to  differences  \ 
environmental  exposures  to  dust  in  endemic  areas.' 
The  issue  of  racial  susceptibility  to  coccidioidomyco;  j 
has  been  debated.^  : 

The  purpose  of  the  present  report  is  to  examine  tl 
Arizona  experience  in  mortality  from  coccidioidom 
cosis  for  the  period  of  1959  to  1975,  and  to  review  tl 
literature  examining  race  as  a risk  factor  in  morbidi 
and  mortality  from  coccidioidomycosis. 

Methods  j 

The  Arizona  Department  of  Health  Services  providi 
copies  of  death  certificates  for  212  Arizona  residen 
who  died  from  1959  through  1975,  wil 
coccidioidomycosis  coded  as  the  primary  cause  of  deat  - 
Data  including  age,  sex,  race,  date  of  death,  place 
death;  underlying  and  other  diseases  were  obtaim 
from  the  death  certificates.  Mexican-Americans  we 
defined  as  individuals  with  Spanish  surnames  i 
parents'  surnames. 

Hospital  and  autopsy  records  were  reviewed  for  mo 
deaths  from  1968  to  1975;  this  mortality  experien^ 
with  an  analysis  of  underlying  diseases  and  the  use 
immunosuppressant  therapy  was  reported  previously.' 
the  Third  International  Coccidioidomycos' 
Symposium.'’ 

Results 

Table  1 shows  coccidioidomycosis  deaths  according  ; 
race.  A total  of  212  deaths  were  coded 
coccidioidomycosis  as  the  primary  cause  of  death  froi 
1959  to  1975.  Distribution  of  the  deaths  by  race  i 
ethnic  origin  revealed  139  whites,  18  Mexicar 
Americans,  33  blacks,  21  Indians  and  one  Oriental.  Tl 
1970  Arizona  population  of  1,773,59b  included  71.8! 
whites,  19.1%  Mexican-Americans,  3.0%  blacks,  5.4 
Indians  and  0.4%  Orientals.  According  to  the  rad 
distribution  of  the  1970  Arizona  census,  the  followir 
relative  mortality  risks  were  obtained  comparing  rac 
specific  mortality  rates  to  the  mortality  rates  in  whit' 
during  the  period  1959  to  1975:  whites  1.0,  Mexicai 
American  0.5,  blacks  5.7,  Indians  2.0,  and  Orientals  1. 
Table  1 also  shows  a comparison  of  the  relative  mortali  ! 
risk  from  1959  to  19e>7,  and  the  risk  from  19b8  to  197 
the  relative  risks  of  race-specific  mortality  rates  durir 
the  two  periods  were  comparable. 

Deaths  were  reviewed  according  to  age  and  raci 
distribution  (Table  2).  Deaths  among  the  Indiai' 
occurred  predominantly  in  the  young  and  elderl ' 
whereas  among  whites,  deaths  occurred  predominant 
in  the  middle-aged  and  older  adults.  In  contrast,  deatli 
among  blacks  were  predominantly  in  the  young  ar 
middle-aged  adults. 

In  Table  3,  deaths  are  reviewed  according  to  race  ar 
sex.  A definite  male  predominance  occurred  amor  : 
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Table  1 

Relative  Coccidioidomycosis  Mortality 
Risk  by  Race 

ce 

1970 

Population 

Percent  of 
Population 

1959-1967 

Number  of  Relative 

Deaths  Risk 

1968-1975 

Number  of  Relative 

Deaths  Risk 

1959- 

Number  of 
Deaths 

1975 

Relative 

Risk 

lite 

1,273,626 

71.8 

58 

1.0 

81 

1.0 

139 

1.0 

?xican- 

lerican 

• 339,349* 

19.1 

7 

0.5 

11 

0.5 

18 

0.5 

ick 

58,436 

3.0 

15 

6.2 

18 

5.3 

33 

5.7 

lian 

95,816 

5.4 

9 

2.1 

12 

2.0 

21 

2.0 

iental 

7,525 

0.4 

1 

2.9 

0 

0.0 

1 

1.2 

her 

3,848 

0.2 

0 

0.0 

0 

0.0 

0 

0.0 

tal 

1,773,596 

99.9 

90 

122 

212 

janish  Heritage 


Table  2 Table  3 

Deaths  from  Coccidioidomycosis  Deaths  From  Coccidioidomycosis 

According  to  Age  and  Race,  1959-1975  According  to  Race  and  Sex,  1959-1975 


Mexican- 

Sex  White  American  Black  Indian  Oriental  Total 


Male  90  10  22  13  1 136 


Female  49  8 11  8 0 76 


Total  139  18  33  21  1 212 

Male-Female 

Ratio  1.84:1,0  1,25:1.0  2.0:1.0  1.63:1.0  1.79:1.0 


associated  with  both  an  increasing  number  of  post- 
operative and  immunosuppressant-related  deaths. 
These  findings  in  1974  and  1975  were  previously 
reported. 

Discussion  and  Review  of  the  Literature 

An  increased  incidence  of  cases  and  deaths  from 
coccidioidomycosis  in  non-white  races  compared  to 
whites  has  been  reported  in  many  studies;  an  analysis  of 
selected  studies,  according  to  year  of  publication  and 
racial  distribution,  is  given  in  Table  5. 

The  first  two  cases  of  coccidioidomycosis  eported  in 
the  United  States  were  published  in  1896.‘0  Two  dark- 
skinned  Portuguese  manual  laborers  who  were  natives 
of  the  Azores  and  had  worked  in  the  San  Joaquin  Valley 
of  California  presented  with  dissemination  including 
progressive  cutaneous  lesions. 

In  1929,  Cummins  et  al.  reviewed  the  racial 
background  of  182  cases. Among  a total  of  108  deaths, 
12  occurred  among  blacks,  12  deaths  among  Mexicans, 
and  five  deaths  among  Filipinos. 

In  1935,  Sorsky  and  Nixon  reported  ten  cases  of 
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> 

White 

Mexican- 

American 

Black  Indian  Oriental 

Total 

1 

0 

0 

3 

0 

4 

0 

3 

0 

5 

0 

8 

4 

4 

0 

1 

1 

1 

7 

29 

8 

4 

10 

0 

0 

22 

44 

30 

2 

14 

2 

0 

48 

59 

36 

5 

5 

1 

0 

47 

74 

47 

3 

3 

5 

0 

58 

13 

1 

0 

4 

0 

18 

;al 

139 

18 

33 

21 

1 

212 

aites,  blacks  and  Indians,  with  male-female  sex  ratios 
1.8  to  1.0,  2.0  to  1.0,  and  1.6  to  1.0,  respectively. 
Table  4 shows  the  number  of  coccidioidomycosis 
aths  according  to  race  and  year  of  death.  The  number 
deaths  among  Indians  was  generally  stable  at  one  to 
'O  deaths  per  year.  Among  whites,  less  than  ten  deaths 
rear  occurred  from  1959  to  1973.  However,  in  1974, 13 
aths  among  whites  occurred;  and  in  1975  a total  of  28 
aths  occurred,  a marked  increase  from  previous  years. 
Jmpared  to  other  races,  the  marked  increase  in  deaths 
"long  whites  in  1974  to  1975,  particularly  1975,  was 


Table  4 

Deaths  From  Coccidioidomycosis 
By  Year  and  Race,  1959-1975 


Mexican- 


Year 

White 

American 

Black 

Indian 

Oriental 

Total 

Population 

Rate’ 

1959 

4 

0 

1 

1 

0 

6 

1,261,000 

0.5 

1960 

7 

1 

1 

2 

0 

11 

1,302,161 

0.8 

1961 

5 

1 

6 

1 

1 

14 

1,407,000 

1.0 

1962 

8 

3 

1 

1 

0 

13 

1,471,000 

0.9 

1963 

7 

1 

2 

1 

0 

11 

1,521,000 

0.7 

1964 

6 

0 

2 

0 

0 

8 

1,556,000 

0.5 

1965 

7 

0 

1 

0 

0 

8 

1,584,000 

0.5 

1966 

5 

1 

1 

2 

0 

9 

1,614,000 

0.6 

1967 

9 

0 

0 

1 

0 

10 

1,646,000 

0.6 

1968 

5 

1 

4 

4 

0 

14 

1,682,000 

0.8 

1969 

9 

2 

3 

1 

0 

15 

1,737,000 

0.9 

1970 

6 

1 

1 

0 

0 

8 

1,773,596 

0.5 

1971 

7 

0 

1 

2 

0 

10 

1,869,000 

0.5 

1972 

5 

0 

1 

1 

0 

7 

1,963,000 

0.4 

1973 

8 

0 

2 

1 

0 

11 

2,073,000 

0.5 

1974 

13 

6 

5 

1 

0 

25 

2,160,000 

1.2 

1975 

28 

1 

1 

2 

0 

32 

2,224,000 

1.4 

Total 

139 

18 

33 

21 

1 

212 

‘Deaths  per  100,000  estimated  mid-year  population 


Mexican  descent  among  18  cases  of  coccidioidal 
granuloma  diagnosed  at  the  General  Hospital  of  Fresno 
County. The  disease  occurred  most  commonly  among 
laborers  in  fruit  orchards. 

In  1936,  Abbott  and  Cutler  reported  one  Filipino, 
three  Mexicans,  and  one  Chinese  among  seven 
autopsied  cases  of  coccidioidomycosis  with  intracranial 
involvement  studied  at  the  Los  Angeles  General 
Hospital. 1^ 

Gifford  et  al.  examined  the  relative  risk  of  coccidioidal 
granuloma  according  to  race  from  morbidity  and 
mortality  data  in  Kern  County,  California  from  1901  to 
1936. Sixty-four  deaths  from  coccidioidomycosis  were 
recorded  for  this  36-year  period  in  a county  with  a 1930 
population  of  82,750  (Table  6).  Twelve  deaths  among 
Filipinos  from  1901  to  1936  and  a 1930  census  of  only 
223  Filipinos  were  used  in  rate  calculations  projecting 
that  Filipinos  were  192  times  more  likely  to  suffer  death 
from  coccidioidomycosis  compared  to  whites.  Sixty- 
eight  (46  percent)  of  the  total  of  147  cases  had  resided  in 
Kern  County  for  less  than  two  years,  and  most  of  the 
cases  occurred  among  the  25  to  44  age  group.  The 
authors  cautioned  that  the  increased  incidence  of 
coccidioidal  granuloma  among  Filipinos,  Mexicans  and 
blacks  compared  to  whites  might  be  accounted  for  by 
differences  in  degree  and  extent  of  exposure  to  soil  dust. 
It  is  apparent  that  the  number  of  cases,  deaths,  and  the 
size  of  the  denominator  populations  among  the 
Filipinos,  Japanese,  Chinese,  and  Indians  are  too  small  to 
permit  exact  interpretation  about  relative  risk. 

In  1938,  Dickson  and  Gifford  emphasized  that 
infection  with  Cocciiiioides  immiiis  was  common  in  the  San 
Joaquin  Valley  of  California. The  disease  was  mild  in 
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most  patients,  and  the  majority  of  individuals  recovert 
without  complications.  In  relatively  few  patients,  tf 
condition  progressed  or  disseminated  to  a diseaa 
referred  to  as  coccidioidal  granuloma  with  its  hig 
fatality  rate.  The  name  coccidioidomycosis  w, 
suggested  to  include  all  types  of  infection  with  C.  immil 
World  War  II  provided  an  opportunity  to  study  tf 
epidemiology  of  coccidioidomycosis  because  of  tf 
migration  of  military  personnel  to  endemic  areas  fd 
training  and  assignment  to  air  bases.  In  1944,  Lc 
reported  that  the  dissemination  of  coccidioidomycos. 
was  100  times  as  likely  to  occur  in  the  colored  as  tl 
white  soldier. 10  Smith  et  al.  reported  the  experiences  , 
three  Army  air  fields  in  California  from  1941  to  1945.' 
Dissemination  occurred  in  4 of  34  clinically  recognizej 
cases  among  blacks,  compared  to  8 of  710  cases  amor 
white  males.  Willett  and  Weiss  reported  similar  findinji 
at  March  Field  in  southern  California.!* 

Forbus  and  Besterbreurtje  reported  48  blacks  and  oi 
Filipino  among  95  cases  of  disseminat( 
coccidioidomycosis  accumulated  at  the  Army  Institute 
Pathology  between  1941  and  1946.1“’  Jamison  reporti 
that  seven  of  nine  fatal  disseminated  cases  occurred 
blacks  at  the  Army  Air  Base  Regional  Hospital  in  San 
Ana,  California. 20  In  1949,  Norman  and  Lawler  reporti 
one  of  two  fatalities  was  black  among  nine  cases 
coccidioidomycosis  over  a two-year  period  at  the  U. 
Naval  Hospital  in  San  Diego. 21  O'Leary  and  Cur 
reported  eleven  blacks  among  a total  of  100  patier 
with  coccidioidomycosis  who  were  hospitaliz 
consecutively  at  Fitzsimons  Army  Hospital  in  Denvc 
Colorado  from  1948  to  1956.22  Three  of  a total  of  fo 
fatal  cases  of  disseminated  disease  occurred  in  black: 
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Table  5 

Selected  Reports  of  Coccidioidomycosis 
Number  of  Cases  and  Deaths  According  to  Race 

Mexican- 

American 

:e 

White 

Black 

American  Filipino  Chinese 

Japanese 

Indian 

Other  Total 

Cases  or 

erence 

Deaths 

mmins  et  al.,  1929^1 

Cases 

58 

23 

49 

17 

4 

7 

0 

24 

182 

sky  & Nixon,  1935^2 

Cases 

3 

10 

0 

1 

0 

0 

0 

0 

18 

aott  & Cutler,  193613 

Deaths 

2 

0 

3 

1 

1 

0 

0 

0 

7 

ford  et  al.,  1936-193714 

Cases 

59 

24 

20 

32 

5 

1 

2 

4 

147 

Deaths 

20 

14 

10 

12 

3 

1 

1 

3 

64 

bus  & Besterbreurtje,  1946i^ 

Cases 

37 

48 

2 

1 

1 

0 

1 

5 

95 

lison,  194620 

Deaths 

2 

7 

0 

0 

0 

0 

0 

0 

9 

ntington,  195923 

Deaths 

17 

35 

5 

4 

0 

0 

0 

2 

63 

ntington  et  al.,  19672-* 

Deaths 

47 

65 

11 

16 

0 

0 

0 

3 

142 

in  et  al.,  196723 

Deaths 

5 

3 

1 

1 

0 

0 

0 

1 

11 

r & Larson,  19672* 

Cases 

16 

39 

9 

7 

1 

0 

0 

0 

72 

in,  196729 

Cases 

23 

4 

4 

0 

0 

0 

0 

0 

31 

ilear  & Winn,  19673° 

Cases 

5 

1 

4 

0 

0 

0 

0 

0 

10 

ale  & Waechter,  197Q31 

Deaths 

1 

4 

2 

1 

0 

0 

0 

1 

9 

jdill  et  al.,  197032 

Cases 

4 

3 

0 

0 

0 

1 

0 

1 

9 

rer  et  al.,  197633 

Cases 

3 

4 

1 

0 

0 

0 

2 

0 

10 

nson,  19779 

Deaths 

81 

18 

11 

0 

0 

0 

12 

0 

122 

ipagianis  & Crane,  19773* 

Deaths 

140 

50 

27 

12  (.  . 

. .3 

9 

24 

265 

an  et  al.,  1979-*° 

Cases 

84 

10 

4 

(.  ... 

.6. . . . 

) 

0 

2 

115 

Cases* 

9 

5 

0 

(.  ... 

.1.  . . 

) 

0 

1 

16 

Deaths 

4 

3 

0 

(.  ... 

.0. . . . 

.) 

0 

1 

8 

ipagianis  et  al.,  1979* 

Cases 

169 

26 

17 

3 

(.... 

15. 

..) 

230** 

Cases* 

19 

14 

3 

2 

(.... 

5.  . 

...) 

43 

ipagianis  et  al.,  1979* 

Cases 

173 

17 

6 

19 

(.... 

10.  . 

...) 

225 

Cases* 

4 

4 

0 

4 

0 

0 

0 

1 

13 

Disseminated 

L970  California  Census:  Whites,  66%;  Sp 

anish  Surname,  23%;  Black,  7%;  Japanese 

1%;  Chinese,  0.9% 

5 

Table  6 

Coccidioidal  Granuloma,  Kern  County,  California  1901-1936 

Relative 

Population 

Number  of 

Number  of 

Death  Rate 

Mortality 

; 1930 

Cases 

Deaths 

Per  100,000 

Risk 

te  71,572 

59 

20 

28 

1 

ican  7,117 

20 

10 

140 

5 

k 2,139 

24 

14 

654 

23 

nese  710 

1 

1 

141 

5 

lese  388 

5 

3 

773 

28 

m 372 

2 

1 

269 

10 

ino  223 

32 

12 

5,381 

192 

er  49 

1 

0 

0 

0 

not  recorded  

3 

3 

— 

— 

il  82,570 

147 

64 

178 

— 

Hiuntington  reported  the  incidence  of  fatal 
xidioidomycosis  in  an  autopsy  series  from  1947  to 
56  at  Kern  County  General  Hospital  in  Bakersfield, 
lifornia.23  The  incidence  of  fatal  coccidioidomycosis  in 
cks  was  ten  times  higher  than  in  whites.  Huntington 
pressed  doubt  whether  the  whites  and  blacks 
presented  in  the  autopsy  series  differed  markedly  in 
:ritional  status,  domestic  crowding,  and  exposure  to 
icultural  dust. 


Five  papers  presented  at  the  Second  Symposium  on 
Coccidioidomycosis  in  December  1965  in  Phoenix, 
Arizona  provided  data  for  an  analysis  about  the  compli- 
cations of  coccidioidomycosis  according  to  race.^‘* 
Huntington  et  al.  reported  an  increased  risk  of  fatal 
coccidioidomycosis  in  blacks  and  Filipinos  among  142 
deaths  with  autopsies. jger  and  Larson  reported  72 
cases  with  cocciaioidal  involvement  of  the  bones, 20 
including  20  cases  previously  reported. Thirty-nine 
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of  the  total  of  72  cases  occurred  in  blacks,  and  seven 
occurred  in  Filipinos.  Two  papers  from  California 
summarized  in  Table  5 reviewed  meningitis  according  to 

29,30 

race. 

In  1970,  Smale  and  Waechter  reviewed  four  deaths 
among  blacks  and  one  death  of  a Filipino  in  a total  of  nine 
deaths  among  15  cases  of  disseminated 
coccidioidomycosis  in  pregnancy,  which  occurred 
between  1950  and  1967  at  Kern  County  General 
Hospital  in  Bakersfield  and  Springville  County 
Hospital. 

In  1970  Caudill  et  al.  reported  that  five  of  a total  of 
nine  cases  of  coccidioidal  meningitis  at  Wilford  Hall 
Hospital  Air  Force  Base  in  Texas  occurred  in  non- 
whites.Bayer  et  al.  reported  four  blacks  among  ten 
cases  of  unusual  syndromes  of  coccidioidomycosis  who 
were  hospitalized  at  Harbor  General  Hospital  in  Los 
Angeles  County  from  1968  to  1975.^3 

Several  papers  presented  at  the  Third  International 
Coccidioidomycosis  Symposium  in  Tucson,  Arizona  in 
November  1976  provided  information  about  the  racial 
distribution  of  coccidioidomycosis.  Johnson 

reviewed  coccidioidomycosis  mortality  in  Arizona  from 
1968  to  1975.“’  An  increased  relative  mortality  risk  for 
blacks  and  Indians  compared  to  whites  was  comparable 
to  the  preceding  8-year  period  of  1959  to  1967  (Table  1). 
Over  half  the  deaths  from  1968  to  1975  were  associated 
with  underlying  disease  and/or  immunosuppressant 
therapy.  No  Oriental  deaths  from  coccidioidomycosis 
were  reported  from  1968  to  1975,  despite  the  fact  that 
3,878  Chinese,  2,394  Japanese,  and  1,253  Filipinos  were 
recorded  in  the  1970  Arizona  census. 

Kelly  et  al.  reported  12  non-white  cases  among  a total 
of  22  cases  of  coccidioidal  meningitis  diagnosed  during 
and  after  1970  at  Maricopa  County  General  Hospital, 
Phoenix  Indian  Medical  Center,  and  two  private 
neurology  practices  in  Phoenix,  Arizona.^'*  Pappagianis 
and  Crane  reported  a total  of  265  cases  of  coccidioidal 
meningitis  from  data  supplied  by  physicians  who  cared 
for  patients  primarily  in  California  and  Arizona. 
(Table  5) 

Sievers  reported  on  his  long-standing  studies  of 
coccidioidomycosis  in  Southwestern  Indians. 
Among  44  Indians  with  disseminated  coccidioidomy- 
cosis, 20  were  known  to  have  underlying  conditions 
associated  with  compromised  immunity. ^ Sievers 
-eported  that  the  increased  mortality  risk  for  Indians 
compared  to  whites  was  confined  to  those  under  five 
years  of  age  and  the  elderly,  a pattern  apparent  in  the 
mortality  data  in  Arizona  presented  by  age  and  sex,  in 
Table  4. 

The  relative  mortality  risk  of  2.0  for  Indians  compared 
to  whites  in  Table  1 is  an  underestimate  of  the  true  risk. 
Two-thirds  of  Arizona's  Indian  population  resides  in 
non-endemic  areas  in  northern  Arizona  (Apache, 
Coconino,  Navajo,  and  Yavapai  counties),  89%  of  the 
state's  population  lives  in  endemic  areas, ^ and  relative 
mortality  risk  comparing  Indians  to  whites  is  not  age- 


adjusted.  Sievers  emphasized  the  importance  ci| 
environment  compared  to  race  in  accounting  for  th  ' 
increased  mortality  risk  in  Indians  because;  thj 
prevalence  of  coccidioidin  skin  test  reactivity,  incidenci 
of  disseminated  coccidioidomycosis  cases,  an! 
corresponding  mortality  rates  were  highest  among  thi 
San  Carlos  Apaches. ^ The  question  of  race  as  a risi 
factor  in  Indians  was  further  complicated  by  variation  i I 
prevalence  rates  of  coccidioidin  skin  test  reactivity  anl 
dissemination  rates  between  reservations  in  thi 
endemic  area.-’®  ' 

A severe  dust  storm  in  December  1977,  which  arosei  i 
an  endemic  area  near  Bakersfield,  California,  resulted  i i 
new  cases  of  coccidioidomycosis  in  endemic  and  nori 
endemic  areas. Flynn  et  al.  reported  an  outbreak  of  11. 
clinical  cases  of  coccidioidomycosis  in  Sacrament; 
County,  an  area  of  low  endemicity,  in  the  first  si 
months  of  1978 Nine  of  84  cases  among  whites  an 
five  of  19  cases  among  blacks  resulted  in  disseminatioi 
Williams  et  al.  reported  disseminated  coccidioidomycosi 
in  non-whites  at  the  Naval  Hospital  in  Lemoon 
California,  an  area  of  high  endemicity,  following  th 
same  storm. Eight  patients  were  white,  and  ten  wer 
non-whites.  Pappagianis  et  al.  reported  increased  rate 
of  dissemination  in  black  and  Filipinos  among  230  casr 
of  acute  coccidioidomycosis  from  non-endemic  areas- 
following  the  same  dust  storm. s The  authors  alsl 
reported  increased  rates  of  dissemination  in  blacks  ani 
Filipinos  at  Lemoore  U.  S.  Naval  Air  Station  from  1965 
1977.5 

As  with  the  dissemination  of  coccidioidomycosi; 
patients  with  chronic  progressive  pulmonar 
coccidioidomycosis  have  frequently  been  of  a dark 
skinned  ethnic  background. Winn  recommendd 
amphotericin  B whenever  a primary  coccidioidt 
infection  was  severe  in  a black  or  Filipino  without  tot 
regard  to  coccidioidal  complement  fixation  titers. 

The  issue  of  racial  susceptibility  to  the  morbidity  ar 
mortality  of  coccidioidomycosis  is  comple; 
Confounding  variables  such  as  differences  in  nutrition' 
status,  underlying  disease,  and  environmental  ar 
occupational  exposures  must  be  considered 
Coccidioidomycosis  is  increasingly  recognized  as  a 
opportunistic  infection, and  the  morbidity  associat( 
with  coccidioidomycosis  is  increasing  with  tf 
increasing  numbers  of  patients  receivir 
immunosuppressant  drugs,  migration  of  susceptib 
individuals  into  endemic  areas,  and  the  aging  of  tl 
general  population. Size  of  the  inoculum,  or  dose  of 
immitis,  may  be  associated  directly  with  the  prevalem 
and  severity  of  clinical  sequelae  in  certain  occupation 
exposures. 

Racial  and  ethnic  differences  in  susceptibility 
coccidioidomycosis  are  consistent  with  emergii 
scientific  knowledge  that  major  histiocompatibili 
complex  (MHC)  genes  are  important  in  cell-mediat 
immune  responsiveness  and  disease  susceptibility. 
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i|mmary 

Studies  of  military  personnel,  reports  of  hospital- 
ped  cases,  and  recent  reports  of  cases  following  a dust 
>rm  consistently  support  an  increased  susceptibility  to 
? clinical  complications  and  dissemination  of 
rcidioidomycosis  among  blacks  compared  to  whites, 
hough  in  selected  instances  high  dose  occupational 
30sures  may  be  an  important  risk  factor.  In  general, 
? literature  does  not  support  an  increased 
iceptibility  among  Mexican-Americans.  It  is  not  clear 
it  Orientals  are  generally  at  increased  risk  of 
semination,  although  several  studies  support  an 
reased  risk  among  Filipinos, 
knowledgement: 

The  author  wishes  to  thank  Dr.  Rodney  R.  Beard  and 
. Benjamin  Burrows  for  their  review  and  comments. 

Suzanne  Dandoy  and  staff  of  the  Arizona 
partment  of  Health  Services  facilitated  retrieval  of 
3th  certificates. 
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Abstract 

A case  of  advanced  verrucous  carcinoma  of  the  foot  is 
presented.  The  etiology  and  treatment  of  this  tumor  is 
discussed,  including  the  role  of  x-ray  irradiation  of  the 
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literature  is  included. 
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Introduction  ^ 

The  term  "Verrucous  Carcinoma"  was  first  coined,  i 
1948,  by  Ackermani  who  described  a type  of  carcinomij 
affecting  the  epithelial  oral  mucosa.  This  term  was  lateij 
applied  to  similar  lesions  of  the  plantar  aspect  of  the  foo^ 
by  Brownstein  and  Shapiro.^  The  lesion  was  previousl.j 
reported  as  "Epithelioma  Cuniculatum  Plantare"  by  Ainj 
et  al.^,  "Papillomatosis  Cutis"  by  Gottron^  an  , 
"Papillomatosis  Cutis  Carcinoides"  by  Stevanovic^  an 
Nikolowski.*’  Aird  first  described  the  lesion  under  th( 
term  "Epithelioma  Cuniculatum"  denoting  tumor  o 
epithelial  origin  which  morphologically  resemble 
cuniculatum  burrows  of  rabbits. 

The  lesion,  which  appears  on  the  plantar  aspect  of  th 
foot,  is  of  varying  size,  with  foul  smelling  crypts  fille 
with  keratin  and  pus.  The  condition  has  been  describe 
in  other  areas  of  the  body  where  it  is  encountered  mor 
often.  The  pan-oral  and  genito-gluteal  areas  have  bee 
reported  widely  in  the  literature. The  oral  lesion 
have  been  associated  with  tobacco  chewing  and  have  th 
potential  for  metastasis  as  well  as  anaplasti 
transformations  following  irradiation."  These  are  mor 
aggressive  than  the  lesions  found  in  the  foot. 

Verrucous  carcinoma  of  the  foot  is  usually  treated  a 
an  intractable  plantar  wart  for  many  years  before  th 
correct  diagnosis  is  made.  The  lesion  is  locally  invasiv( 
at  many  times  it  may  involve  the  deep  structures  of  th 
foot  and  bone.  Metastasis  has  not  been  reported  so  fa 
The  differential  diagnoses  include:  giant  plantar  benig 
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Iruca,  basal  cell  carcinoma,  amelanotic  melanoma, 
(fine  poroma,  keratoacanthoma,  pseudocarcinoma- 
is  hyperplasia,  and  pyogenic  granuloma. 12 

jatment 

Jiopsy  is  frequently  inadequate  and  may  in  fact  delay 
imal  definitive  treatment.  One  must  either  do  a deep 
isional  biopsy  or  remove  the  whole  lesion  (preferably) 
en  the  clinical  diagnosis  is  made.^'’  When  a lesion  is 
lically  recognized  as  a verrucous  carcinoma, 
jressive  wide  excision  is  apparently  the  most  effective 
atment.  Mohns  and  Sahh®  described  a chemosurgical 
hnique  for  excision  of  the  mass.  Frozen  sections  of 
> margins  may  delineate  accurately  the  extent  of 
section  necessary  for  complete  excision.  Split 
ckness  grafts,  rotation  flaps,  or  cross  leg  flaps  may  be 
icated,  depending  upon  the  location  and  extent  of  the 
idition.  In  locally  invasive  tumors  which  involve  the 
?p  structures  of  the  foot  and  bone,  amputation  may  be 
! treatment  of  choice.  The  oral  mucosal  variety  of 
"rucous  carcinoma  suggests  that  radiation  therapy  is 
aost  always  contraindicated.  It  may  lead  to  anaplastic 
nsformation  of  the  lesion  followed  by  a much  more 
^ressive  and  rapid  development  with  great  risks  to  the 
dent. 
ology 

■\ird  hypothesized  that  these  lesions  were  originally 
n-metastasizing  squamous  cell  carcinomas  which 
re  affected  by  weight  bearing  and  a profound  increase 
keratinization.  He  believes  that  the  lesions  originated 
the  basis  of  pre-existing  leukoplakia-like  changes.  He 
ects  the  theory  of  plantar  warts  proceeding  the 
k^elopment  of  verrucous  carcinoma  because  of  the 
5ence  of  inclusion  bodies.  Brownstein  and  Shapiro,^  in 
hr  series  on  verrucous  carcinoma,  observed  that 
ost  tumors  were  thought  to  have  begun  as  plantar 
rts"  and,  as  such,  were  subject  to  different 
Tservative  modalities  of  treatment  including  paring, 
d,  electrodessication,  radiotherapy,  etc.  Thorne^ 
scribed  a lesion  initially  diagnosed  and  treated  as  a 
mtar  wart;  treated,  among  other  things,  by  curretage 
d irradiation.  Later,  it  was  diagnosed  as  epithelioma 
niculatum.  Schwartzi"*  postulated  the  theory  of 
ilignant  transformation  of  pre-existing  plantar  viral 
irts. 

There  are  two  cases  of  verrucous  carcinoma  reported 
which  the  DNA  genome  of  papilloma  virus  was 
ralized  and  identified.  What  prompted  the 
insformation  of  the  otherwise  benign  lesion  is  not 
own.  Goette’5  described  a case  of  verruca  vulgaris  of 

2 nail  bed  of  the  finger  with  carcinoma  in  situ.  He 
ggested  the  possibility  of  oncogenic  transformation  of 
e papovavirus,  which  is  the  etiologic  agent  of  the 
mmon  wart.  The  oncogenic  properties  of  the 
povavirus  were  substantiated  and  described  in  cases 

epidermodysplasia  verruciformia’‘>  and  in  giant 
ndyloma  accuminata.i^ 


Figure  lA 

Localized  lesion,  plantar  aspect,  area  sub  second,  third  and 
fourth  metatarsal  heads. 


Figure  IB 

Axial  view  of  same  lesion  showing  protrusion  plantarly. 
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Case  Report 

A 67-year-old  Mexican-American  man  was  seen 
initially  at  the  Life  Support  Unit  of  the  VA  Medical 
Center,  Tucson,  Arizona,  with  a complaint  of  a large 
ulcer  under  the  right  foot. 

The  patient  related  a recent  increase  in  the  size  of  the 
ulcer,  with  frequent  hemmorrhage  and  foul  odor.  This 
was  accompanied  by  an  appreciable  increase  in 
symptoms  with  pain  radiating  proximally  towards  the 
leg,  severely  limiting  ambulation.  Upon  further 
questioning,  the  patient  acknowledged  the  presence  of 
the  lesion  for  the  last  ten  years.  At  that  time,  it  was 
diagnosed  as  a plantar  wart  and  was  treated  with,  among 
other  things,  x-ray  irradiation.  No  further  information 
about  the  number  of  treatments  or  duration  of  exposure 
was  available. 

Medical  history  revealed  the  patient  to  have  chronic 
obstructive  pulmonary  disease  with  a long  history  of 
smoking,  high  blood  pressure,  one  episode  of  chest  pain 
treated  with  nitroglycerin  and  an  old  inferior  wall 
myocardial  infarction  at  an  undisclosed  time.  The 
patient  denied  having  any  allergies  and  was  not  taking 
any  medications  at  this  time.  The  family  history  was 
unremarkable. 

Examination  of  the  patient  revealed  a generally 
healthy  man,  slightly  obese,  who  was  well  oriented  to 
time  and  place.  A fungating,  pedunculated  and  slightly 
ulcerating  mass  approximately  6x6  cm  in  size  and 
extending  about  1 cm  from  the  plantar  aspect  of  the 
right  foot  was  observed  (Figure  1).  The  lesion  was 
localized  to  the  area  under  the  third  and  fourth 
metatarsal  heads.  The  center  of  the  growth  appeared  to 
be  ulcerating  and  was  malodorous.  The  patient  related 
that  he  had  not  received  professional  care  in  the  past  few 
years,  but  was  soaking  his  foot  a few  times  a week.  The 
result  of  the  history  and  physical  examination  was 
unremarkable.  Laboratory  studies  upon  admission  were 
all  within  normal  limits. 

A clinical  diagnosis  of  verrucous  carcinoma  was  made. 
The  patient  was  taken  to  the  OR,  where,  under  general 
anesthesia,  a radical  excision  of  the  lesion  was 
performed.  At  the  time  of  surgery,  there  appeared  to  be 
no  infiltration  of  the  plantar  fascia.  A split  thickness  skin 
graft  was  obtained  from  the  right  thigh  and  was  sutured 
into  place.  At  the  time  of  discharge,  the  patient  appeared 
to  have  a complete  take  of  the  graft.  He  was  discharged 
with  no  weight  bearing  on  the  right  foot. 
Histopathology 

The  excised  lesion  is  described  as  a neoplasm  of 
squamous  epithelium  with  hyperkeratotic  and 
parakeratotic  surfaces  and  with  broad  papillary 
downgrowth  to  the  dermis.  The  epithelial  cells  exhibit 
abnormally  high  C:N  ratios  with  multiple  nucleoli  in  the 
nuclei  and  apparent  vesicular  chromatin  pattern  with 
numerous  mitotic  figures.  The  dermis  adjacent  to  the 
tumor  reveals  an  intense  inflammatory  process  with 
plasma  cells,  eosinophils,  and  lymphocytes.  Some  dermal 
vessels  disclose  moderate  to  marked  intimal 
proliferation  resulting  in  some  vessels  being  completely 
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Figure  2 

Excised  lesion  showing  the  deep  cavernous  depressions  an( 
fissures.  Note  normal  surrounding  tissue. 


obliterated.  The  appearance  suggests  a chroni 
inflammatory  process  with  tumor  extension  into  th 
dermis. 

Discussion 

In  reviewing  the  literature,  several  important  factor 
are  evident.  Initially,  almost  all  of  the  lesions  wer 
diagnosed  as  plantar  warts.  Also,  the  customary  therap 
for  this  condition  was  x-ray  irradiation.  The  concept  c 
neoplastic  transformation  of  a benign  plantar  wart  into 
carcinoma  is  supported  by  Perez's”  observation  an 
studies  concerning  the  treatment  of  verrucou 
carcinoma  of  the  oral  cavity  by  irradiation. 

We  postulate  that  there  will  be  an  increase  in  th 
incidence  of  these  lesions  in  the  near  future.  This  i 
based  on  the  theory  of  the  etiology  and  the  length  o 
time  that  is  necessary  for  changes  to  take  place  wit 
irradiation  therapy. 

Summary 

A patient  with  epithelial  squamous  cell  carcinomc 
verrucous  carcinoma,  of  the  plantar  aspect  of  the  foot  i 
described.  The  histopathology  and  possible  viral  etiolog 
of  this  not-so-rare  lesion  are  discussed. 
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Although  relatively  infrequent,  toxic  megacolon  is 
one  of  the  most  dreaded  complications  of  inflammatory 
bowel  disease.  Toxic  megacolon  has  been  associated 
with  other  inflammatory  conditions  of  the  colon 
including  ischemic  colitis,  various  forms  of  infectious 
colitis,  and  pseudomembranous  colitis.  Nevertheless, 
the  most  common  association  has  been  with 
inflammatory  bowel  disease,  especially  ulcerative  colitis. 
Toxic  megacolon  can  probably  be  best  defined  as  a severe 
attack  of  colitis  associated  with  dilatation  of  the  colon. 
The  major  criteria  required  to  make  the  diagnosis 
include  fever,  tacychardia,  leukocytosis,  anemia,  and  of 
course,  colonic  dilatation.  While  toxic  megacolon  can 
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occur  at  any  time  during  the  course  of  inflammatory 
bowel  disease,  it  tends  to  occur  most  commonly  during 
the  early  years  of  disease.  In  fact,  approximately  one 
quarter  of  patients  with  toxic  megacolon  have  a history 
of  symptomatic  colitis  of  less  than  three  months 
duration  at  the  time  of  their  presentation  with  toxic 
megacolon. 

The  etiology  for  toxic  megacolon  is  unclear.  However, 
it  is  most  generally  felt  that  transmural  ulceration 
resulting  in  paralysis  of  the  smooth  colonic  muscle 
precedes  toxic  dilatation.  Use  of  narcotics  and 
anticholinergics  are  felt  to  possibly  play  a contributing 
role  in  some  cases.  There  have  also  been  many  reports  of 
barium  enema  examination  immediately  preceding 
development  of  toxic  megacolon.  Hence,  the  use  of  these 
medications  and  timing  of  barium  examination  should 
be  carefully  considered  in  patients  with  suspected  or 
known  active  inflammatory  bowel  disease. 

Pathologically,  deep  colonic  ulceration  is  probably  the 
most  important  finding  associated  with  toxic 
megacolon,  aside  from  other  features  commonly  seen 
associated  with  inflammatory  bowel  disease.  This 
pathological  feature  probably  relates  to  the  high 
incidence  of  perforation  occurring  both  spotaneously  as 
well  as  during  surgery. 

The  characteristic  radiographic  finding  in  toxic 
megacolon,  as  implied  in  its  name,  is  dilatation  of  the 
colon,  generally  greater  than  6 cm.  Although  dilatation 
is  commonly  seen  in  the  transverse  colon,  this  is  most 
likely  due  to  the  fact  that  most  plain  films  are  obtained  in 
the  upright  position.  If  plain  films  are  done  in  the  lateral 
position,  dilatation  may  be  just  as  commonly  seen  in  the 
left  or  right  colon.  Other  radiographic  findings  often 
seen  include  absence  of  haustral  pattern,  linear  strips  of 
gas  in  the  bowel  wall,  mucosal  serration,  and  free  air. 
Barium  enema  is  not  required  for  the  diagnosis  of  toxic 
megacolon.  In  fact,  it  is  specifically  contraindicated  if  this 
diagnosis  is  suspected. 

The  clinical  features  of  toxic  megacolon  include  fever, 
generally  greater  than  101°,  tachycardia,  pallor,  and 
leukocytosis.  Abdominal  pain  is  generally  not  severe 
unless  there  is  perforation.  Diarrhea,  which  is  a 
prominent  feature  of  inflammatory  colitis,  may  in  fact 
improve  associated  with  the  development  of  toxic 
megacolon.  Rectal  bleeding  is  often  present  and 
occasionally  extremely  severe.  There  is  often  abdominal 
distention.  Marked  local  abdominal  tenderness  often 
signifies  localized  peritonitis,  perhaps  secondary  to 
walled  off  perforation.  More  generalized  severe 
tenderness  associated  with  peritoneal  findings  is 
indicative  of  free  perforation.  Laboratory  findings 
associated  with  toxic  megacolon  include  prerenal 
azotemia  secondary  to  dehydration,  often  severe 
electrolyte  imbalance,  anemia,  and  hypoalbuminemia. 
Deep  colonic  ulcerations  provide  a portal  for  the 
development  of  sepsis,  so  blood  cultures  should  be 
included  in  th  e evaluation  of  this  problem. 
Sigmoidoscopy  reveals  the  characteristic  findings  of 
inflammatory  colitis.  However,  findings  in  the  rectum 
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may  be  relatively  unimpressive,  particularly  if  tf  , 
patient  has  been  recently  treated  with  steroid  enemas.  | 
must  be  emphasized  that  sigmoidoscopy  should  be  dor. 
extremely  gently,  with  examination  limited  to  tfl 
rectum  to  avoid  possible  perforation.  No  preparation  | 
required.  Fluid  may  be  obtained  at  the  time  (/ 
proctoscopy  for  examination  for  ova  and  parasites 
well  as  for  bacterial  cultures. 

Treatment  of  toxic  megacolon  is  best  manag( 
cooperatively  by  a surgeon  and  gastroenterologist.  Th 
treatment  includes  nasogastric  suction,  fluid  an 
electrolyte  replacement,  transfusions  if  indicated,  an 
administration  of  albumin.  In  addition,  antibiotics  ai 
indicated,  with  a combination  of  probably  a 
aminoglycoside  and  an  agent  effective  again: 
anaerobes,  e.g..  Clindamycin  or  Metronidazole.  Hig 
dose  corticosteroids  or  ACTH  given  intravenously  ai 
required.  One  of  the  most  important  aspects  ( 
management  is  frequent  evaluation  for  improvementc 
deterioration.  Immediate  surgery  is  indicated  if  there 
evidence  of  free  perforation  or  generalized  peritoniti 
evidence  of  deterioration  over  a 24-hour  period,  massiv 
hemorrhage,  or  septic  shock.  Severe  localized  abdomin,' 
tenderness  suggestive  of  a walled  off  or  pendin 
perforation  is  probably  also  an  indication  for  immedial 
surgery.  Even  without  deterioration,  an  absence  ( 
clear-cut  improvement  over  48  to  at  most  72  hours,  is  a 
indication  for  proceding  with  surgery.  There  are  tw 
major  factors  which  favor  early  surgery  in  the  absenci 
of  clear-cut  improvement.  First  of  all,  a higher  mortalit 
is  associated  with  colonic  perforation.  Furthermor 
most  of  the  patients  who  are  even  fortunate  enough  t 
have  a good  response  to  medical  therapy  for  tox 
megacolon  require  surgery  in  the  near  futur 
regardless.  The  three  most  commonly  used  procedure 
for  toxic  megacolon  are  total  proctocolectomy  wit 
ileostomy,  diverting  loop  ileostomy  and  decompressiv; 
"blow-hole"  colostomy,  and  subtotal  colectomy  wit 
ileostomy  and  rectal  mucus  fistula.  The  last  procedure 
subtotal  colectomy  with  ileostomy  and  rectal  muci 
fistula  is  probably  the  most  commonly  used  procedure, 
offers  the  advantage  over  total  proctocolectomy  b 
being  an  easier  and  quicker  operation.  It  also  leaves  tb 
rectum  for  possible  future  ileorectal  anastamosi 
Diverting  loop  ileostomy  with  decompressiv 
colostomy,  though  a relatively  quick  procedure, 
associated  with  a moderately  high  incidence  of  colon 
perforation.  Furthermore,  when  bleeding  is  a majc 
problem  preoperatively,  there  is  a fairly  high  incidenc 
of  further  significant  hemorrhage  postoperative!' 
Nevertheless,  in  selected  circumstances,  this  procedui 
may  be  a useful  alternative. 

Toxic  megacolon  is  a severe  life  threatenin 
complication  of  inflammatory  bowel  disease  whic 
requires  meticulous  management  by  the  surgica 
medical  team.  Since  mortality  is  greatly  increased  wit 
prolonged  observation  of  deteriorating  patients,  earl, 
surgery  is  often  indicated  and  continued  observation  i 
the  absence  of  improvement  is  to  be  avoided. 
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A considerable  body  of  information  exists  concerning 
e induction  of  neoplastic  disease  with  radiation.  The 
k of  inducing  cancer  appears  to  be  greatest  with  an 
termediate  level  of  radiation  and  to  decrease  with 
erapeutic  levels  of  radiation. 

The  events  leading  to  cancer  are  incompletely 
iderstood.  In  experimental  systems  a neoplasm  may 
velop  after  multiple  events  have  occurred. 

The  initiating  events  in  carcinogenesis  are  thought  to 
point  mutations  or,  in  certain  cases,  chromosome 
anges  such  as  deletions,  duplications  or  translocations 
chromosome  material.  The  point  mutations  and  gross 
romosome  aberrations  may  be  caused  by  physical, 
emical  or  biological  agents.  These  confer  a neoplastic 
itential  upon  the  cell  which  may  be  evoked  by  a 
omoting  agent. 

)m;  St.  Joseph's  Hospital  and  Medical  Center,  Dr.  Speiser,  Director, 
diation  Oncology,  P.  O.  Box  2071,  Phoenix,  Arizona  85001. 


Among  the  physical  agents  known  to  induce 
malignancy,  the  best  known  is  radiation. 

Levels  of  Radiation 

For  convenience,  the  radiation  exposures  to  be 
discussed  will  be  divided  into  three  levels:  1)  low  dose, 
2)  intermediate  dose,  and  3)  high  dose. 

Low  dose  radiation  will  pertain  to  exposure  from 
nuclear  weapons  testing,  nuclear  reactors  and  at  a 
slightly  higher  level  diagnostic  x-rays  in  medicine  and 
dentistry. 

Intermediate  dose  radiation  will  focus  on  exposure 
received  in  the  past  for  benign  conditions  such  as 
ankylosing  spondylitis,  as  will  be  discussed  below.  The 
greatest  body  of  information  concerning  human 
radiation  carcinogenesis  is  found  at  this  level. 

High  dose  radiation  will  refer  to  the  therapeutic 
radiation  of  neoplastic  diseases. 
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Table  1 

Radiation  and  leukemia 


Excess  leukemia 

Condition  for  which  Average  bone  cases  per  lO®  person- 


radiation  given 

marrow  dose 

years  per  rad 

Ankylosing 

spondylitis 

370  rads 

1-2 

Metropathia 

hemorrhagica 

134  rads 

1.2 

Cancer  of  the 
cervix 

500-1500  rads 

None  detected 

Intermediate  Level  Radiation  Studies 

Chronologically,  one  of  the  earlier  relationships 

analyzed  in  the  intermediate  radiation  dose  level 
concerned  patients  with  ankylosing  spondylitis. 
Ankylosing  spomiyIiHs:  Court-Brown  and  Doll  in  1957 
reported  studies  of  over  14,000  patients  who  received 
orthovoltage  radiation  for  ankylosing  spondylitis  of  the 
spine. ^ ^ The  average  bone  marrow  dose  was  calculated 
at  370  rads.  They  found  an  excess  of  leukemia  of  1-2 
cases  per  10®  person-years  per  rad. 

Thymus  raiiiation:  Another  well-known  group  are  children 
who  received  intermediate  dose  radiation  for  an 
"enlarged"  thymus.  The  radiation  aimed  at  the  thymus 
also  included  the  thyroid. The  average  estimated  dose 
to  the  thyroid  was  119  rads.  There  was  approximately 
2.5  excess  cases  of  thyroid  cancer  per  10®  patient-years 
per  rad. 

1-131:  By  contrast,  a study  was  recently  reported  of 
3,000  patients  treated  therapeutically  with  1-131.5  The 
doses  delivered  to  the  thyroid  ranged  from  a low  of  6,000 
to  a high  of  30,000  rads.  No  increase  in  malignant 
thyroid  tumors  was  observed. 

Metropathia  hemorrhagica:  In  a study  of  over  2,000  women 
treated  with  radiation  for  metropathia  hemorrhagica 
(the  abnormal,  excessive  menstrual  flow  due  to 
persistence  of  an  exaggerated  follicular  phase),  the 
average  bone  marrow  dose  was  estimated  at  134  rads  for 
doses  of  500  to  1000  rads  delivered  to  the  ovaries.  The 
risk  of  leukemia  was  elevated  with  1.2  excess  cases  of 
leukemia  per  10®  patient-years  per  rad.®  However,  there 
was  no  increase  in  cancers  of  the  ovary  or  bladder. 
Cancer  of  the  cervix:  Over  30,000  women  treated  for  cancer 
of  the  cervix  with  primary  radiation  therapy,  were 
followed  clinically  and  by  laboratory  studies. No  excess 
in  leukemia  or  lymphoma  was  observed.  The  average 
bone  marrow  dose  was  between  500  and  1500  rads. 

These  data  regarding  radiation  and  leukemia  are 
presented  in  Table  1. 

Explanation  from  the  Laboratory 

Turning  to  the  laboratory  for  an  explanation  of  these 
data,  it  is  noted  that  the  efficiency  of  mutation 
production  increases  as  the  dose  of  radiation  increases. 
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This  increase  continues  to  a point  where  the  efficiency 
of  mutation  production  peaks,  then  with  a furthe 
increase  in  radiation  the  production  of  mutation; 
declines.  This  is  due  to  accumulation  of  sufficien 
mutations  to  cause  death  of  the  cell,  thus  removinj 
these  mutations  from  the  population. 

The  same  pattern  is  seen  with  the  induction  o 
myeloid  leukemia  in  RF  male  mice.s  The  incidence  o 
leukemia  increases,  peaks,  and  then  decreases  witl 
increasing  doses  of  radiation. 

Low  Level  Radiation 

Of  greater  difficulty  is  the  calculation  of  risk  from  lov 
level  radiation.  This  risk  can  be  obtained  b 
extrapolating  from  data  such  as  those  cited  above.  Th 
difficulty  arises  over  the  choice  of  relationship,  e.g 
quadratic  versus  linear,  to  describe  the  relationshi 
between  radiation  dose  and  effect.”  Relatively  little  i 
known  about  carcinogenesis  from  low  level  radiation. 
High  Level  Radiation 

In  general,  high  level  radiation  appears  to  have  les 
carcinogenic  effect  than  intermediate  level  radiatioi 
There  are  examples,  such  as  osteosarcoma  occurrih 
after  therapeutic  radiation  for  retinoblastoma 
However,  this  information  must  currently  be  viewe 
with  caution,  since  the  incidence  of  osteosarcoma 
increased  in  patients  with  retinoblastoma  treated  b 
surgery  alone. 

Summary 

There  is  no  question  that  radiation  is  carcinogeni 
The  risk  of  inducing  cancer  with  radiation:  1)  appeal 
greatest  in  the  intermediate  level  of  radiatio: 
2)  decreases  in  the  higher  radiation  range  general 
utilized  in  contemporary  radiation  oncology,  and  3) 
highly  controversial  in  the  low  level  region  as  to  i 
relative  effectiveness  and  whether  or  not  a thresho 
exists. 
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arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  ang 
edema  and  bronchospastic  reactivity  to  aspirin  or  ott 
nonsteroidal  antFinflammatory  drugs  (see  WARNINGi 
WARNINGS:  Anaphylactoid  reactions  have  occuri 
in  patients  hypersensitive  to  aspirin  (see  CONTRAIN 
CATIONS).  Peptic  ulceration  and  gastrointesti 
bleeding,  sometimes  severe,  have  been  report' 
Peptic  ulceration  and  gastrointestinal  bleeding,  son 
times  severe,  have  been  reported  Peptic  ulcerati 
perforation,  or  gastrointestinal  bleeding  can  end  fata 
however,  an  association  has  not  been  establish' 
Rufen  should  be  given  under  close  supervision  to  patie  i 
with  a history  of  upper  gastrointestinal  tract  dIsea  j 
and  only  after  consulting  the  ADVERSE  REACTlOf] 

In  patients  with  active  peptic  ulcer  and  active  rheur  j 
toid  arthritis,  nonulcerogenic  drugs,  such  as  g< 
should  be  attempted.  If  Rufen  must  be  given,  the  pati< 
should  be  under  close  supervision  for  signs  of  uh 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  visi 
scotomata,  and/or  changes  in  color  vision  have  been 
ported.  If  developed,  discontinue  Rufen  and  adminis 
an  ophthalmologic  examination.  1 

Fluid  retention  and  edema  have  been  associated  » i 
Rufen;  caution  should  be  used  in  patients  with  a hist 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prole 
bleeding  time  Use  with  caution  in  patients  with  intrir 
coagulation  defects  and  those  taking  anticoagular 

Patients  should  report  signs  or  symptoms  of  gastre 
testinal  ulceration  or  bleeding,  blurred  vision  or  ot 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  ins 
ficiency,  patients  on  prolonged  corticosteroid  there 
this  therapy  should  be  tapered  slowly  when  adding  Rul 
DRUG  INTERACTION:  Coumariit-lype  anticoagula 
The  physician  should  be  cautious  when  administer 
Rufen  to  patients  on  anticoagulants.  | 

Aspirin.  Concomitant  use  may  decrease  Rufen  bl< 
levels. 


I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number;  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 


To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "M^ically  Necessary^'  as  required  by  the  laws  of 
your  state. 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 
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PREGNANCY  AND  NURSING  MOTHERS:  Rui 

should  not  be  taken  during  pregnancy  nor  by  nurs 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  react 
IS  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epic 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distr* 
nausea  and  vomiting,  indigestion,  constipation,  abdc 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  i 
flatulence).  Central  Nervous  System:  dizziness*,  h«: 
ache,  nervousness.  Dermatologic:  rash*  (incluci 
maculopapular  type),  pruritus.  Special  Senses:  tinni 
Metabolic:decreased  appetite,  edema,  fluid  retenti 
Fluid  retention  generally  responds  promptly  to  d 
discontinuation  (see  PRECAUTIONS). 

*lncidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  blej 
ing  and/or  perforation,  hemorrhage,  melena.  Can 
Nervous  System:  depression,  insomnia.  Dermatol 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  mi 
forme.  Special  Senses:  amblyopia  (see  PRECAUTIOII 
Hematologic:  leukopenia,  decreased  hemogic 

and  hematocrit.  Cardiovascular:  congestive  h« 
failure  In  patients  with  marginal  cardiac  fund 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  laundice,  abnormal  I 
function.  Central  Nervous  System:  paresthesias,  F 
lucinations,  dream  abnormalities.  Dermatologic:  i 
pecia.  Stevens- Johnson  syndrome  Special  Sent* 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematoloi 
hemolytic  anemia,  thrombocytopenia,  granulocytopf  I 
bleeding  episodes.  Allergic:  fever,  serum  sickm 
lupus  erythematosus  syndrome.  Endocrine:  gy 
comastia,  hypoglycemia  Cardiovascular:  arrhythir 
(Sinus  tachycardia,  bradycardia,  and  palpitatiilj 
Renal:  decreased  creatinine  clearance,  polyuria, 
temia.  J 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shl 
be  emptied  Rufen  is  acidic  and  excreted  in  the  ulj 
alkaline  diuresis  may  benefit.  j 

DOSAGE  AND  ADMINISTRATION:  Rheumatoi|i 
thritis  and  osteoarthritis,  including  flareups  of  chr<j 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d.  I, 
Mild  to  moderate  pain;  400  mg  every  4 to  6 houd' 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  I 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  will 
prescription. 
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During  the  thirty  years  that  have  passed  since 
iblishing  Indications  for  Surgical  Therapy  in  Epilepsy 
Arizona  Medicine,^  one  of  us  (JRG)  has  had  surgical 
;perience  with  over  one  hundred  and  seventy-five 
)ileptic  patients,  including  fifty  children  and 
lolescents.  Concepts,  indications  for  surgical 
tervention,  procedures,  and  long-term  results  have 
?en  reported  periodically.^ 

The  purposes  of  this  presentation  are  to  discuss 
'iefly  some  current  pathophysiological  and  medical 
eatment  concepts  about  the  epilepsies,  to  update  our 
dications  for  surgical  therapy,  and  to  provide  an 
counting  of  our  results  with  surgical  therapy  in 
’lected  epileptic  children  and  adolescents. 

am:  Barrow  Neurological  Institute  of  St.  Joseph's  Hospital  and 
edical  Center,  350  West  Thomas  Road,  Phoenix,  Arizona  85013, 
;sented  as  the  Fifth  Annual  Sir  William  Osier  Lecture,  Osier  Medical 
■nter,  Monterrey,  Mexico,  May  17,  1980,  and  with  Management  of 
immon  Neurological/Neurosurgical  Problems  Course,  Arizona 
■alth  Sciences  Center,  Tucson,  Arizona,  October  17-18,  1980. 


Current  Pathophysiologic  Concepts 

The  concept  that  epileptic  cortex  may  act  as  a source  of 
noxious  influences  on  the  function  and  evolution  of  the 
normal  brain  was  developed  by  Penfield.'^  The  concept 
that  an  active  epileptogenic  focus  continues  to  undergo 
pathologic  changes^-*  has  been  confirmed  in  monkey,'^ 

j . , 16,17 

and  m human. 

Another  recent  concept  is  that  of  "kindling,"  in  which 
over  a period  of  a few  weeks  permanent  changes  in 
seizure  susceptibility  can  result  from  repeated,  short, 
initially  ineffective  stimulation. Thus,  this  condition 
not  only  provides  a rationale  for  anticonvulsant  therapy 
in  post-traumatic  encephalopathy  but  also  may 
influence  long-term  prognosis.'*’  These  factors,  among 
others,  have  prompted  the  admonition:  " — the  prudent 
strategy  would  appear  to  consist  of  aggressive  medical 
therapy  . . . for  that  period  of  time  necessary  to  make  the 
judgment  in  that  patient  in  which  a spontaneous 
remission  is  not  likely  tooccur.  Todelay  surgical  therapy 
for  long  periods  of  time  appears  to  carry  the  inevitable 
price  of  continuing  neuronal  damage  in  the  vicinity  of 
the  focus."'*’ 

Medical  Treatment  of  the  Epilepsies 

Studies  on  the  clinical  efficacy  of  marketed 
antiepileptic  drugs  provided  the  estimate  that  seizures 
are  completely  controlled  in  more  than  50%  of  the 
patients  with  epilepsy  and  that  another  30%-40%  are 
improved  with  additional  drugs,  although  not  without 
some  side  effects. 20 

A growing  number  of  chronic  complications  of  drug 
therapy,  especially  with  the  older  drugs,  is  being 
recognized,  i.e.,  folate  deficiency  in  one-third,  peripheral 
neuropathy  in  10%-20%,  and  not  infrequent  changes  in 
the  connective  tissue,  liver,  endocrine,  immunological 
and  mental  function. 2' 

Rodin22  computed  that  1.3%  of  epileptic  patients  die 
annually  — five  times  the  age-adjusted  national  death 
rate,  and  concluded  that  the  "operative  results  from 
temporal  lobe  epilepsy  seem  to  be  definitely  superior  to 
medical  treatment." 

Indications  for  Surgical  Therapy  in  Epilepsy 

Criteria,  or  guidelines,  for  the  selection  of  epileptic 
patients  for  neurosurgical  intervention  have  evolved 
gradually  and  now  consist  of  the  following 
considerations: 

1.  The  clinical  seizure  pattern  should  indicate  a 
discharging  lesion  or  lesions  in  a localized,  surgically 
accessible  area  of  the  brain-gyrus,  lobe,  or  hemisphere. 

2.  Serial  EEC,  supplemented  by  special  studies, 
should  localize  this  epileptogenic  area.  Although  there 
are  some  variations  in  opinion  regarding  the  extent  that 
special  studies  (such  as  sphenoidal  EEC  recordings 
during  sleep,  carotid  amobarbital  EEC  and  angiographic 
examinations,  acute  or  chronic  implanted  electrode 
studies  with  radiotelemetry  and  videotaping  of  clinical 
seizures)  should  be  utilized,  it  is  essential  that  the 
localization  be  stable. 
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3.  A cortical  lesion  should  be  suggested  by  history, 
neurological  and  neurophsychological  examination  and 
by  neuroradiological  studies  as  the  cause  of  the  seizures. 

4.  Intensive  and  methodical  treatment  with 
anticonvulsant  drugs,  monitored  by  verification  of 
adequate  blood  levels  of  the  drugs  used,  must  be 
inadequate  to  stop  the  seizures  and  to  provide  the 
patient  with  normal  and  productive  home,  school  and 
job  adjustment.  If  the  latter  is  not  possible  because  of  the 
drugged  status  of  the  patient,  medical  therapy  should  be 
considered  as  a failure  even  if  the  seizures  are  controlled. 

5.  The  patient's  physical  status  must  be  such  that  a 
major  surgical  procedure  can  be  carried  out  without 
undue  risk.  His  or  her  mental  status  should  be 
documented  and  be  adequate  to  allow  a relatively  normal 
life  if  the  seizures  can  be  eliminated.  An  IQ  of  less  than 
60  is  usually  considered  to  be  a contraindication. 

6.  Children  and  adolescents,  as  with  adults,  must  be 
completely  willing  to  cooperate  with  the  diagnostic  and 
operative  procedures  if  they  are  to  be  carried  out 
successfully  under  local  anesthesia.  General  anesthesia 
is  adaptable  to  many  operations  for  epilepsy  in  children 
and  adolescents,  including  hemicorticectomy  and 
temporal  lobectomy. 

7.  In  the  event  that  an  epileptic  patient  who  is 
refractory  to  treatment  also  does  not  satisfy  the 
localization  and  lateralization  criteria  so  necessary  for 
successful  cortical  excision,  lobectomy  or 
hemicorticectomy,  consideration  may  be  given  to  the 
indications  for  1)  stereotactic,  2)  chronic  cerebellar 
stimulation,  or  3)  commissurotomy  procedures: 

1)  Stereotactic  amygdalotomy  has  been  used  for  children 
and  adolescents  with  medically  resistant  psychomotor 
epilepsy  associated  with  aggressive  behavior  and 
bitemporal  epileptogenic  area.  Although  the  decrease  in 
seizures  and  rate  of  rehabilitation  are  generally  inferior 
to  temporal  lobectomy,  the  risks  and  complications  are 
few.  Stereotactic  lesions  have  been  placed  in  a wide 
variety  of  other  subcortical  structures  without 
consistently  good  results. 

1}  Chronic  cerebellar  stimulation  to  prosthetically  induce 
Purkinje  cell  inhibition  and  to  modify  abnormal  neurological 
activity,  including  epileptic  discharges,  was  applied  at 
one  time  with  very  few  good  results  and  has  been 
generally  abandoned. 

31  Surgical  division  of  the  commissural  pathways  in  the  corpus 
callosum  may  be  considered  in  desperate  problems  with 
the  hope  to  confine  the  seizure  to  one  side,  to  preserve 
consciousness  during  the  attack,  to  provide  a warning  so 
that  the  patient  might  take  precautionary  or  control 
measures  at  the  onset  of  the  seizure,  and  to  eliminate 
commissural  contribution  to  mutual  reenforcement  of 
seizures  during  the  generalized  phase,  especially  during 
status  epilepticus.  A wide  variety  of  disconnection 
deficits  are  apparent  on  special  testing,  but  these 
patients  have  generally  benefited  from  the  standpoint  of 
seizure  control  and  present  an  essentially  normal 
appearance. 
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Risks  and  Results  of  Temporal  Lobectomy, 
Hemicorticectomy  and  Other  Cortical  Excisions  j 

1.  Temporal  Lobectomy 

Three  centers  (London,  Montreal,  and  Phoenix)  haveJ 
published  the  major  reports  on  the  subject  of  tht 
surgical  treatment  of  temporal  lobe  epilepsy  — alscj 
called  psychomotor  epilepsy,  limbic  epilepsy,  and  partia  ' 
seizures  with  complex  symptomatology  duringj 
childhood  and  adolescence.  All  agree  that  the  long-terrr| 
surgical  results  in  this  age  population  are  even  bettei' 
than  the  results  with  adults  and  recommend  earlieij 
surgery  in  selected  patients  in  order  to  avoid  thq 
sequelae  of  uncontrolled  seizure,  and  drug  intoxication* 
One  hundred  and  ten  of  144  children  and  adolescents  irj 
the  three  reports  are  either  seizure-free  or  abou , 
seizure-free  — 76.45%.  Falconer^^  obtained  excellen  1 
seizure  control  in  31  of  40  patients  (77%),  Rasmussen^j 
had  similar  excellent  results  in  53  of  72  patients  (73%j 
and  our  experience  with  32  children  and  adolescent‘l 
with  temporal  lobectomies  from  1949  to  1979  allowed  2(| 
patients  (81%)  to  become  seizure-free  or  about  seizure/ 


free. 
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Davidson  and  Falconer^^  noted  that  their  best  result;[ 
regarding  relief  of  seizures  and  normalization  o/ 
behavior  occurred  if  mesial  temporal  sclerosis  wa;,l 
encountered  in  the  epileptogenic  area.  The  pathology 
was  found  in  24  of  32  of  our  patients  and  in  24  of  2t, 
patients  who  are  now  either  seizure-free  or  almost  so 

Behavioral  abnormalities  may  also  be  modified  b* 
temporal  lobectomy  if  seizures  are  eliminated  or  greatly 
minimized  so  that  anticonvulsant  medications  can  bi 
significantly  reduced.  Disturbing  aggressiveness  wa: 
noted  in  all  except  one  patient  in  the  London  experience^ 
normalized  in  20  and  much  improved  in  six  — .1 
significant  improvement  in  65%.  Seventeen  of  thesij 
patients  were  found  to  have  mesial  temporal  sclerosis: 
Thirteen  of  our  28  children  and  adolescents  werd 
normal,  11  were  assaultive  and  aggressive,  three  wer( 
retarded,  and  one  showed  emotional  instability 
Following  temporal  lobectomy,  the  normals  remainec 
normal,  seven  of  11  aggressive  and  assaultive  patient 
were  normalized  and  two  were  significantly  improved 
as  was  the  patient  with  emotional  instability  — . 
remarkable  improvement  in  80%. 

Two  of  our  patients  died  during  period  of  follow-u] 
(1949-1981),  but  of  causes  that  were  unrelated  t( 
epilepsy,  i.e.,  one  from  an  astrocytoma  and  the  othe 
from  pulmonary  tuberculosis.  Three  patients  wen 
mentally  retarded  and  also  had  no  chance  of  becoming 
independent  and  self-supporting.  There  was  nc 
operative  fatality;  one  wound  infection  that  cleared  witl 
treatment  in  three  weeks,  ten  instances  of  aseptii 
meningitis  (due  to  blood  in  the  ventricles  and  associate* 
with  a febrile  course  for  3-10  days),  three  patients  witl 
transient  (6  hours  to  10  days)  hemiparesis  associate* 
with  temporal  lobectomy,  and  four  patients  witlj 
nondisabling  upper  quadrantic  homonymous  visual  fiel*i 
defects.  Only  one  patient  suffered  a permanent  defect  - 
left  hemiparesis  and  homonymous  hemianopsia  but  sh(| 


leading  a normal  life,  free  of  seizures  and  medications, 
id  is  independent. 

Socioeconomic  rehabilitation  of  children  and 
lolescents  following  temporal  lobectomy  is  the  major 
ijective  and  82.1%  of  28  patients  followed  since  1949 
e now  independent  and  self-supporting. 

2.  Hemicorticectomy 

Hemicorticectomy  may  be  the  operation  of  choice  in 
lildren  who  develop  unmanageable  seizures  in 
sociation  with  infantile  hemiparesis.  Freedom  from 
lizures  or  significant  improvement  following 
jmicorticectomy  for  seizures  due  to  infantile 
?miparesis  has  been  reported  to  occur  in  an  average  of 
1%  of  the  patients.  The  majority  of  these  patients,  like 
lose  with  other  epilepsy  procedures,  are  continued  on 
iticonvulsant  medications,  but  in  reduced  dosages, 
shavioral  disorders  are  frequently  associated  and  may 
;come  progressively  more  disabling.  These  disorders 
ay  include  mental  retardation  and,  in  some  patients, 
cplosive,  impulsive,  aggressive,  assaultive  outbursts, 
ormalization  or  improvement  of  these  outbursts 
:curs  in  the  majority  of  patients  following 
jmicorticectomy.  Motor  function  is  frequently 
ihanced  following  hemicorticectomy  with  elimination 
• seizures  and  decrease  in  spasticity. 

Our  surgical  experience  with  infantile  hemiparesis, 
sociated  with  seizures,  behavioral  abnormalities  and 
)asticity  includes  six  patients  who  had 
?micorticectomies.  Five  children  were  relieved  of 
izures  and  were  improved  regarding  behavior  and 
>asticity  — 83.3%.  The  sixth  child  died  as  the  result  of 
ute  pulmonary  edema  which  suddenly  occurred  as  the 
?micorticectomy  was  being  completed. 

The  surgical  mortality  rate  for  hemicorticectomy  has 
?en  reported  to  average  seven  percent  in  500  such 
aerations  by  various  neurosurgeons.  Superficial 
rebral  hemosiderosis  may  affect  a fourth  to  a third  of 
lese  patients  who  are  followed  for  more  than  five 
;ars,  but  this  complication  can  usually  be  avoided  if  the 
ast  epileptogenic  lobe  or  area  is  not  removed.  This 
)ndition  may  insidiously  lead  to  neurologic 
;terioration,  evidence  of  hydrocephalus  and  increased 
tracranial  pressure  and  death.  Prompt  treatment  with 
mtriculoperitoneal  shunting  is  life-saving. 

3.  Other  Cortical  Excisions  for  Epilepsy  in  Childhood  and 
dolescence 

Epileptogenic  lesions  of  childhood  and  adolescence, 
Tienable  to  surgery,  are  most  commonly  located  in  the 
!mporal  lobe,  next  most  commonly  in  the  frontal  lobe, 
i the  central  (sensorimotor)  region,  in  the  parietal  lobe, 
ad  most  rarely  in  the  occipital  lobe. 

Cortical  excisions,  other  than  temporal  lobectomies 
ad  hemispherectomies  were  done  in  other  areas  of  the 
rain  in  ten  patients,  and  no  excisions  were  done  in  two 
atients.  Our  results  in  these  instances  are  about  the 
ime  as  reported  by  Rasmussen, ^5  who  described 
imination  or  significant  reduction  of  seizures  in  68%  of 
:cipital  excisions,  59%  of  parietal  excisions,  57%  of 


sensorimotor  excisions,  and  55%  of  frontal  lobe 
excisions. 

Summary  and  Conclusions 

1.  Seizures  are  completely  controllable  in  more  than 
50%  of  epileptic  patients  with  current  anticonvulsant 
medications  and  another  30%-40%  may  be  improved 
with  additional  drugs  although  not  without  some  side 
effects.  The  known  hazards  of  long-term  drug  therapy 
and  associated  problems  with  social,  educational,  and 
economic  normalcy  are  cogent  reasons  to  consider 
surgery  if  medical  therapy  does  not  provide  excellent 
results. 

2.  If  medical  control  of  seizures  is  not  successful  in 
allowing  the  individual  to  live  an  entirely  normal  life,  it  is 
recommended  that  appropriate  studies  be  done  to 
determine  whether  there  are  indications  for  surgical 
intervention.  The  criteria,  or  guidelines,  for  the 
selection  of  epileptic  children  and  adults  for  surgical 
intervention  are  discussed. 

3.  The  size,  location,  and  particularly  the 
completeness  of  the  cortical  excision  of  the  epileptogenic 
area  have  been  correlated  with  the  effectiveness  in 
controlling  seizures,  decrease  or  elimination  of  drugs, 
and  rehabilitation.  Published  reports  indicate  that  the 
following  procedures  have  provided  excellent  to  good 
results  in  percentages  of  patients  listed: 
Hemicorticectomy  — 84%;  Temporal  lobe  — 77%; 
Occipital  excisions  — 68%;  Parietal  excisions  — 59%; 
Sensorimotor  excisions  — 57%;  Frontal  excisions  — 
55%. 

4.  Elimination  or  significant  reduction  of  seizures  so 
as  to  allow  elimination  or  considerable  reduction  of 
drugs  has  followed  a social  rehabilitation  rate  of  82.1% 
of  children  and  adolescents  for  whom  we  did  anterior 
temporal  lobectomy  for  unmanageable  psychomotor 
epilepsy  during  the  period  of  1949  to  1979.  Similar 
results  were  obtained  following  hemicorticectomy  with 
83.3%  of  the  patients  with  seizures,  behavioral  problems 
and  spasticity  due  to  infantile  hemiparesis,  and 
approximately  55%  excellent  to  good  results  with 
cortical  excisions  in  the  epileptogenic  areas  elsewhere  in 
the  brain.  There  was  one  operative  fatality  (an  early 
hemicorticectomy)  in  this  experience  with  50  epilepsy 
operations  during  childhood  and  adolescence  and  no 
wound  infections. 
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Introduction 

In  describing  the  advances  achieved  in  the  prognosi 
for  patients  afflicted  with  specific  types  of  cancer  (i.e 
Hodgkin's  disease,  leukemia,  and  testicular  cancer 
considerable  attention  has  been  focused  on  th 
philosophy  of  utilizing  innovative  and  increasing! 
aggressive  multiple-drug  treatment  regimens 
Although  such  drug  therapy  has  been  shown  to  increas 
survival  rate  and  possibly  enhance  quality  of  lift 
patients  often  experience  drug-induced  adverse  effect 
which  are  so  completely  disabling  that  withdrawal  o 
effective  cancer  chemotherapy  is  required.  Frequentl) 
severe  nausea  and  vomiting  are  etiologic.  Nausea  an 
vomiting  can  occur  with  practically  all  of  the  cance 
chemotherapeutic  agents,  although  certain  agents,  sue! 
as  cis-platin,  dacarbazine,  doxorubicin,  methotrexate 
and  cyclophosphamide  appear  to  be  associated  wit 
greater  emetic  activity. 
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[lonventional  antiemetic  therapy  using 
Dchlorperazine  or  intravenous  droperidol  is  generally 
ective  in  reducing  the  incidence  and  severity  of 
usea  and  vomiting.  However,  many  cancer  patients 
ve  had  adverse  reactions  to  phenothiazines  (central 
rvous  system  [CNS],  anticholinergic)  and  have  also 
peared  to  be  clinically  refractory  to  these  agents  in 
ms  of  antiemetic  activity.  Thus,  it  is  apparent  that  a 
ed  exists  to  provide  a select  group  of  patients  with  an 
ernative  antiemetic. 

\necodotal  reports  from  young  cancer  patients 
wiously  indicated  a correlation  of  reduced  nausea  and 
miting  with  the  act  of  smoking  marijuana  cigarettes 
or  to  cancer  chemotherapy.  This  initiated  an  early 
lical  trial  conducted  by  Sallan  and  associates  which 
monstrated  a significant  reduction  in  emetic  activity 
compared  to  placebo. i Results  indicated  that  oral 
lta-9-tetrahydrocannabinol  (delta-9-THC),  the 
/choactive  ingredient  in  marijuana,  eliminated 
miting  in  25%  of  the  study  patients  and  decreased  the 
mber  of  vomiting  episodes  by  one  half  in  another 
%.  Even  though  two  patients  (9%)  in  this  study 
jorted  severe  CNS  side  effects,  the  study  successfully 
mulated  renewed  interest  in  the  potential  benefit  of 
lta-9-THC. 

Cannabis  saliva  refers  to  a species  of  plants  containing 
/eral  hundred  variants,  each  composed  of  different 
icentrations  of  active  and  inactive  cannabinols. 
nnabis  is  a collective  term  used  to  describe  all  of  the 
)logically  active  ingredients  of  the  plant  and  includes 
irijuana,  which  refers  to  the  leaves  and  the  flowering 
?.  The  primary  psychoactive  cannabinol  in  marijuana 
ielta-9-THC,  although  delta-8-tetrahydrocannabinol 
also  present  in  small  quantities  and  is  also  an  active 
nstituent.2  The  THC  concentration  in  marijuana 
loked  in  the  United  States  is  approximately  l%-5% 
pending  on  the  resin  and  fiber  content.  The  average 
irijuana  cigarette  weighs  about  500  mg  and  thus 
ntains  5.25  mg  of  THC.  Marijuana  grown  in  Mexico 
d South  America  is  similar  in  THC  content  to  Hashish 
le  resin  obtained  from  the  plant),  containing  5%-15% 
\C. 

'ug  Disposition 

THC  has  been  injected  intravenously,  ingested,  and 
laled  to  produce  its  pharmacologic  effects.  The 
:ravenous  and  inhaled  routes  are  associated  with  a 
3re  rapid  effect  and  have  a shorter  duration  of  action 
an  the  oral  route  (Table  I).'*  Because  of  variable 
sorption  from  the  gastrointestinal  tract,  it  has  been 
ggested  that  approximately  two  to  three  times  the 
lount  of  THC  is  required  orally  to  produce  clinical 
■ects  similar  to  those  resulting  from  inhalation. 
Following  a single  dose,  plasma  levels  of  THC 
nerally  decline  rapidly  after  absorption  due  to 
itribution  of  the  drug  to  the  brain,  liver,  spleen,  gall 
idder,  and  adipose  tissue.  This  is  followed  by  a more 
adual  decline  in  serum  levels  as  the  drug  is 
etabolized  and  eliminated  from  the  body.  Following  a 


Table  1 

Onset  and  Duration  of 
Pharmacologic  Effects 


Maximal  Duration 

Routes  of  Onset  of  Observable  of 

Administration  Action  (mins)  Effect  (mins)  Action  (hrs) 

Inhalation  2-3  10-20  lVi-2 

Ingestion  30-60  120-180  2-5 

Intravenous  1-3  10-30  1-2 


Table  2 

Disposition  of  Oral  THC 


Absorption  of  Oral  Dose  15%-20% 


Distribution 

Brain,  liver,  lungs,  adipose 
tissue 

Protein  Binding 

57%  Lipoproteins,  40% 
Albumin 

Volume  of  Distribution 

9 L/Kg 

Half-Life 

28-57  hours 

Metabolism 

Less  than  1%  excreted 
unchanged 

Elimination,  Urine* 

15%-25% 

Elimination,  Feces* 
*Within  the  first  7 days. 

45%-55% 

single  dose  of  the  THC,  urinary  excretion  as 
hydroxylated  metabolites  accounts  for  20%-30%  of  the 
absorbed  dose  during  the  first  24  hours,  with  continued 
metabolite  excretion  in  the  urine  for  more  than  one 
week.  Fifty-five  percent  of  the  dose  is  excreted  in  the  bile 
and  is  found  in  the  feces  within  72  hours.  Negligible 
amounts  are  excreted  unchanged. ^ The  long  plasma 
half-life  (28  to  56  hours)  results  from  the  slow  release  of 
THC  from  storage  compartments  in  the  tissues  (Table 
2).  Tolerance  in  chronic  users  and  reverse  tolerance  due 
to  accumulation  have  been  reported  and  could  affect  the 
half-life  of  THC. 

Side  Effects 

There  have  been  numerous  reports  of  dose-related 
side  effects  caused  by  THC  (Table  3).  They  usually  begin 
within  60  to  90  minutes  and  may  have  a duration  of  up  to 
24  hours.  Most  patients  will  experience  a marijuana 
"high."  This  effect  can  be  characterized  by  temporary 
mood  changes  (usually  euphoria,  laughing,  relaxed 
feeling),  enhanced  awareness,  mild  distortions  of  time, 
and  heightened  auditory  and  visual  sensations.®’^ 
Sedation  is  the  next  most  common  side  effect  (80%), 
although  patients  are  easily  aroused.  With  larger  doses 
(10-15  mg  of  THC)  patients  may  experience  dizziness, 
disorientation,  headache,  dysphoria,  delirium,  and 
muddled  thinking.  Toxic  manifestations  characterized 
by  paranoid  ideation,  psychosis,  fear,  panic,  visual 
hallucinations,  and  depersonalization  have  been 
reported  with  very  large  single  doses  of  over  20  mg.^ 
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Cardiovascular  changes  include  hypotension, 
syncope,  orthostatic  hypotension,  sinus  tachycardia 
(100-120  beats/min.),  and  moderate  increases  in  blood 
pressure.  Interestingly,  both  a propranolol-reversed 
tachycardia  and  increased  levels  of  norepinephrine  have 
been  demonstrated. 

Somatic  effects  such  as  involuntary  jerking 
movements  of  the  musculature,  loss  of  muscle  strength, 
ataxia,  dry  mouth,  fecal  incontinence,  enhanced 
perspiration,  and  congestion  of  the  conjunctiva 
occasionally  occur. 

Efficacy  Studies 

A number  of  studies  have  been  reported 
demonstrating  efficacy  of  THC  in  the  treatment  of 
nausea  and  vomiting  (Table  4).  Chang  and  coworkers 
evaluated  THC  as  an  antiemetic  in  a randomized, 
double-blind,  placebo-controlled  trial  involving  patients 
with  osteogenic  sarcoma  who  were  receiving  high-dose 
methotrexate.®  Results  indicate  that  THC  was 
significantly  more  effective  in  reducing  the  incidence  of 
nausea  and  vomiting  than  placebo.  Patients  receiving 
placebo  reported  the  incidence  of  nausea  and  vomiting  at 
72%,  while  patients  whose  plasma  THC  concentrations 
measured  less  than  5.0  ng/ml,  5.0  ng/ml-10.0  ng/ml,  and 
greater  than  10.0  ng/ml  stated  that  the  incidence  of 
nausea  and  vomiting  was  44%,  21%,  and  6%, 

respectively.  Patients  receiving  THC  also  reported  a 
reduced  volume  of  emesis,  duration  of  nausea,  and 
degree  of  nausea.  In  these  patients,  THC  was  either 
administered  orally  at  a dose  of  10  mg/m^  every  three 
hours  for  a total  of  five  doses  or  smoked  as  a cigarette. 
The  inhalation  route  gave  higher  and  more  consistent 
blood  concentrations.  These  investigators  also 
demonstrated  an  association  between  the  magnitude  of 
the  "high"  and  the  decrease  in  incidence  of  nausea  and 
vomiting.  These  results  concur  with  those  of  Sallan^  in 
that  THC  plasma  concentrations  appear  to  correlate 
with  reduced  emetic  response. 

A recent  randomized,  double-blind,  crossover  study 
conducted  by  Orr  and  associates,’’  compared  the 
antiemetic  effects  of  oral  THC  (7  mg/m^  every  four 
hours  for  four  doses)  with  placebo  and  prochlorperazine 
(7  mg/m^  every  four  hours  IM  for  four  doses).  Nausea  or 
emesis  occurred  in  15  of  55  patients  (17.3%)  receiving 
THC,  47  of  55  patients  (85.5%)  receiving 
prochlorperazine,  and  50  of  55  (90.9%)  in  the  placebo 
group.  Interestingly,  THC  significantly  reduced  nausea 
induced  by  fluorouracil,  cyclophosphamide,  and 
doxorubicin  (P<0.05),  which  is  in  contrast  to 
preliminary  observations  cited  by  Chang  and 
coworkers.® 

Lucas  and  Laszlo  in  a recent  article  studied  53  patients 
treated  with  THC  after  experiencing  severe  and  violent 
nausea  and  vomiting  refractory  to  standard 
antiemetics.®  These  patients  were  administered  oral 
THC  doses  of  5 mg/m^  every  four  hours,  starting  8 to  12 
hours  before  therapy  and  continuing  24  hours  after 
chemotherapy  was  completed.  Although  this  study  was 


Table  3 

Adverse  Reactions 

Cenl 

‘ral  Nervous  System 

1. 

"High" — relaxed  feeling,  easy  laughing. 

euphoria 

increased  auditory  sensations,  altered  percept 

ions 

2. 

Sedation 

3. 

Faintness,  ataxia,  peripheral  paraesthesia,  headache 

4. 

Anxiety,  confusion,  hallucinations,  delirium,  paranoia 

(10  - 15  mg) 

5. 

Toxic  psychosis,  depersonalization,  loss  of  insight 

(20  - 70  mg) 

Cnrdiovascular 

1. 

Hypotension  (orthostatic) 

2. 

Syncope 

3. 

Tachycardia  (Greater  than  100  beats  per  minute) 

4. 

S-T' segment  and  T-wave  changes 

Autonomic 

1. 

Increased  perspiration 

2. 

Dry  mouth,  blurred  vision 

3. 

Difficulty  in  micturition 

Gnstrointestiiial 

1. 

Nausea,  vomiting  and  diarrhea 

2. 

Abdominal  cramps 

Neuromuscular 

1. 

Loss  of  muscle  strength 

2. 

Involuntary  muscles  jerking 

3. 

Decreased  hand  steadiness 

neither  randomized  nor  controlled,  the  results  indicatec 
a positive  response  with  19%  of  the  patients 
experiencing  no  nausea  or  vomiting,  53%  having  a 50°/ 
or  greater  reduction  of  nausea  and  vomiting,  and  28°/ 
having  limited  or  no  reduction  of  emetic  response. 

Interestingly,  the  original  THC  dose  was  15  mg/m 
orally  every  six  hours,  starting  one  hour  befon 
chemotherapy  and  continuing  for  four  successive  doses 
However,  because  of  intense  sedation  and  acuti 
psychotic  reactions  noted  in  the  first  nine  patient 
treated  with  this  regimen,  the  dosage  schedule  wa 
modified  as  stated  above. 

In  a second  article  by  Sallan  and  coworkers,  THC  wa 
compared  to  prochlorperazine  (Compazine®)  in 
randomized,  double-blind,  cross-over  trial  in  patient 
who  were  refractory  to  standard  antiemetic  therapy.’ 
The  oral  THC  dosage  was  10  mg/m^,  with  a maximun 
single  dose  of  15  mg  taken  every  four  hours  for  thre 
doses.  Results  indicate  an  overall  complete  response  ti 
THC  in  36  courses  or  46%  as  compared  to  a 21°/ 
complete  response  rate  with  prochlorperazine.  It  shouli 
be  noted  that  because  of  the  authors'  selection  criteria  o 
studying  patients  initially  refractory  ti 
prochlorperazine,  their  results  must  be  considere( 
carefully.  Of  the  complete  responses  to  THC,  89%  wer 
associated  with  a "high."  Improved  appetite,  a 
evaluated  by  the  patient,  indicated  an  associatioi 
between  increased  food  intake  and  the  occurrence  of 
high  in  six  out  of  11  patients  who  were  receiving  THC 
Additionally,  this  study  showed  a strong  patien 
preference  (80%)  for  THC,  with  a very  low  (5%)  overa 
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Table  4 

Efficacy  Studies 


'rimary 

estigator 

ar)  (Ref.  No.) 

No.  of 
Patients 
Evaluated 

Median 

Age 

THC 

Dosage 

Beneficial 

Response 

% of  Patients 
Discontinuing 
Study 

Antiemetic 
Response 
Associated 
With  a "High" 

en  (1975)1 

22 

29.5 

10  mg/m8 
q 4 hrs  x 3 

70% 

5% 

100% 

mg  (1979)8 

15 

24 

10  mg/m8 
q 3 hrs  x 5 

93% 

0 

82% 

tak  (1979)18 

38 

61 

15  mg  q 
4 hrs  X 3 

42% 

32% 

— 

rt  (1979)8 

19 

11 

10  mg/m8 
X 5 doses 

71% 

3% 

6% 

en  (1980)10 

73 

32.5 

(mean) 

10  mg/m8 
q 4 hrs  x 3 

59% 

6% 

78% 

as  (1980)8 

38 

adults 

5 mg/ml 
q 4 hrs  x 8 

72% 

0 

100% 

• (1980)9 

55 

46 

(mean) 

7 mg/m8 
q 4 hrs  x 4 

83% 

4% 

most 

cases 

Is  (1980)” 

35 

adults 

12  mg/m8 
q 4 hrs  x 3 

0 

icidence  of  side  effects. 

Frytak  and  colleagues  recently  reported  on  a 
mdomized,  double-blind  trial  comparing  antiemetic 
rtivity  of  THC,  prochlorperazine,  and  placebo  in  116 
derly  patients  (median  age,  61  years)  receiving 
uorouracil  (5-FU)  and  semustine  (Methyl-CCNU) 
mcer  chemotherapy  for  gastrointestinal  carcinoma.” 
HC,  15  mg,  prochlorperazine,  10  mg,  or  placebo  were 
dministered  orally  two  hours  before  and  at  two  and 
ight  hours  after  initiation  of  chemotherapy.  On  the 
illowing  three  days,  a dose  was  given  30  minutes  before 
ach  meal.  Comparison  of  the  antiemetic  effectiveness 
f these  agents  on  Day  1 when  both  5-FU  and  methyl- 
CNU  were  administered  indicated  that  the  THC  was 
early  superior  to  placebo  in  completely  alleviating 
lausea  and  vomiting  vs.  19%  (nearly  identical  to 
Irochlorperazine).  On  Days  11-IV  when  only  5-FU  was 
Idministered,  72%  of  the  patients  who  received 
I'ochlorperazine  had  no  incidence  of  nausea  or  vomiting 
i compared  to  57%  and  53%  in  patients  receiving  THC 
id  placebo,  respectively.  The  overall  results  of  this 
judy  showed  no  superiority  of  THC  over 
'ochlorperazine  in  contrast  to  other  studies.  It  is  also  of 
terest  that  of  the  14  patients  who  refused  to  continue 
le  study  because  of  intolerable  CNS  side  effects,  12 
ere  from  the  THC-treated  group.  This  represented 
1%  of  the  38  patients  assigned  to  the  THC  group.  No 
irrelation  could  be  established,  however,  between  CNS 
Je  effects  and  THC  serum  levels.  Futhermore,  THC 
Irum  levels  greater  than  5.0  ng/ml  were  achieved  in 
jily  26%  of  Frytak's  patients  as  compared  to  44%  in  the 
judy  conducted  by  Chang  and  associates.*  It  was 
bstulated  that  since  Frytak's  patients  had 
,1  strointestinal  malignancies,  they  may  have  had 

i 


impaired  absorption  of  THC  resulting  in  lower  peak 
THC  serum  levels. 

Current  Status  and  Prescribing  Information 

On  September  16,  1980,  the  Food  and  Drug 

Administration  (FDA)  approved  the  National  Cancer 
Institute's  (NCI)  guidelines  permitting  the  use  of  THC 
as  an  antiemetic  for  cancer  patients  refractory  to 
standard  antiemetic  therapy  and  a protocol  for  its 
distribution.”  THC  was  classified  as  a Group  C drug  in 
the  NCI's  distribution  system.  Group  C drugs  are 
compounds  which  are  not  yet  commercially  available, 
but  which  have  shown  efficacy,  can  alter  the  pattern  of, 
care  of  the  disease  in  question,  and  can  be  administered 
safely  by  properly  trained  physicians  without  requiring 
specialized  supportive  care  facilities.  THC  is  also  a 
Schedule  I Controlled  Substance  and,  therefore,  must  be 
stored  and  distributed  in  adherence  to  the  strict  Drug 
Enforcement  Agency  (DEA)  security  and  safety 
regulations. 

Physicians  must  be  approved  by  the  NCI  to  prescribe 
THC.  The  following  are  criteria  for  eligibility.  The 
physician  shall: 

1.  Have  documented  clinical  experience  in  cancer 
therapy. 

2.  Have  a current  DEA  number.  (Physicians  need  to 
have  a Schedule  I registration.) 

3.  Officially  register  with  a participating  pharmacy 
using  the  NCI  Form  FDA-1573  (Statement  of 
Investigation). 

4.  Agree  to  report  all  unusual  adverse  effects 
immediately  to  the  Drug  Regulatory  Affairs  Section  of 
NCI  (Report  Form  1639-a). 

5.  Agree  to  obtain  informed  patient  consent. 

6.  Agree  to  limit  THC  prescribing  to  indicators  set 
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forth  in  the  NCI  guidelines. 

Physicians  who  express  interest  in  participating  in  this 
program  should  contact  a participating  hospital 
pharmacy.  Hospitals  in  the  State  of  Arizona  currently 
involved  in  distributing  THC  are  St.  Joseph's  Hospital 
and  Good  Samaritan  Hospital  in  Phoenix,  and  the 
Veterans  Adminstration  Medical  Center  and  the 
University  of  Arizona  Health  Sciences  Center  in 
Tucson.  The  pharmacy  department  will  supply  the 
physician  with  an  application  (FDA-1573  Form)  upon 
request.  The  completed  and  signed  form  should  be 
returned  to  the  hospital  pharmacy  which  the  physician 
intends  to  utilize  for  THC  prescribing.  The  pharmacy 
will  forward  the  original  to  the  Drug  Regulatory  Affairs 
Section  (DRAS)  and  retain  a copy  for  its  own  files.  The 
DRAS  will  review  the  application  and  inform  the 
pharmacy  of  its  decision.  The  pharmacy  will  then  notify 
the  physician  of  his  eligibility  status.  This  process 
normally  should  be  completed  within  three  to  four 
weeks. 

If  the  NCI  rejects  a physician's  application,  the  NCI 
will  contact  the  physician  stating  the  basis  for  rejection. 
The  physician  may  then  challenge  the  NCI's  decision  and 
resubmit  an  application  along  with  a written  statement 
of  rebuttal.  The  NCI  will  then  review  the  application  for 
final  decision. 

Once  the  application  is  approved,  the  pharmacy  can 
supply  the  physician  with  the  Group  C Guidelines  for 
the  use  of  THC  and  several  patient  informed  consent 
forms  supplied  by  the  NCI.  The  physician  is  then  eligible 
to  prescribe  THC  within  the  guidelines  of  the  NCI  and 
the  participating  pharmacy. 

It  should  be  noted  that  THC  is  indicated  only  for  a 
therapeutic  evaluation  as  an  antiemetic  for  use  in 
patients  receiving  cancer  chemotherapy  who  are  proven 
refractory  to  standard  antiemetic  agents  such  as 
prochlorperazine.  THC  is  supplied  in  soft  gelatin 
capsules  containing  either  2.5  mg  or  5 mg  THC 
suspended  in  sesame  seed  oil.  Therefore,  a dose  must  be 
prescribed  in  multiples  of  2.5  mg,  as  the  capsule  cannot 
be  split. 

For  inpatient  prescribing  in  a registered  hospital,  a 
physician  must  complete  a "Research  Order  for 
Medication"  which  is  essentially  the  Physician  s Order 
Form  along  with  a statement  indicating  that  informed 
consent  has  been  obtained. 

Patients  in  a non-registered  hospital  may  also  receive 
THC.  The  THC  must  be  obtained  for  an  individual 
patient  by  a family  member  or  by  hospital  staff 
personnel  from  a participating  hospital  pharmacy.  The 
THC  for  that  single  patient  must  be  stored  in  a locked 
narcotic  cabinet  on  the  nursing  unit.  The  THC  may  not 
be  stocked  in  the  pharmacy  under  any  circumstances. 

To  prescribe  THC  on  an  outpatient  basis,  the 
authorized  physician  must  complete  a "Research  Order 
for  Medication"  which  is  identical  to  a DEA  Schedule  II 
prescription  order  and  must  contain  all  prescription 
information  as  required  by  law.  A standard  prescription 


blank  may  be  used.  The  phrase,  "I  affirm  that  informed, 
patient  consent  has  been  obtained"  is  sufficient  to' 
confirm  patient  consent  and  should  be  located  above  the 
physician's  signature.  The  name  of  the  hospital  through 
which  the  physician  is  registered  should  also  be  indicated 
if  the  prescription  is  to  be  filled  somewhere  other  thanj 
where  the  physician  was  originally  registered.  Thei 
quantity  of  THC  dispensed  is  limited  to  25  capsules  (2.5 
mg  or  5.0  mg)  for  any  single  prescription.  In  adherence] 
to  Federal  Regulations,  telephoned  prescriptions  cannotj 
be  accepted  and  prescriptions  cannot  be  refilled. 
Dosing  and  Precautions  i 

The  NCI  states  that  the  THC  should  be  initially 
administered  at  a dose  of  5 mg/m^  given  six  to  eigh ' 
hours  prior  to  cancer  chemotherapy  and  then  every  foui| 
to  six  hours  as  tolerated  during  treatment  and  for  up  t(, 
12  hours  thereafter.  If  patient  response  is  inadequati' 
and  side  effects  are  minimal,  the  dose  may  be  increasec| 
to  7.5  mg/m^.  The  administration  of  THC  in  thi, 
following  groups  of  patients  should  be  considerec 
carefully  because  of  increased  health  risks  associatec] 
with  marijuana  use:  1)  patients  with  lung  disease  o 
with  cardiovascular  problems  such  as  congestive  hear 
failure,  angina  pectoris,  or  conduction  disturbances 
since  THC  can  enhance  symptoms  of  patients  witl 
obstructive  lung  disease  and  induce  tachycardias 
respectively;  2)  adolescents,  since  THC  can  indue 
alterations  in  neuro-hormonal  regulatory  systems 
3)  women  who  are  pregnant,  because  THC  seems  to  b' 
associated  with  embryotoxic  effects  on  placenta 
function;  4)  patients  with  seizure  disorders,  as  THC  cai 
exacerbate  seizure  activity;  and  5)  schizophrenics,  sine 
the  drug  has  been  shown  to  heighten  psychoti 
behavioral  adverse  reactions. 

Conclusion 

The  previous  decade  has  produced  significan 
advances  in  the  treatment  of  cancer  through  the  use  o 
antineoplastic  agents.  It  is  unfortunate  that  control  o 
one  of  the  most  debilitating  side  effects  induced  b 
cancer  chemotherapy,  emesis,  has  not  paralleled  thes 
advances.  Because  of  the  magnitude  of  the  problem  ani 
the  virtual  lack  of  effective  second-line  antiemeti 
agents,  orally  administered  THC  has  been  identified  as 
potential  solution.  THC  appears  to  possess  efficac 
against  cancer-chemotherapy-induced  nausea  an 
vomiting.  Clinical  trials  have  demonstrated  that  THC  i 
highly  superior  to  placebo  and  at  least  as  clinicall 
effective  as  the  ph  e n o t h i a z i n e s , notabl 
prochlorperazine. 

It  has  been  suggested  that  variability  in  response  t 
THC  could  be  influenced  by  the  age  of  the  patient,  th 
etiologic  agent  inducing  emesis,  previous  experienc 
with  the  use  of  THC,  and  erratic  GI  tract  absorptior 
Although  the  preliminary  studies  appear  favorabk 
further  research  must  be  completed  prior  to  widesprea 
clinical  use  to  determine  safe  optimal  dosage  and  t 
select  potentially  responsive  patient  populations  base 
on  tumor  type,  specific  chemotherapeutic  agents  use( 
and  individual  patient  characteristics. 
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Abstract 

Headaches  following  head  and  neck  trauma  occur 
frequently.  Pathogenesis  varies  and  treatment  is  often 
difficult.  This  report  describes  an  unusual  case  of 
persistent  headache  following  head  trauma  which  was 
due  to  a traumatic  false  aneurysm  of  the  superficial 
temporal  artery.  Case  report  and  review  of  the  literature 
are  presented. 

Introduction 

Chronic  headache  following  head  and  neck  injury  is  a 
common  complaint  occurring  in  30%-80%  of  such 
trauma  victims. ^ The  pain  mechanisms  are  diverse  and 
results  of  treatment  are  often  poor.  We  are  reporting  an 
unusual  case  of  headache  due  to  post-traumatic 
aneurysm  of  the  superficial  temporal  artery.  A review  of 
the  literature  is  included. 

Case  Report 

J.  P.,  a 30-year-old  Mexican-American  male, 
complained  of  a severe  headache  following  a head  injury 
sustained  seven  months  previously.  He  had  been  struck 
on  the  left  forehead  with  a blunt  edge  of  a large 
flashlight.  At  that  time  there  was  no  loss  of 
consciousness  and  there  was  no  scalp  laceration,  but  a 2 
cm  contusion  was  present.  He  did  not  seek  medical 
attention  at  the  time  of  the  injury.  Several  days  after  the 
accident,  he  experienced  the  onset  of  constant  throbbing 
headaches  of  varying  intensity  over  the  left  eye.  These 
were  exacerbated  by  lying  flat  and  relieved  by  sitting  up. 
The  headaches  were  severe  enough  to  cause  him  to  miss 
three  to  four  days  work  per  week. 
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Examination  revealed  a 0.5  cm  pulsatile  mass  along 
the  course  of  the  superficial  temporal  artery  (STA)  over 
the  left  temporal  region,  adjacent  to  the  site  of  injury. 
Occlusion  of  the  STA  by  direct  compression  proximal  to 
the  mass  relieved  his  headache.  He  received  identical 
relief  from  an  injection  of  one  percent  lidocaine  near  the 
origin  of  the  auriculo-temporal  nerve. 

At  operation  he  was  found  to  have  a round,  firm, 
fusiform  mass,  5 mm  in  diameter  and  length  expanding 
the  1.5  mm  STA,  with  dense  fibrous  tissue  surrounding 
the  vessel.  Pathological  examination  of  the  specimen 
revealed  a false  aneurysm  of  the  temporal  artery  with  a 
sac  composed  of  organized  clot  and  dense  connective 
tissue.  Excision  of  the  mass  with  ligation  of  the  temporal 
artery  immediately  relieved  the  headaches.  The  patient 
has  had  no  recurrence  of  headaches  during  the  24  month 
follow-up  period. 

Discussion 

Although  chronic  headache  following  trauma  to  the 
head  and  neck  is  common,  studies  reveal  little 
correlation  between  incidence  or  severity  of  headaches 
and  the  mechanism  or  severity  of  injury.'*  However, 
Brenner  found  that  the  incidence  of  prolonged 
headaches  was  high  in  those  who  had  scalp  lacerations. ^ 
Only  twenty-nine  of  76  patients  (24%)  without 
lacerations  had  headaches  of  more  than  two  months 
duration,  while  31  of  40  patients  (78%)  with  scalp 
laceration  had  headaches  persisting  for  more  than  two 
months.  In  this  series,  there  was  no  correlation  between 
the  occurrence  of  headache  and  mechanism  of  injury, 
loss  or  occurrence  of  loss  of  consciousness  and  post- 
trauma amnesia.  A higher  incidence  of  persistent  post- 
traumatic  headache  was  found  in  patients  who  were 
psychoneurotic  prior  to  the  accident,  those  who  had 
anxiety  feelings  after  the  injury  and  those  with 
unfavorable  life  situations,  especially  occupational 
problems  or  pending  litigation. 

The  pathogenesis  of  post-traumatic  headaches  is  not 
well  understood,  and,  in  many  cases,  may  involve 
multiple  factors.'  Some  patients  with  post-traumatic 
headaches  have  intracranial  abnormalities  such  as  blood 
in  the  epidural,  subdural  or  subarachnoid  spaces  causing 
inflammation  or  displacement  of  pain  sensitive 
structures.  In  others,  fibrous  adhesions  form  causing 
traction  on  cortical  veins  or  their  tributaries,  traction  on 
intracranial  arteries,  or  pressure  and  traction  on  cranial 
or  cervical  nerves  causing  post-traumatic  headaches." 
Contusion  or  hematoma  in  frontal,  temporal,  occipital 
or  suboccipital  muscles  may  also  contribute."  Headache 
may  be  experienced  as  a referred  pain  in  patients  with 
cervical  sprain. 

The  majority  of  patients  with  persistent  or  recurrent 
post-traumatic  headache  have  no  neurological  deficit 
and  no  demonstrable  intracranial  abnormalities. 
Simons  and  Wolff  described  three  types  of  post- 
traumatic  headaches.®  Type  1:  A dull,  diffuse  aching 
sensation  with  deep  tenderness  to  manual  pressure. 
Type  2:  Pain  at  the  site  of  injury  with  a clearly  defined 


superficial  zone  of  localization.  Type  3:  A dull  throbbin  j 
pain  thought  to  be  secondary  to  post-traumati 
dilatation  of  extracranial  vessels.  Types  1 and  2 wer 
thought  to  be  due  to  stimulation  of  nerve  endings  i’ 
locally  damaged  tissues,  possibly  in  association  wit 
myositis,  fibrositis  or  periositis.  Our  patient's  symptom 
were  most  consistent  with  type  3.  Simons  and  Wolf 
found  that  many  of  their  patients  had  two  or  even  aj 
three  types  of  headaches.®  | 

Traumatic  insult  to  scalp  vessels  and  their  nerv| 
supply  may  also  cause  headaches.'®  Our  case  is  a| 
example  of  this  mechanism.  STA  aneurysm  represent) 
an  unusual  cause  of  post-traumatic  headache. *'  It  ij 
possible  that  the  traumatic  aneurysm  caused  irritatio 
or  stimulation  of  the  vasonervorum  of  the  STA  o 
adjacent  pre-auricular  scalp  nerves  producing  pulsatil 
head  pain  which  was  synchronous  with  the  crania 
arterial  pulse.  Relief  of  pain  by  proximal  occlusion  of  th 
STA  and  by  local  anesthetic  block  of  the  adjacent  nerve 
confirmed  this  hypothesis  and  led  to  effective  surgici 
treatment.  j 

This  lesion  is  best  described  pathologically  as  a fals| 
aneurysm  of  the  STA.^  False  aneurysms  develop  wheni 
vessel  wall  is  weakened  by  vascular  anastomosis,  blur 
trauma,  penetrating  wound  or  adjacent  bone  fracture 
They  result  from  organization  and  encapsulation  of  , 
perivascular  hematoma  that  has  retained  or  regained  if 
communication  with  the  vessel  lumen.  This  sac  has  non 
of  the  usual  vessel  wall  layers  which  are  present  in  tru 
aneurysms.  As  in  our  case,  the  false  aneurysm  wa 
consists  predominantly  of  fibrous  and  granulation  tissu 
without  muscularis  or  elastica  layers.®  False  aneurysrr 
are  most  commonly  seen  in  the  thoracic  aorta  althoug 
they  may  occur  in  any  vessel. In  two  previousl 
reported  cases,  the  diagnosis  was  not  mad 
preoperatively.-*  These  patients  presented  with  larger 
cm  diameter  pulsatile  masses  after  injury  inflicted  by 
squash  ball  blow  to  the  head.  Initially  a larger  hematom 
had  been  present  in  one  case. 

In  the  evaluation  of  patients  with  post-traumati| 
headache,  the  differential  diagnoses  of  tempor.l 
arteritis,  post-traumatic  migraine,  intracranii' 
aneurysm,  arteriovenous  malformation  or  intracrani.' 
hematoma  must  also  be  considered."  The  evaluatio^ 
should  begin  with  a careful  and  thorough  neurologic.: 
examination.  This  case  suggests  that  a search  for  lesioni 
of  the  scalp  vessels  and  injection  of  scalp  nerves  c' 
vessels  with  local  anesthetic  agents  may  help  to  localiz' 
or  define  the  cause.  A computed  tomographic  brain  sea 
(CT),  if  available,  can  best  eliminate  the  possibilities  c 
intracranial  pathology. 

Post-traumatic  headache  has  been  treated  in  man' 
ways  with  varying  results.  Analgesic  medication  an 
ergotamine  preparations  have  been  utilized  with  som 
success.®'^'*’  Beta-adrenergic  blocking  agents  have  als 
been  used  with  satisfactory  results.^'”  Injections  inti 
subcutaneous  nerves  of  anesthetic  agents,  ammoniur 
sulfate  or  alcohol  have  been  of  benefit  in  some  cases  c 
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racranial  injuries. ° Nerve  section  or  excision  has  met 
:h  some  success  although  recurrence  of  headache  is 
quent,  probably  due  to  nerve  regeneration. ^ If 
?urysmal  dilation  of  the  temporal,  supraorbital  or 
ipital  arteries  is  discovered,  surgical  excision  of  such 
ions  under  local  anesthetic  may  effect  a cure, 
leration  is  simple  and  safe  and  should  relieve  the 
ociated  post-traumatic  headaches. 
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Creativity  and  Renewal  in  The  Humanistic  Physician 


though  humanism  has  many 
initions,  the  term  is  used  here  to  refer 
that  attitude  toward  others  described 
"love  of  humankind."  Our  great 
i^sician  forebear  Paracelsus  has  said: 
here  there  is  no  love,  there  is  no  art." 
lile  committing  themselves  to  the  art 
1 science  of  medicine,  humanistic 
ysicians  honor  the  dignity  and 
manity  of  their  patients  and  colleagues 
fellow  human  beings. 

\s  for  creativity,  this  phenomenon  is 
en  difficult  to  define  or  identify.  We. 
! the  term,  however,  in  referring  to 
it  personal  quality  out  of  which  grows 
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something  new  and  original.  Further,  we 
believe  that  this  quality  can  bring  renewal 
to  ourselves  and  to  the  medical 
enterprise. 

Medicine's  Attraction  for  the  Creative 
Mind 

Many  students  enter  medicine  with 
creative  capacities,  with  the  need  to  be 
more  of  an  artist  than  a practitioner. 
Often  the  pressure  of  medical  school 
courses  and  clinical  training  tends  to 
suppress  creativity  in  the  student.  A 
redeeming  feature  of  medical  training  is 
exposure  to  the  magnificence  of  nature  as 
it  is  displayed  in  the  form  and  function  of 
the  human  body. 

There  are  incalculable  opportunities 
for  thoughtful,  curious,  and  determined 
physicians  to  make  an  original 
contribution  to  their  profession.  The 
opportunity  exists  in  medicine  to  use 
one's  mind  as  well  as  heart  in  an  artistic 


combination  that  leads  to  creative  effort. 

The  Sherlock  Holmes  dimension  of 
medicine,  the  art  and  science  of  diagnosis, 
is  the  greatest  challenge  in  medical 
practice  for  many  physicians.  Diagnosis  is 
a technique  requiring  the  fullest  use  of 
the  doctor's  hands,  ears,  mind,  and 
intuition.  Treatment  is  so  standardized  in 
medicine  that  diagnosis  may  call  forth 
much  more  of  the  doctor's  problem- 
solving skills.  The  doctor  may  see  himself 
or  herself  as  the  Magnificent 
Diagnostician. 

Nobody  will  deny  that  medicine  needs 
and  frequently  attracts  the  creative  mind. 
Very  little  in  medicine  is  routine,  for  each 
patient  and  each  situation  bring  new 
challenges,  as  well  as  demands  for 
problem-solving  skills.  Creative  thinking 
may  be  the  physician's  most  important 
weapon  in  coping  with  the  emergencies 
and  crises  encountered  daily  in  the 

ARIZONA  MEDICINE  45 


practice  of  medicine. 

One  can  note  some  common 
denominators  in  original  and  creative 
thinkers  in  medicine.  These  persons  are 
self-teachers,  quick  to  raise  questions 
about  "facts"  and  "theories"  in  medicine 
that  most  people  consider  well 
established.  They  are  better  able  than 
others  to  live  with  uncertainty.  They  are 
profoundly  aware  of  the  brevity  of  life 
and  the  gravity  of  their  purpose  and  feel 
impelled  to  strive.  They  yearn  to  change, 
to  grow,  to  be  different,  and  to  escape 
from  many  of  their  human  limitations. 
They  possess  personal  courage  that  helps 
them  stand  aside  from  the  social 
collectivity  and  often  in  conflict  with  it. 
Their  courage  is  related  to  being 
themselves  in  the  fullest  sense.' 

Creative  students  bring  to  medicine  a 
consistent  and  pervasive  emphasis  on 
innovation  through  science,  and  a never- 
ending  replacement  of  the  old  by  the  new 
in  scientific  progress.  In  the  rich 
environment  of  hospital  ward, 
laboratory,  and  classroom,  these  students 
receive  the  preparation  needed  to  give 
expression  to  their  creative  talents.  With 
eyes  and  ears  that  truly  see  and  hear, 
exceptional  observations  may  be  made. 
As  Louis  Pasteur  has  put  it:  "In  the  field  of 
observation,  chance  favors  the  prepared 
mind." 

How  Renewal  Comes  From  Creativity 

One  of  Carl  Jung's  biographers,  Marie- 
Louise  Von  Franz,  writes  that  Jung's 
creative  approach  in  patient  care  opened 
up  a new  field  in  analytical  psychology. 
His  habit  of  asking  unorthodox  questions 
characterized  Jung's  attitude  all  his  life. 
Illness  was  for  him  the  personal  drama  of 
a particular  individual,  in  spite  of  all  the 
categories  of  disease. ^ He  sought  to  know 
the  patient's  secret  story,  for  in  the  secret 
story  would  be  found  the  key  to 
treatment. 

The  personal  drama  of  the  patient  fed, 
challenged,  and  sustained  Jung's 
creativity.  He  was  renewed  constantly  by 
the  encounter  with  his  patients  and  his 
writings  about  them,  as  well  as  by  his 
writings  about  the  human  condition  that 
his  patients  stimulated.  We  in  the  medical 
profession  share  with  Jung  and  countless 
other  of  our  creative  forebears  an 
immersion  in  the  raw  ingredients  of  life: 
birth,  death,  love,  pain,  suffering, 
tragedy,  resurrection,  and  triumph. 
These  are  the  ingredients  out  of  which 
grow  great  poems  and  novels,  new 
medical  discoveries  and  surgical 
techniques,  and  improved  approaches  to 
teaching  and  learning.  They  are  also  the 
source  of  renewal  in  the  physician. 

Note  these  words:  "Writing  is  a form  of 
therapy;  sometimes  I wonder  how  all 
those  who  do  not  write,  compose  or  paint 
can  manage  to  escape  the  madness,  the 
melancholia,  the  panic  fear  which  is 
inherent  in  the  human  situation. Those 


words  are  from  one  of  England's  best- 
known  and  most  admired  writers, 
Graham  Greene,  and  are  included  in  his 
latest  book  Wnys  of  Escape.  Although 
Greene  is  not  a physician,  his  words  speak 
to  us  in  medicine  and  call  us  to  an  art  that 
is  a part  of  the  nature  of  medicine.  He,  like 
Carl  Jung,  has  not  been  bound  by  formal 
orthodoxies  or  doctrinaire  strictures. 
Renewal  and  the  Tragic  Sense  of  Life 

We  can  learn  something  from  the 
ancient  Greeks  in  their  view  of  the  tragic 
sense  of  life,  the  inevitability  of  death. 
The  humanistic  physician  is  at  home  with 
this  view  of  life  and  draws  strength  from 
it.  While  it  sharpens  the  empathic  sense,  it 
also  nurtures  a sense  of  renewal  and 
creativity. 

In  their  sense  of  the  tragic,  the  Greeks 
did  show  us  that  pain  could  exalt,  and,  in 
tragedy  for  a moment,  people  could  have 
sight  of  a meaning  beyond  their  grasp. 
Euripides  makes  the  old  Trojan  queen 
say,  in  her  extremity:  "Yet  had  God  not 
turned  us  in  his  hand  and  cast  to  earth  our 
greatness,  we  would  have  passed  away 
giving  nothing  to  men.  They  would  have 
no  theme  for  song  in  us  nor  made  great 
poems  from  our  sorrows."  Edith 
Hamilton,  in  The  Greek  Way  to  Western 
Civilization,  states  that  in  Greek  tragedy 
the  figures  are  seen  simply  from  afar, 
parts  of  a whole  that  have  no  beginning 
and  no  end,  and  yet  their  remoteness  does 
not  diminish  their  profoundly  tragic  and 
individual  appeal.-* 

Something  here  relates  to  the  physician 
as  healer,  who  in  healing  does  embrace 
the  tragic  sense  of  life,  who  in  each 
human  being  sees  humanity,  who  in  each 
person  sees  an  individual  but  one 
connected  with  something  universal. 
Thus,  with  feeling,  acceptance,  and 
suffering,  a special  dimension  is  brought 
to  the  life  of  the  patient,  and  in  turn,  to 
the  doctor.  Possibly  Nietzsche  had  this 
dimension  in  mind  when  he  spoke  of  the 
"reaffirmation  of  the  will  to  live  in  the 
face  of  death  and  the  joy  of  its 
inexhaustibility  when  so  reaffirmed." 
Our  Wounds  in  Healing 

The  physician  as  healer  can  be  more 
fully  understood  when  the  archetype  of 
the  wounded  healer  is  considered. 
Physicians  often  give  the  impression  that 
weakness,  illness,  and  wounds  have 
nothing  to  do  with  them.  The  only 
wounds  are  those  of  patients,  while  they 
themselves  are  secure  against  them. 
Patients  live  in  a world  completely 
different  from  their  own,  they  think. 
They  then  develop  into  healers  without 
wounds  and  can  no  longer  constellate  or 
release  the  inner  healing  factor  in  their 
patients  or  in  themselves.  The 
mythological  image  of  the  wounded 
healer  is  widespread  and  proclaims  that 
the  patient  has  a healer  within,  and  the 
healer  a patient  within. ^ 

It  is  one's  own  hurt,  one's  sensitive 


openness  to  the  patient  that  gives  t' 
measure  of  the  doctor's  power  to  he 
This  is  how  Jung  interpreted  the  Gre 
myth  of  the  wounded  healer,  the  myth 
Asclepius,  paradigm  of  the  wound 
healer.® 

In  substance,  the  myth  of  the  wound 
healer  tells  us  that  only  through  our  ov 
exposure  in  work  with  patients  are  v 
able  to  stay  in  touch  with  ourselves  a 
find  the  roots  and  sources  of  wholeness 
the  degree  that  we  maintain  balance 
our  lives.  Thus,  the  purpose  of  facing  o 
wounds  may  be  in  essence  the  way  to  fi 
those  healing  powers  within.  Groesbe 
reminds  us  that  although  heali 
ultimately  is  a mystery,  trying  to  fathc 
it  is  a never-ending  exciting  venture;  f 
in  our  quest  we  may  come  to  knc 
something  more  of  ourselves.^'® 

Although  we  may  not  recognize 
except  our  wounds,  it  is  rare  that  ’ 
escape  being  wounded  as  participants 
the  healing  enterprise.  Yet,  our  wour 
may  be  a source  of  power  and  rebirth  I 
ourselves  and  others. 

Ernest  Hemingway  understood  w 
the  creative  power  in  one's  wounds  a^ 
wrote  to  his  troubled  fellow-writer, 
Scott  Fitzgerald,  to  finish  Tender  Is 
Night:  "Forget  your  personal  tragedy.  V 
are  all  bitched  from  the  start  and  y 
especially  have  to  hurt  like  hell  before  y 
can  write  seriously.  But  when  you  get  t 
damned  hurt  use  it  — don't  cheat  with 
Be  as  faithful  to  it  as  a scientist.  . 

To  illustrate  further  the  healing  pov\ 
of  wounds,  one's  attention  is  called  i 
Unamuno's  story  of  Don  Immanuel. 

There  is  a story  by  that  renown 
Spanish  writer  and  philosopher,  Migi 
de  Unamuno,  in  which  a priest,  living  ii 
small  Spanish  village,  is  loved  by  all  t 
people  for  his  piety,  kindness,  and  t 
majesty  with  which  he  celebrates  ti 
mass.  To  his  people,  he  is  already  a sail 
and  they  speak  of  him  as  Saint  D| 
Immanuel.  He  helps  them  with  thj 
plowing  and  planting,  tends  them  wh'J 
they  are  sick,  hears  their  confessioij 
comforts  them  in  death,  and  ev€j 
Sunday,  in  his  rich,  lilting  voice,  lifts  thq 
to  the  gates  of  heaven  with  his  chantiil 
Actually,  Don  Immanuel  is  not  so  mucli 
saint  as  he  is  a martyr.  Long  ago  his  ou 
faith  left  him.  He  is  an  atheist,  a good  ml 
doomed  to  suffer  the  life  of  a hypocri, 
pretending  to  a faith  he  does  not  real 
have.  As  he  raises  the  chalice  of  wine,  li 
hands  tremble.  A cold  sweat  pours  frcl 
him.  He  cannot  stop,  for  he  knows  tJi 
the  people  need  this  of  him,  and  that  th  : 
need  is  greater  than  his  sacrifice.  Stil. 
.still.  . . could  it  be  that  Don  Immanu(> 
whole  life  is  a kind  of  prayer,  a song  of  jf 
to  God?  He  preserved  hope  in  thcl 
whom  he  served,  when  there  was  no  ho^ 
within  himself.'" 

Probably,  in  the  last  analysis,  we  c| 
more  like  Don  Immanuel  th  i 
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pocrates.  Often  we  have  been  called 
jrd  healers.  Probably  it  is  absurd,  yet 
noblest  of  human  effort  that  we 
?atedly  find  it  necessary  to  exert  all 
will  and  strength  to  move  ahead  with 
patients,  whether  the  road  be  clouded 
uncertainty  or  blocked  by 
elessness. 
iclusion 

■tin  Buber  has  spoken  of  visting 
lin,  his  former  home.  He  went  into  the 
ledral  and  felt  an  overwhelming  sense 
eauty  and  awe  with  the  music,  stained 
;s  windows,  majestic  arches, 
imetry,  and  solitude.  Then  he  left  the 
ledral  and  stopped  briefly  at  the 
rby  Jewish  cemetery.  The  hinges  on 
gates  had  almost  rusted  away.  Some 
he  headstones  had  been  broken,  and 
?rs  had  fallen  down.  Among  neglected 
/es  were  a few  well-tended  ones.  A 
had  built  her  nest  in  a tree  and  was 
ching  over  her  young.  While  standing 
the  roadside  and  looking  into  the 
etery,  he  noted  that  he  felt  more  at 
le  there  than  he  had  felt  in  the 
ledral.  The  cemetery  and  its  symbols 
<.e  to  him  of  the  real  world — its  losses, 
iroken  relationships,  the  continuity  of 
, and  the  sense  of  enduring 
imunity.  The  cemetery's  symbols  and 
osphere  spoke  more  about  life  as  it  is 
d and  the  human  condition  than  did 
cathedral.  He  realized  that  he  was  at 
le  by  the  roadside  and  in  the  presence 
the  cemetery,  for  that  was  the 
ation  in  which  he  lived  and  worked, 
he  physician  may  experience  brief 
ts  to  the  cathedral  but  lives  and  works 
side  of  the  cathedral,  at  the  roadside 
r the  cemetery.  In  such  a setting,  the 
lanistic  physician  finds  a new  birth 
a new  vision. 
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Editorials 
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The  College  of  Medicine 
Minority  Program 


From  the  entrance  of  the  first  class  in 
1967,  the  College  of  Medicine  has  had  a 
strong  interest  in  providing  medical 
education  opportunities  for  minority 
disadvantaged  students.  In  1968,  a 
committee  was  appointed  by  Dean  Merlin 
K.  DuVal,  M.D.,  to  determine  how  to 
stimulate  interest  in  careers  in  health 
sciences  by  minority  group  individuals.  In 
1969  the  Committee  received  funding 
from  the  Josiah  Macy  Foundation  to 
develop  a summer  program  attended  by 
15  students.  This  program  offered 
academic  experience  in  mathematics, 
chemistry,  and  English,  and  work 
experience  in  the  health  sciences.  In 
subsequent  years,  through  Neighbor- 
hood Youth  Corps  and  the  National 
Urban  Coalition  League  funds,  the 
experience  was  extended  to  more  young 
people  to  assist  them  in  making  health 
science  career  decisions. 

In  1972,  the  summer  program  was 
expanded  to  include  a year-round 
program  through  local  high  school  health 
science  clubs.  This  program,  Med  Start, 
was  funded  by  the  U.  S.  Department  of 
Health,  Education,  and  Welfare.  Resource 
material  from  the  University  of  Arizona 
was  provided  and  a strong  summer 
program  modeled  after  the  original 
program  was  continued.  With  local 
support  from  the  University  of  Arizona, 
new  federal  support  was  obtained  in 

ARIZONA  MEDICINE  47 


September  1981  and  the  program  has 
become  state-wide  with  full-time 
coordinators  and  a summer  program  on 
all  three  Arizona  state  university 
campuses.  To  date,  the  Med  Start 
program  has  provided  health  career 
experience  to  some  1,000  students.  Its 
success  can  be  measured  by  a college 
attrition  rate  of  less  than  20  percent  for 
students  who  participated  in  the 
program,  far  lower  than  that  of  the 
general  enrollees  at  the  University. 

In  1978,  a Minority  Recruitment 
Program  was  initiated  in  the  College  of 
Medicine  by  a number  of  enrolled  former 
Med  Start  students.  The  purpose  was  to 
create  among  young  minority  individuals 
an  awareness  of  possibilities  for  careers  in 
medicine  and  to  provide  role  models  for 
these  individuals.  The  program,  partly 
funded  by  a grant  from  the  American 
Medical  Student  Association,  is  the 
foundation  of  numerous  outreach 
activities  aimed  at  high  school  and  college 
students  throughout  the  state  of 
Arizona.  Premedical  conferences, 
counseling  and  workshops  to  assist 
students  in  applying  to  medical  school  are 
conducted  throughout  the  year.  The 
project  has  become  the  focal  point  of  a 
strong  support  system  for  minority 
students  at  the  undergraduate  and 
graduate  level.  The  project  served  to 
identify  a group  of  faculty,  within  the 
College  of  Medicine,  who  have  a strong 
commitment  to  minority  students  and 
who  act  as  advisors  and  counselors 
willing  to  give  academic  assistance  when 
needed.  The  project  provides  information 
to  minority  premedical  students  about 
summer  programs  at  other  medical 
schools  and  provides  counsel  about 
medical  schools  with  the  greatest 
opportunities  for  acceptance. 

Following  the  onset  of  the  program, 
both  the  quality  and  the  quantity  of  the 
minority  applicants  to  the  University  of 
Arizona  College  of  Medicine  has 
improved  and  increased.  The  number  of 
applicants  is  still  small:  20  to  22  applicants 
out  of  a pool  of  350  from  a state  where 
there  is  a minority  population  of 
approximately  30  percent.  As  a 
companion  activity  it  is  important  that 
the  admission  to  medical  school  process 
be  supportive.  The  sensitivity  level  of  the 
Admissions  Committee  to  the 
characteristics  of  minority  and  non- 
traditional  students  has  been  raised  by 
utilizing  the  Simulated  Minority 
Admission  Exercise  furnished  by  the 
Association  of  American  Medical 
Colleges.  Additionally,  the  enrolled 
minority  medical  students  have  put  forth 
a concerted  effort  to  convince  accepted 
minority  applicants  that  the  University  of 
Arizona  has  a great  deal  to  offer. 

In  its  brief  history,  the  College  of 
Medicine  has  graduated  the  following 
minority  students:  8 American  Indian 


students,  including  the  first  Hopi 
physician;  26  Ch i ca  n o / M e x ica n - 
American  physicians;  and  4 Black 
physicians.  These  statistics  are  just  the 
beginning.  The  College  of  Medicine  is 
committed  to  continue  recruiting  and 
support  activities.  At  present,  the 
minority  enrollment  includes:  1 

American  Indian  student,  22 
Chicano/Mexican- American  and/or 
Hispanic,  and  2 black  students.  This 
shows  a significant  increase  compared 
with  the  previous  ten  years.  The  College 
of  Medicine  is  enthusiastic  about  this 
program  and  hopes  that  the  medical 
community  within  the  state  will  assist  us 
in  identifying  individuals  from  minority 
backgrounds  with  the  potential  to 
become  excellent  physicians. 

Andrew  M.  Goldner,  Ph.D. 

Associate  Dean  for  Student  Affiars 
Louis  J.  Kettel,  M.  D. 

Dean,  College  Of  Medicine 


“How  You  Treat?” 

The  following  judgments  are  typical  of 
the  commonest  derogatory  statements 
that  physicians  make  in  their  evaluation 
of  Continuing  Medical  Education 
courses: 

"Not  too  valuable  clinically" 

"We  want  application  information,  not 
research  and  laboratory  techniques" 
"Impractical,  we  don't  have  facilities  for 
that" 

"We  want  to  know  how  to  treat  specific 
diseases" 

"Interesting,  but  of  no  practical 
substance" 

"It  was  all  esoteric,  we  learned  next  to 
nothing  here" 

"Theoretical,  but  not  practical" 

These  complaints  arise  from  an 
attitude  that  is  exaggerated  and 
cartooned  by  an  experience  of  my 
physician  brother-in-law: 

While  he  was  serving  in  the  military 
service  in  a medically  backward  area  of 
Korea,  with  "altruism  in  his  heart"  and 
"rocks  in  his  head,"  he  anticipated  using 
his  superior  medical  background  to 
improve  the  education  of  the  local 
physicians.  Those  physicians  approached 
him  with  apparent  interest  and 
enthusiasm.  However,  they  asked  one, 
and  only  one  question — "How  you  treat?" 
Also,  they  heard  only  what  would  answer 
that  one  question:  "How  you  treat?"  He 
was  completely  frustrated  in  his  attempt 
to  interest  and  educate  them  in  a better 
understanding  of  disease  processes. 
When  he  returned  home  he  felt  that  he 


had  failed  in  his  attempt  to  instill  a desi' 
for  scientific  understanding  that  he  f(|. 
would  be  the  best  basis  for  long-ter 
continuation  in  progress  of  their  patie 
care. 

A British  scientist  who  had  receniL 
made  a discovery  which  at  that  eaij 
moment  had  no  practical  application,  w j 
asked  in  a derogatory  manner  by  i| 
member  of  Parliament,  "Of  what  use| 
your  invention?"  The  scientist  replijj 
that  he  knew  of  no  practical  use  now,  bl 
when  one  was  found  he  was  sure  it  woiJ 
be  taxed.  This  "put-down"  expressed  ti 
reality  that  there  is  always  a time  g 
between  discovery  and  practicality,  ai 
that  practicality  is  inevitable.  We,  tc 
should  realize  that  seemingly  irreleva 
scientific  concepts  we  learn  today  may  i 
the  basis  of  competence  tomorrow. 

Even  though  learning  proven  mj 
"how  you  treat"  algorithms  has  obvic 
value  and  may  cause  some  instantanec 
improvement  in  patient  care,  broadeni 
one's  intellectual  base  with  as  ) 
impractical  understanding  and  insig 
may  be  more  useful  in  one's  long-te 
ability  to  remain  intellectually  sharp, 
able  to  assimilate  new  concepts,  and  si 
at  the  forefront  of  progress.  , 

One  who  practices  only  by  currdi 
"how  you  treat"  algorithms  of  othej 
rather  than  by  checklists  developed  al 
continually  modified  by  his  on 
understanding,  intellect  and  faith  I 
scholarship  will  deteriorate  to  a m(j 
"health  care  delivery  technician." 

Government  agencies  and  t 
medically  naive  laity  in  th( 
shortsightedness  think  that  health  c. 
delivery  technicians  are  what  ourcoun 
needs.  They  proceed  to  judge  compete: 
and  give  licensure  based  upon  recitati 
of  current  "how  you  treat"  algorithm 

If  we  choose  to  be  real  physicians  a 
not  merely  "health  care  delivej 
technicians,"  we  must  continua 
broaden  our  scientific  base,  assimilate  a 
be  excited  by  a wide  variety  of  medi 
knowledge,  and  not  be  too  concerr 
about  instantaneous  practicality.  We  v 
then  be  at  the  frontier,  constan 
changing  our  own  algorithms,  rati 
than  being  made  obsolete  by  new  ones 
others. 

When  1 hear  someone  complain  tl 
basic  science  knowledge  and  insight  gi\ 
at  a medical  meeting  is  impractical,  1 
reminded  of  those  isolated  physicians 
Korea.  Is  it  not  better  that  we  ask:  "H 
you  understand?"  and  not  merely,  "fi 
you  treat?" 

Robert  M.  Anderson,  M.D. 

Associate  Dean, 

Continuing  Medical  Education 
and  Outreach 
College  of  Medicine 
University  of  Arizona 
Health  Sciences  Center 
Tucson,  Arizona 


48  JANUARY  1982  • XXXVIlll  • 1 


hy  Insure  with  a 

lysician-Owned 

impany? 


’hysicians,  given  the  choice  of  being 
ured  by  a commercial  carrier  versus  a 
ysician-owned  company,  have  several 
tors  which  they  should  consider.  The 
ison  for  the  existence  of  each  of  the 
0 types  of  entities,  the  cost  of  providing 
?ir  services,  their  methods  of 
oration,  and  their  general  interest  in 
ving  the  medical  malpractice  problem, 
■ but  a few  of  the  comparisions  that  the 
ysician  should  make.  The  physician- 
ned  companies  and  the  commercial 
urance  carriers  resemble  one  another 
ly  in  the  product  they  sell  — 
afessional  liability  insurance  for 
/sicians. 

["he  primary  emphasis  for  commercial 
urance  companies  has  been  for 
)fit — why  else  would  they  be  in  the 
iiness?  On  the  other  hand,  the 
/sician-owned  companies  have  been 
imed  usually  in  a crisis  situation  and 
re  placed  their  primary  emphasis  on 
king  insurance  available  to  physicians 
an  affordable  price.  Profits  derived 
m commercial  companies  must  be 
urned  to  foreign  stockholders; 
jereas  any  profit  derived  from  the 
j/sician-owned  companies  is  returned 
'the  physician/owners.  It  is  accepted 
jt  that  the  premium  dollar  is  held  by  the 
urance  carrier  for  some  3-1/2+  years 
ore  it  is  paid  out.  This  has  been  an 
bntive  to  commercial  carriers  whose 
!nary  interest  is  investment  income, 
:ecially  in  the  face  of  double-digit 
'ation,  to  return  to  the  market.  One 
j only  wonder  what  will  happen  to 
se  commercial  carriers  if  and  when  the 
ation  rate  becomes  single-digit  with  a 
ultant  decrease  in  investment  income, 
h a situation  appeared  in  1975,  and  in 
eral  states  commercial  carriers 
ndoned  the  physicians  and  their  need 
coverage.  It  was  in  this  climate  that 
physician-owned,  medical  society- 
nsored  insurance  companies  were 
wned. 

here  is  a basic  philosophical  difference 
ween  the  commercial  carriers  and  the 
sician-owned  companies  as  to  claims 


settlement  and  reserving.  What 
difference  does  it  make  to  a commercial 
carrier  when  the  reserves  for  losses  are 
overstated  or  extremely  high?  The 
commercial  carrier,  minus  competition, 
as  occurs  in  several  states,  has  only  to 
apply  to  the  Insurance  Department  for 
increased  premiums  justifying  the 
increase  based  upon  higher  reserves  that 
have  been  established  as  a result  of 
claims.  On  the  other  hand,  the  physician- 
owned  companies  have  striven  to  keep 
reserves  down  by  careful  screening  of 
their  claims  and  defending  vigorously 
those  claims  which  are  without  merit. 
The  physician-owned  companies  have  a 
splendid  record  as  to  the  closing  and 
disposition  of  claims  when  compared  to 
commercial  carriers.  Commercial  carriers 
have  less  incentive  to  settle  these  claims 
as  it  means  they  have  a longer  period  of 
time  to  hold  the  premium  dollar  and  thus 
increase  their  investment  dollar  before  it 
is  ultimately  paid  for  claims. 

The  physician  should  also  compare  the 
structure  and  scope  of  business  of  the  two 
entities.  The  control  of  the  commercial 
company,  which  is  generally  involved  in 
providing  multi-lines  of  insurance  and  in 
several  states,  rests  with  its  foreign 
stockholders;  and  often  profits  from  one 
line  of  business  in  one  state  are  used  to 
subsidize  other  lines  in  other  states.  The 
decision-making  process  of  the 
commercial  carrier  is  entrusted  to  a group 
of  executives  whose  primary  loyalty  is  to 
the  company  and  not  to  the  insured 
physicians.  On  the  other  hand,  in  the 
physician-owned  company  the  control 
lies  with  its  physician-owners;  and  the 
decision-making  process  is  delegated  to  a 
board  of  physicians  who  are  insured  by 
the  company  and  whose  primary  loyalty 
and  interest  is  to  the  physicians  they 
insure.  Most  physician-owned  companies 
specialize  in  medical  malpractice 
insurance  in  only  one  state.  Every 
physician  should  consider  how  much 
input  he  will  have  into  the  multiline, 
multistate  commercial  insurance 
company  versus  a small  specialized 
company  whose  directors  are  practicing 
physicians  who  are  receptive  to  telephone 
calls,  letters,  and  frequent  conversations 
with  the  insured  physicians. 

The  commercial  carriers,  perhaps 
unwittingly,  gave  rise  to  the  medical 
malpractice  crisis  in  1975  by  settling 
many  claims  for  economic  expediency 
rather  than  defending  nonmeritorious 
claims  with  the  assets  that  they  had  in 
their  possession.  The  same  companies 
have  done  little,  if  anything,  to  help  solve 
the  problems  they  have  created.  On  the 
other  hand,  the  physician-owned,  medical 
society  sponsored  insurance  companies 
have  pledged  to  defend  every 
nonmeritorious  claim  with  all  of  the  vigor 
and  assets  they  have  at  hand  to  dissuade 
further  filing  of  such  claims.  An 


economically  expedient  settlement  today 
can  only  foster  more  frivolous  claims  by 
the  same  plaintiff  attorneys  in  the  future. 
The  physician-owned  companies  have 
generally  worked  closely  with  the  state 
medical  associations  which  have  created 
and  sponsored  them  for  the  enactment  of 
tort  reforms  to  try  to  solve  the  medical 
malpractice  crisis  which  was  not  of  their 
making. 

A physician  considering  purchasing  his 
professional  liability  insurance  from  a 
commercial  carrier  should  ask  the 
representative  at  the  time  he  is  solicited 
what  assurance  thecompanycangive  him 
that,  in  the  event  of  one  or  two  bad  years 
in  his  state,  they  will  not  cease  to  provide 
his  coverage  and  leave  the  physician  bare 
as  happened  in  many  states  in  1975.  The 
physician-owned,  medical  society- 
sponsored  companies  are  committed  to 
providing  professional  liability  insurance 
on  an  actuarially  sound  basis  at  an 
affordable  price  and  are  prepared  to  stay 
with  the  physicians  they  insure  through 
the  good  years,  when  they  will  return 
dividends,  and  through  the  bad  years 
when  the  losses  may  exceed  that  which 
was  anticipated. 

Commercial  carriers  are  in  some 
instances  offering  coverage  to  physicians 
at  unrealistically  low  rates  while  at  the 
same  time  paying  agents  lucrative 
commissions  to  obtain  this  business. 
These  "loss  leaders"  will  soon  disappear 
when  the  company  is  firmly  entrenched 
in  a given  area.  Generally,  most 
physician-owned  companies  do  not  pay 
agents'  commissions  and  often 
successfully  operate  their  entire  company 
on  a lower  percentage  of  the  premium 
dollar  than  the  commercial  carriers  are 
willing  to  pay  their  agents  for  the 
physicians'  business. 

In  purchasing  insurance  the  physician 
must  beware  as  in  any  other  purchase;  for 
often  the  lowest  premium  today  may  not 
in  the  long  run  prove  to  be  the  wisest  or 
most  prudent  investment.  If  commercial 
carriers,  through  underpricing  their 
product,  were  to  force  the  physician- 
owned  companies  to  withdraw  from  the 
market,  and  then  they  too  left,  we  would 
have  then  come  full  circle  to  the  days  of 
1975  when  physicians  were  left  without 
professional  liability  coverage  available  at 
any  price.  The  big  difference,  should  this 
occur,  would  be  that  there  would  be  no 
medical  societies  willing  to  reform 
physician-owned  companies  and  reenter 
the  cyclic  process.  One  can  only  speculate 
as  to  what  might  happen  then.  Your 
support  of  your  physician-owned 
company  at  this  time  might  also  insure 
your  right  to  practice  medicine  in  the  free 
enterprise  system  in  the  future. 

Reprinted  with  permission  from  the  Florida 
Physicians'  Insurance  Reciprocal.  Authored  hy  James 
W.  Walker,  M.D.,  President. 
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Congratulations  to  the  following 
members  of  the  Arizona  Medical 
Association  who  were  named  Fellows  of 
the  American  Academy  of  Family 
Physicians  at  the  1981  Fellowship 
Convocation  Ceremony  in  Las  Vegas: 
■Kenneth  P.  Archer,  M.D.,  Prescott; 
David  E.  Benton,  II,  M.D.,  Mesa;  Louis 
Hait,  M.D.,  and  Ray  D.  Hughes,  M.D.,  of 
Phoenix;  M.  N.  Irani^  M.D.,  Casa  Grande; 
Morton  S.  Thomas,  M.D.,  Wickenburg; 
David  Wallace,  M.D.,  Tempe;  and  H. 
Howard  Holmes,  M.D.  of  Eloy. 

Kudos  also  are  due  James  J.  Berens, 
M.D.  of  Phoenix  who  was  elected  1981- 
82  president  of  the  Western  Surgical 
Association  at  the  November  meeting  in 
Albuquerque. 

P.  R.  Carver,  M.D.  of  Show  Low 
recently  spoke  to  members  of  the  Show 
Low  Elks  Lodge  on  the  topic,  “Your 
Health,  It  is  Yours  to  Maintain." 

Edward  L.  Shaw,  M.D.  of  Phoenix  was 
welcomed  as  a Fellow  of  the  International 
College  of  Surgeons  at  the  recent 
convocation  ceremony  in  San  Diego. 

Let  us  know  what  is  happening  in  your 
county.  Honors  and  awards,  election  to 
office  in  a professional  society,  hospital, 
or  other  organization,  participation  in  a 
conference  or  a speech  before  a local 
group  are  of  interest  to  your  fellow 
physicians.  Mail  or  telephone  your  items 
to  Briefly  Noted,  Arizona  Medicine,  810 
West  Bethany  Home  Road,  Phoenix, 
Arizona  85013. 


I Chairman 

1X23  Report 

Board  or  Bored? 


This  is  the  first  of  a series  of  articles 
designed  to  bring  to  ArMA  members  the 
voices  of  your  Board  and  various 
committee  chairmen  — their  views, 
strategies,  plans  of  action  — even 
frustrations  and  mistakes.  Such 
expressions  will  likely  evoke  responsive 


reader  comment.  Hopefully,  it  will  ser’ 
as  a challenge  to  greater  involvement  ^ 
the  affairs  of  your  medical  organizatioi, 
be  it  county,  state,  national,  or  special 
— perhaps  even  a renewed  effort  directij 
toward  community  involvement  ai( 
leadership.  Commitment  is  not  new 
the  physician's  vocabulary.  But,  in 
society  indulging  in  “self  absorption,"^ 
may  take  a little  bell  ringing  to  bring  tl| 
word  and  its  meaning  back  into  prop, 
perspective.  j 

Has  society's  preoccupation  wi| 
“survival  mentality"  and  “fear  of  tj| 
future"  carried  over  into  our  profession ; 
thinking?  Do  we  stand  paralyzed  by  o 
own  imagery,  our  own  self-indulgencej 
mirror  gazing?  Have  we  indeed  "falleni 
love  with  ourselves"  as  ChristopH-1 
Lasch  describes  in  his  book  The  Cwl/Mraj 
Narcissism.  To  aspire  to  the  virtues  [i; 
individuality  is  not  to  condone  s^ 
indulgence.  Rather,  one's  sense 
individuality  should  strive  to  reach 
continued  self-growth.  Proper  setj 
improvement  encompasses  moral  ap 
spiritual  value  and  a commitment  to 
shared  purpose  of  a larger  community, 
a word,  we  need  to  strive  for  excellenc 
that  awareness  that  we  are  being  true 
the  best  that  is  in  us,  or  to  acknowle 
that  we  are  not.  Society  and 
profession  will  be  bettered  not  only 
those  who  achieve  it,  but  by  those  wb 
are  trying.  Physicians  apply  their  talqb 
and  educational  skills  aptly  to  th| 
respective  specialty  but  would  do  we 
stretch  out  beyond  their  immedi 
professional  circles  if  they  are  to 
responsive  to  the  leadership  role  expec 
of  them  by  society.  "Apathetic  rbij 
accomplish  nothing."  No  one  specifies 
nature  to  which  our  convictions  m 
conform.  Our  goals  will  be  as  varied  as 
are;  but  they  should  be  goals 
meaning  and  purpose  if  our  commitmi 
is  to  enrich  our  own  lives  as  well  as  i 
community  of  which  we  are  a part. 

So  are  we  to  be  identified  with  Boi. 
defined  to  distinguish  among  us  tl 
group  striving  for  self-expansit- 
individually  and  collectively,  as  it  purs 
meaning,  purpose,  and  commitment  in 
■ activities  — or  are  we  just  bored, 
aftermath  of  self-indulgence  wh 
natural  instincts,  talents  and  purp 
remain  imprisoned  within  the  shell 
withdrawal.  I believe  our  Association  t 
your  Board  are  "growing."  We  all  ow 
to  ourselves  not  to  go  to  seed.  Youn, 
members  of  our  profession  do  not  le 
ethical  principles;  they  emulate  eth 
people  They  do  not  analyze  or  list 
attributes  they  wish  to  develop;  tl 
identify  with  people  who  seem  to  then 
have  those  attributes.  Do  we  meas 
up?  Do  you? 


Clyde  W.  Kurtz,  M.D. 
Chairman,  Board  of  Directors 
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First  Class 
First  Aid 


Broad-spectrum  antibacterial  ij  • Handy  applicator  tip 


iSCRIPTION:  Each  gram  contains:  Aerosporin"  (Polymyxin  B Sulfate)  5,000  units, 
citracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3,5  mg  neomycin  base); 
eclal  white  petrolatum  qs:  in  tubes  of  1 oz  ano  V2  oz  and  V32  oz  (approx.)  toil  packets. 

DICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
iical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
ms,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
thyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
i seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
cterial  infection,  Piophvlactically.  the  ointment  may  be  used  to  prevent  bacterial  contami- 
lion  in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
d wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
rmit  wound  healing, 

INTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
Ihe  eardrum  is  perforated.  This  product  Is  contraindicated  in  those  individuals 
10  have  shown  hypersensitivity  to  any  of  its  components, 

ARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
rns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo- 
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' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondarv  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter, 
PRECAUTIONS:  As  with  othet  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept,  PML, 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups . . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
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Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
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Time  after  drug  administration  (hours) 


3rd  hour 


4th  hour 


Data  on  file  at  The  Upjohn  Company. 


TABLETS 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin  400  mg 

ibuprofen,  Upjohn 

• Not  a narcotic  "Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


IVIOtrin  (Ibuprolen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage;  Relief  of  mild  fo  moderafe  pain 
Treafment  of  signs  and  sympfoms  of  rheuniofoid  arthrifis  and  osfeoarfhritis  during 
acufe  flares  and  in  long-ferm  managemenf  Safefy  and  efficacy  have  nof  been  esfab- 
lished  in  Funcfional  Class  IV  rheumafoid  arfhritis- 

Contraindications:  Individuals  hypersensifive  fo  if.  or  wifh  fhe  syndrome  of  nasal 
polyps,  angioedema  and  bronchospasfic  reacfivity  fo  aspirin  or  ofher  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS), 

Warnings;  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS) 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried  It  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions;  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 
Eluid  retention  and  edema  have  been  associated  with  Motrin,  use  with  caution  in 
patients  with  a history  ot  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  witb  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufticiency.  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  Used  concomitantly  may  decrease  Motrin  blood  levels 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers 
Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%)  This  includes  nausea,’  epigastric  pain,  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,  headache,  nervousness  Dermatologic:  Rash  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention  Eluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multitorme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causa!  relationship  unknown 

Gastrointestinal:  Elepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Eever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia 

Overdosage;  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
IS  acidic  anrl  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration;  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400,  or  600  mg  t i d or  q i.d 
Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  tor  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution;  Eederal  law  prohibits  dispensing  without  prescription 

Eor  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert 
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MED  B-4-S 


r 's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It's  a major  crippler 
that  attacks.  Anybody  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation.  Box 
19000.  Atlanta, 

GA  30326. 


A 

ARTHRITIS 

FOUNDATION 


J-8260-4 


MARCH  1981 


Correspondence 

J 


ditor 

In  the  never  ending  quest  for  the  magic 
iet  which  will  resolve  the  complex 
roblem  of  obesity,  there  has  been  a 
ecent  resurgence  of  intense  interest  in 
ery  low  calorie  diets.  It  is  only  four  years 
go  that  some  sixty  adults  died  and 
undreds  of  injuries  occurred  after  three 
3 nine  months  of  a very  low  calorie  liquid 
rotein  diet.  Some  of  these  adults  died 
/hile  under  the  supervision  of 
hysicians! 

It  was  five  years  ago,  in  1976,  that  the 
imerican  Society  of  Bariatric  Physicians 
\.S.B.P.)  issued  a Press  Release  which 
/arned  our  physician  colleagues  as  well 
s the  American  public  of  the  potential 
azards  of  the  liquid  protein  craze  that 
MS  sweeping  the  country.  Unfortun- 
tely,  these  hazards  turned  out  to  be 
!thal  in  many  patients  who  had  reduced 
p to  ninety  pounds  and  who  felt  well  and 
ppeared  to  be  functioning  well  right  up 
3 a week  prior  to  death.  Unfortunate  also 
MS  that  the  A.S.B.P.  Press  Release  at 
lat  time  received  very  little  press. 

The  A.S.B.P.  at  its  October  1981 
nnual  scientific  sessions  unanimously 
dopted  a resolution  by  the  Board  of 
rustees  that  we  issue  another  Press 
elease  to  warn  not  only  the  public  but 
Iso  those  of  our  colleagues  in  the  medical 
rofession  who  are  advising  some  of  their 
atients  on  the  use  of  very  low  calorie 
iets  and  especially  those  physicians  who 
re  promoting  the  use  of  any  of  the  very 
)w  calorie  diet  products. 


Medical 
History ^ 

Early  History  of  the 
Medical  Society  of  the 


obert  E.  T.  Stark,  M.D. 
onald  S.  Robertson,  M.D. 
lembers.  Board  of  Trustees 
merican  Society  of 
ariatric  Physicians 


U.  S.  and  Mexico 

Harry  E.  Thompson,  M.D. 


Editor: 

John  W.  Kennedy,  M.D. 

It  was  early  in  1956  that  the  Medical 
Society  of  the  United  States  and  Mexico 
really  got  started.  Before  that,  in  1953, 
Dr.  Robert  Hastings,  Sr.,  Dr.  W.  R., 
Manning,  and  I had  helped  to  form  the 
first  Medical  Society  of  Southern  Sinaloa 
in  Mazatlan.  It  became  obvious  at  that 
time  that  a great  deal  of  benefit  could  be 
accrued  on  both  sides  of  the  border  by 
establishing  such  an  organization  and 
through  our  good  friend.  Dr.  Hector 
Gonzales  Guevara  of  Mazatlan,  efforts 
were  made  to  formulate  an  initial 
meeting,  which  took  place  at  the  Pioneer 
Hotel  in  Tucson,  Arizona  on  the  24th  of 
November  1956.  This  was  the  formation 
meeting  and  was  attended  by  doctors 


from  Phoenix,  Tucson,  Guadalajara, 
Mazatlan,  Hermosillo  and  Magdalena. 
Pictured  at  this  meeting  are: 

Dr.  Alberto  Guevara,  Dr.  Harry  E. 
Thompson,  Dr.  Hector  Ginzales 
Guevara,  Dr.  E.  Rivera  Magallon,  Dr. 
Robert  Hastings,  Sr.,  Dr.  Frank  Edel,  Dr. 
Charles  Kalil,  Dr.  Michael  Carreras,  Dr. 
W.  R.  Manning,  Dr.  Norman  Ross,  and 
Mr.  Alfredo  Patron. 

Not  identified  in  this  picture  and 
attending  this  meeting:  Dr.  J.  M.  Greer, 
Dr.  Leo  Kent,  Dr.  Salvador  Rodriguez, 
Dr.  W.  G.  Shultz,  Dr.  Manuel  Soto 
Curiel,  and  Dr.  Javier  Maldonado  Avila, 
Dr.  Jose  Ma.  Licona,  Dr.  Gaston  Madrid, 
Dr.  Jesus  Martinez  Ochoa,  Dr.  Juan  Jose 
Vasquez  Romo,  Dr.  Hunberto  Rosas,  Dr. 
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Carlos  Silva,  Dr.  Guillermo  Soberanes. 

It  was  decided  that  the  next  meeting 
would  be  held  in  Hermosillo  and  this 
meeting  was  held  on  March  lb,  1957.  1 
would  like  to  quote  from  a recent  letter  to 
me  from  Dr.  Norman  Ross  concerning 
the  organization  for  this  meeting:  "1 
suggested  that  we  get  Governor 
McFarland  to  invite  the  Governors  of 
Sonora,  Jalisco,  and  Sinaloa  to  join  him 
and  Arizona  in  producing  a mutually 
agreeable  and  successful  program,  the 
first  between  our  countries.  1 took  the 
proposal  to  Governor  McFarland.  He 
said.  Tick  a secretary,  write  and  sign  the 
letters  for  me  — Tucson  has  and  needs 
Mexican  trade  and  Arizona  needs  its 
Mexican  neighbors'." 

At  this  meeting  in  Hermosillo,  a 
Constitution  and  Bylaws  were  drawn  up. 
They  named  a coordinating  committee 
consisting  of  Dr.  Ignacio  Chavez,  (a 
natural  choice  since  he  was  a known 
professor  of  Dr.  Gonzales  Guevara  in 
Guadalajara),  Dr.  W.  R.  Manning  and 
myself.  1 think  it  is  most  interesting  that 
dues  at  that  time  were  set  at  $3.50 
(dollars)  per  year.  A great  deal  of  time  was 
spent  on  the  Constitution  and  Bylaws  and 
Dr.  Carlos  Tapia  from  Hermosillo  was 
one  of  the  major  leaders  at  that  time. 

Subsequently,  the  first  formal  meeting 
was  held  in  Mazatlan,  Sinaloa,  Mexico  on 
May  9,  1957.  It  was  full  of  pomp  and 
ceremony  — the  Army,  the  Navy,  their 
ranking  officers,  two  military  bands  and 
two  orchestras  for  dancing  were  there. 
Dr.  Hector  Gonzales  Guevara  was  mayor 
of  Mazatlan  at  that  time  and  he  went  all 
out  for  this  meeting.  All  Charter 
members  signed  a sheepskin  which  is  still 
in  the  possession  of  Dr.  Gonzales 
Guevara. 

Pictured  is  Dr.  Harry  Thompson  signing 
this  scroll. 

Later  meetings  were  held  in 
Guadalajara  on  an  alternate  basis  with 
Phoenix  and  Tucson.  Some  meetings 
were  held  in  Mazatlan.  One  meeting  was 
held  in  Albuquerque,  one  in  San 
Francisco,  and  one  in  Puerto  Vallarta. 
Since  the  attendance  was  best  at  meetings 
held  in  Gadalajara,  Tucson,  and  Phoenix, 
it  was  decided  that  the  meetings  would  be 
held  in  these  cities  alternating  between 
Mexico  and  the  United  States  each  year. 

There  have  been  very  memorable 
meetings.  At  the  initial  reunions  one  saw 
doctors  with  their  papers  in  their  back 
pxjcket,  one  heard  a discussion  of  the  daily 
office  life  — a very  "old  shoe"  type  of 
presentation.  At  the  present  time  our 
meetings  are  most  modern  and  rank  with 
the  finest.  Fortunately  for  Mexico,  the 
Social  Security  Hospitals  have  done  a 
great  deal  to  improve  the  medical  practice 
in  Mexico  and  now  specialists  from  all 
over  Mexico  and  the  United  States  attend 
our  meetings.  Probably  one  of  the 
greatest  features  of  this  Society  is  that  it 
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1.  Dr.  Alberto  Guevara,  2.  Dr.  Harry  E.  Thompson,  3.  Dr.  Hector  Gonzalesj 
Guevara,  4.  Unidentified,  5.  Unidentified,  6.  Unidentified,  7.  Unidentified, 
8.  Dr.  Robert  E.  Hastings,  Sr.,  9.  Dr.  Frank  Edel,  10.  Charles  Kalil,  11.  Dr. 
Michael  Carreras,  12.  Dr.  W.  R.  Manning,  13.  Mr.  Alfredo  Patron,  14.  Dr. 
Norman  Ross,  15.  Unidentified,  16.  Unidentified,  17.  Unidentified, 
18.  Unidentified,  19.  Unidentified,  20.  Dr.  E.  Rivera  Magallon.  ’] 


involves  all  specialties.  So  often  one  is  so 
steeped  in  one's  own  specialty  that  noone 
else  outside  of  it  is  met.  In  this  society  one 
can  meet  other  specialists.  For  instance. 
Dr.  Michael  DeBakey  was  a guest  of  the 
society  through  Dr.  Alfonso  Topete  of 
Guadalajara  and  so  we  became  acquainted 
with  him.  Another  example  is  that  my 
chief  in  the  research  department  at 
Northwestern  University  was  Dr.  Carl 
Dragstedt.  1 knew  of  his  brother,  Lester, 
of  vagotomy  fame  only  by  name. 
Subsequently,  through  this  society  and 
because  he  was  a good  friend  of  Dr. 
Ignacio  Chavez  of  Guadalajara,  we 
became  acquainted.  So  that  there  has 
been  a good  mixture  of  specialties. 

Another  great  feature  of  this  society  is 
that  it  has  provided  a very  important 
linkage  of  friendship  between  Mexican 


doctors,  their  spouses  and  our  doctcl 
and  spouses.  Friends  have  been  made  th| 
have  lasted  several  years  and  each  ye.j 
new  friends  are  being  made  in  the  sarjj 
manner. 

Dr.  Frank  W.  Edel,  writing  in  the  Ju 
1957,  issue  of  Arizona  Medicine  said  abo 
the  then  newly  formed  Medical  Society 
the  United  States  and  Mexico:  ".  . . t 
evolution  and  present  development 
this  progressive  new  medical  society 
the  United  States  and  Mexico  should  be 
the  utmost  interest  to  all  physiciaj 
practicing  in  the  southwestern  U.S.l 
and  in  the  very  near  futur  to  the  entJ 
United  States  of  America."  | 

Dr.  Edel's  prognostication  has  comes 
pass.  This  Society  has  memb6| 
throughout  the  United  States  includi^ 
Hawaii  and  all  of  Mexico.  | 


La  Sociedad  Medica  De  Estados  Unidos  De  Norte-American 

Y Mexico 

Medical  Society  of  the  United  States 
and  Mexico 

la  Reunion  Formal  en  Mazatlan,  Sin.,  Mexico  del  9 al  11  de  mayo  de  1957 
1st.  Formal  Meeting  at  Mazatlan,  Sin.  Mexico  from  the  9th  to  the  11th  of 

May  1957 

Registro  De  Asistentes 
Roster 


ime  Address  City 


. Rafael  Gutierrez 

Lisco  128 

Guadalajara,  Jal. 

. Miguel  Castellanos 

Estolosa  37 

Guadalajara,  Jal. 

. Palemon  Rodriguez  G. 

Veracruz  280 

Guadalajara,  Jal. 

. Eduardo  Contreras  Reyna 

Marsella  Nte.  125 

Guadalajara,  Jal. 

. Manuel  Perez  Anguiano 

Sonora  Nte.  131 

Guadalajara,  Jal. 

. Alfonso  Topete 

Pavo  112 

Guadalajara,  Jal. 

. Adolfo  Flores  Ortega 

Ave.  Juarez  434 

Guadalajara,  Jal. 

. Amado  Ruiz  Sanchez 

Pavo  112 

Guadalajara,  Jal. 

. Alberto  Ladron  Guevara 

Pavo  112 

Guadalajara,  Jal. 

. Jesus  Hernandez  O. 

Col.  Sur  470 

Guadalajara,  Jal. 

. Enrique  Garcia  Ruiz 

Rolsa  487 

Guadalajara,  Jal. 

. Eduardo  Gonzalez  M. 

Juarez  673 

Guadalajara,  Jal. 

. Enrique  Ruiz  de  Leon 

Vidrio  720 

Guadalajara,  Jal. 

. Manuel  Riebleing  R. 

Hidalgo  766 

Guadalajara,  Jal. 

. Carlos  Palomera  V. 

Ave.  Italia  961 

Guadalajara,  Jal. 

. Enrique  Gandara  Q, 

Obregon  68  Nte. 

Culiacan,  Sin. 

. Francisco  Agraz 

Hidalgo  y Mina 

Los  Mochis,  Sin. 

. Rodolfo  Ramirez  Ruiz 

A.  Rodriguez  90 

Guaymas,  Son. 

. Carlos  E.  Silva 

Garcia  Morales  93 

Navojoa,  Son. 

. Xavier  Maldonado  A. 

Edo  218 

Navojoa,  Son. 

. Ernesto  Rivera  M. 

Pesqueira  y Heroes 

Magdalena,  Son. 

. Francisco  Lanz  Perez 

Abazolo  135 

Magdalena,  Son. 

. Rolando  Valenzuela  C. 

Allende  5 

Magdalena,  Son. 

. Lizardo  Arreguin  M. 

A.  Flores  360  B Pte 

Mazatlan,  Sin. 

. Alfonso  Alatorre  I, 

Constitucion  81  Pte 

Mazatlan,  Sin. 

. Luis  de  Alba  Luna 

Carnaval  y Canizales 

Mazatlan,  Sin. 

. Elias  Cardenas  Mora 

Constitucion  38  Pte 

Mazatlan,  Sin. 

. Alberto  Gonzalez  Vega 

J.  Carrasco  35 

Mazatlan,  Sin. 

. Nicolas  Juarez 

B.  Domingquez  15  Sur 

Mazatlan,  Sin. 

. Froylan  Borjas  M, 

B.  Dominguez  10  Nte. 

Mazatlan,  Sin. 

. J.  Francisco  Gomez  C. 

Carnaval  18  Sur 

Mazatlan,  Sin. 

. Hector  Gonzalez  Guevara 

B.  Dominguez  15  Sur 

Mazatlan,  Sin. 

Hector  Arteaga  Z. 

Mariano  Escobedo  9 Pte 

Mazatlan,  Sin. 

Olavo  Corona 

B.  Dominguez  69  Nte 

Mazatlan,  Sin. 

Patricio  Kelly 

Constitucion  40  Pte 

Mazatlan,  Sin. 

Alfredo  Lizarraga 

B.  Dominguez  31  Nte 

Mazatlan,  Sin. 

Robert  Morfin  Alvarex 

Olas  Altas  73 

Mazatlan,  Sin. 

Eusebio  Olalde  Hdez. 

Zaragoza  52  Ote 

Mazatlan,  Sin. 

•.  Pedro  Rocha  Saldana 

M.  Ocampo  6 Ote  Altos  3 

Mazatlan,  Sin. 

•,  Fernando  de  los  Rios  S. 

M Venus  3 

Mazatlan,  Sin. 

•.  Horacio  Quintanilla 

A.  Flores  #429 

Mazatlan,  Sin. 

•.  Juan  Renteria  Garcia 

5 de  mayo  y M.  Ocampo 

Mazatlan,  Sin. 

Daniel  Urrea 

5 de  Mayo  51  Nte 

Mazatlan,  Sin. 

•.  Alberto  Tripp  Flores 

N.  Escobedo  82  Pte 

Mazatlan,  Sin. 

•.  Guillermo  Hernandez 

5 de  Mayo  28  Nte 

Mazatlan,  Sin. 

Jose  Villa  Garcia 

Casa  Redonda  18 

Mazatlan,  Sin. 

Frank  D.  Morrison 

1001  North  Swan 

Tucson,  Ariz. 

r.  Stuart  Sanger 

123  Stone  Ave. 

Tucson,  Ariz. 

r.  C.  H,  Newcombe 

3744  Calle  Cortez 

Tucson,  Ariz. 

r.  John  J.  McEvers 

101  North  Swan 

Tucson,  Ariz. 

r.  Hugh  H.  McFadyen 

5417  E.  Holmes 

Tucson,  Ariz. 

r.  Heim  Delmer  J. 

116  N.  Tucson  Blvd. 

Tucson,  Ariz. 

r.  James  M.  Fritz 

4033  Kilmer 

Tucson,  Ariz. 

r.  Juan  E.  Fonseca 

2409  Adams  Street 

Tucson,  Ariz. 

r.  Wesley  S.  Fee 

2421  E.  6th  St. 

Tucson,  Ariz. 

r.  Henry  J.  Kurten 

3455  Via  Guadalupe 

Tucson,  Ariz. 

r.  Delbert  W.  Hess 

5445  6th  Ave. 

Tucson,  Ariz. 

r.  Donald  F.  Hill 

2430  East  6th  St 

Tucson,  Ariz. 

r.  Gordon  Hippert 

130  South  Scott  St. 

Tucson,  Ariz. 

r.  W.  R.  Manning 

770  N.  Country  Club  Rd. 

Tucson,  Ariz. 

r.  William  G.  Shultz 

1010  N.  Country  Club 

Tucson,  Ariz. 

Dr.  Harry  E.  Thompson  signing  the  scroll 
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Dr.  Robert  E.  Hastings 

1014  N.  Country  Club 

Tucson,  Ariz. 

Dr.  Harry  E.  Thompson 

433  N.  Tucson  Blvd. 

Tucson,  Ariz. 

Dr.  Leo  J.  Kent 

3131  E.  2nd.  St. 

Tucson,  Ariz. 

Dr.  David  E.  Engle 

1619  N.  Tucson  Blvd. 

Tucson,  Ariz. 

Dr.  Jackman  Pyre 

123  South  Stone  St. 

Tucson,  Ariz. 

Dr.  J.  Wright  Cortner 

2415  East  Adams  St. 

Tucson,  Ariz. 

Dr.  Carl  H.  Cans 

P.O.  Box  95 

Morenci,  Ariz. 

Dr.  Fred  Gutckunst 

2804  Pershing  Ave. 

San  Bernardino,  Cal 

Dr.  Willard  M.  Gobbell 

16100  Ventura  Blvd. 

Encino,  Calif. 

Dr.  John  D.  Flanagan 

8304  South  12th  St. 

Coos  Bay,  Ore. 

Dr.  R.  M.  Flanagan 

587  North  4th  St. 

Coos  Bay,  Ore. 

Dr.  L.  Maxwell  Lockie 

40  North  Street 

Buffalo,  N.Y. 

Dr.  G.  Calvin  Williamson 

407  16th  St. 

Yuma,  Ariz. 

Dr.  James  Volpe 

1801  6th  Ave. 

Yuma,  Ariz. 

Dr.  V.  Eugene  Frazier 

116  N.  Fraser  Dr. 

Mesa,  Ariz. 

Dr.  Walter  B.  Lee 

24  N.  Hibbert  St. 

Mesa,  Ariz. 

Dr.  Donald  E.  Nelson 

5035  3rd.  Ave. 

Safford,  Ariz. 

Dr.  Richard  G.  Hardenbrook 

Bagdad,  Ariz. 

Dr.  Robert  P.  Watterson 

523  Scottsdale  Rd. 

Scottsdale,  Ariz. 

Dr.  Albert  J.  Harris 

185  E.  Cedar  St. 

Globe,  Ariz 

Dr.  Robert  F.  Easley 

1615  N.  3rd  Ave. 

Glendale,  Ariz. 

Dr.  Jessee  E.  Jacobs 

Box  1208 

Miami,  Ariz. 

Dr.  John  A.  Ash 

3324  N.  6th  Ave. 

Phoenix,  Ariz. 

Dr.  Paul  E.  Sadler 

1324  W.  Georgia  St. 

Phoenix,  Ariz. 

Dr.  Norman  A.  Ross 

15  East  Monroe  St. 

Phoenix,  Ariz. 

Dr.  Gordon  Geisler 

7817  N.  16th  Drive 

Phoenix,  Ariz. 

Dr.  John  L.  Ford 

814  W.  Avalon 

Phoenix,  Ariz. 

Dr.  Carlos  V.  Greth 

1301  East  Missouri 

Phoenix,  Ariz. 

Dr.  L.  D.  Beck 

1626  North  Central 

Phoenix,  Ariz. 

Dr.  Charles  Kalil 

1300  East  Missouri 

Phoenix,  Ariz. 

J.  Rukin  Jelks  Jr. 

6745  N.  7th  Ave. 

Phoenix,  Ariz. 

Dr.  T.  H.  Taber 

3639  E.  Picadilly  Rd. 

Phoenix,  Ariz. 

Dr.  Robert  L.  Gullen 

550  W.  Thomas  Rd. 

Phoenix,  Ariz. 

Dr.  A.  F.  Morrison 

2219  W.  Bethany  Home  Rd. 

Phoenix,  Ariz. 

Dr.  R.  H.  Thomas 

54  W.  State  Ave. 

Phoenix,  Ariz. 

Dr.  John  F.  Westfall 

926  E.  McDowell  Rd. 

Phoenix,  Ariz. 

Dr.  Frank  W.  Edel 

738  E.  McDowell  Rd. 

Phoenix,  Ariz. 

Dr.  Angus  J.  de  Pinto 

1804  Palmcroft  Way  NW 

Phoenix,  Ariz. 

Dr.  Hilary  D.  Ketcherside 

c/o  Arizona  Club 

Phoenix,  Ariz. 

Future 

Medical  Meetings 


The  following  institutions  and  organizations  have 
been  accredited  for  their  continuing  medical 
education  programs  by  the  Liaison  Committee  on 
Continuing  Medical  Education 

Arizona  Chapter,  American  Cancer  Society 
Arizona  Heart  Institute 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O,  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital,  Mesa 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Phoenix 

St.  Luke's  Hospital  & Medical  Center,  Phoenix 

St  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program, 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 

Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 


The  accredited  institutions  and  organizations  above 
produce  a variety  of  continuing  medical  education 
programs.  Each  accredited  institution  and 
organization  is  responsible  fordesignating  which  of 
these  programs  meet  ArMA's  requirements  for 
Category  1 credit.  Physicians  who  participate  in 
programs  which  are  designated  Category  1 by 
accredited  institutions  will  receive  Category  1 credit 
toward  the  ArMA  Certificate  in  CME  and  the  AMA's 
Physician's  Recognition  Award 

JANUARY 

Trauma  Care:  82 

January  17-21,  1982.  Alamos  Resort, 
Scottsdale.  Sponsor:  John  C.  Lincoln 
Hospital  & Lincoln  Institute  of  Surgery  and 
Trauma.  Contact:  Paul  K.  Halverson, 
Symposium  Dir.,  Lincoln  Institute  of  Surgery 
& Trauma,  9211  North  2nd  St.,  Phoenix,  AZ 
85020.  Category  1 CME  credit  has  been 
applied  for. 

Tenth  Annual  Surgical  Symposium 

January  18-22,  1982.  La  Posada  Resort, 
Scottsdale.  Sponsor:  Maricopa  County 
General  Hospital,  and  Phoenix  Surgical 
Society.  Contact:  The  Phoenix  Surgical 
Society,  333  West  Thomas  Road,  Phoenix,  AZ 
85013.  Approved  for  31  hours  of  category  1 
credit. 

ECG  Interpretation  and 
Arrhythmia  Management 

January  19-21,  1982.  La  Posada  Resort, 
Scottsdale.  Sponsor:  International  Medical 
Education  Corp.  Contact  IMEC,  Division  of 
Postgraduate  Education,  64  Inverness  Drive 


East,  Englewood,  Co  80112.  Approved  for  1 
hours  of  Category  1 credit. 

Sports  Medicine  for  the 

Primary  Care  Physician  ! 

January  25-29,  Plaza  International  Hotel 
Tucson,  Arizona.  Sponsor:  Internationa 
College  of  Surgeons,  and  Sports  Medicin 
Clinic  of  Tucson.  Contact:  Richard  A.  Silvei 
M.D.,  Medical  Director,  Sports  Medicin' 
Clinic  of  Tucson,  P.O.  Box  50187,  Tucsor 
Arizona  85703.  Approved  for  25  hours  c 
Category  1 credit. 

Instruction  Course  — Cataract  Extraction  > 
Intraocular  Lens  Implantation. 

January  27-29,  1982.  Phoenix,  Arizon; 
Sponsor:  The  Eye  Foundation.  Contac 
Ronald  W.  Barnet,  M.D.,The  Eye  Foundatior 
421  N.  18th  Street,  Ste  105,  Phoenix,  A 
85006. 

Advanced  Trauma  Life  Support  Course 

January  28-29,  1982.  John  C.  Lincol 
Hospital,  Phoenix.  Sponsor:  U of  A Colleger 
Medicine.  Contact:  Office  of  Continuin 
Medical  Education  and  Outreach,  U of 
Health  Sciences  Center,  Tucson,  AZ  8572'; 
Approved  for  hour  per  hour  Category 
credit. 

FEBRUARY 

2nd  Annual  ACEP  Symposium  — i 

Resuscitation  “Pitfalls,  Pearls  and  Promise: 

February  3-5,  1982.  La  Posada  Resor 
Scottsdale.  Sponsor:  Arizona  Chapte 
ACEP.  Contact:  Beverly  Richter,  ACE 
Office,  810  W.  Bethany  Home  Road,  Phoeni 
AZ  85013. 

29th  Annual  Scientific  Assembly  — Arizor 
Academy  of  Family  Physicians 

February  4-7,  1982.  Alamos  Resor 

Scottsdale.  Sponsor:  ACFP.  Contact:  Arizor 
Academy  of  Family  Physicians,  8534 
Amelia  Ave.,  Scottsdale,  AZ  85251 . Approve 
for  17’/2  hours  of  Category  1 credit. 

8th  Annual  Sports  Medicine  Symposium 

February  5-7,  1982.  Holiday  Inn  Metrocente 
Phoenix.  Sponsors:  Arizona  Medical  Assod 
Arizona  Osteopathic  Medical  Assoc.,  Arizor' 
Interscholastic  Assoc.  Contact:  Nikki  Merl 
ArMA,  810  West  Bethany  Home  Rd.,  Phoeni 
AZ  85013.  Approved  for  7 hours  of  Category 
credit. 

Clinical  Seminar  Series  “Psychiatry” 

February  6,  1982.  U of  A Health  Scieno 
Center,  Tucson.  Sponsor:  U of  A College 
Medicine.  Contact:  Office  of  Continuir' 
Medical  Education  & Outreach,  U of  A Heal 
Sciences  Center,  Tucson,  AZ  8572 
Approved  for  hour  per  hour  Category 
credit. 

Southwestern  Seminar  on 
Neurological  & Neuromuscular  Disorders 

February  11-13,  1982.  Main  Auditorium,  /i 
Health  Sciences  Center,  Tucson,  A 
Sponsor-  University  of  Arizona  College 
Medicine.  Contact:  Office  of  Continuir, 
Medical  Education  & Outreach,  U of  A Heal 
Sciences  Center,  Tucson,  AZ  8572 
Approved  for  Category  1 credit. 

International  Cataract  Surgery  Symposia 
1982 

February  15-17,  1982.  The  Alamos  Reso 
Scottsdale,  Arizona.  Sponsor:  The  E 
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undation.  Contact:  The  Eye  Foundation, 
1 N.  18th  St.,  Ste  105.  Phoenix,  Arizona 
D06. 

diatric  Update  1982 

bruary  15-18,  1982.  La  Posada  Resort 
itel,  Scottsdale,  Arizona.  Sponsor:  St. 
seph's  Hospital  and  Medical  Center,  Dept. 

Pediatrics.  Contact:  Ronald  A. 

ristensen,  M.D.,  Department  of  Pediatrics, 
Joseph's  Hospital  and  Medical  Center, 
1 West  Thomas  Road,  Phoenix,  AZ  85013. 
proved  for  16  hours  of  Category  1 Credit. 

)ntiers  in  Ophthalmology 

aruary  18-20,  1982.  Arizona  Biltmore, 
oenix.  Sponsor:  St.  Luke’s  Hospital 
idical  Center.  Contact:  Christine 

mpbell.  Meeting  Planner,  St.  Luke's 
spital  Medical  Center,  525  N.  18th  Street, 
oenix,  AZ  85006.  Approved  for  Category  1 
idit. 

lining  In  Structural  Family  Therapy 

aruary  20-24,  1982.  Sponsor:  Philadelphia 
ild  Guidance  Clinic  and  Arizona  Family 
arning  & Communications  Center, 
ntact:  Arizona  Family  Learning  & 
mmunications  Center,  Metro  Medical 
za,  Ste  B403,  3201  W.  Peoria  Ave., 
oenix,  AZ  85029.  Approved  for  Category  1 
dit  on  an  hour  per  hour  basis. 

dulation  & Mediation  of 
ncer  By  Vitamins 

aruary  23-26,  1982.  U of  A Cancer  Center, 
ason.  Sponsor:  U of  A College  of  Medicine, 
ntact:  Mary  Humphrey,  Cancer  Center 
ision  U of  A Health  Sciences  Center, 
ason,  AZ  85724.  Approved  for  hour  per 
[egory  1 credit. 

h Annual  Mid-Winter  Symposium 
DB/GYN 

aruary  24-26,  1982.  Scottsdale  Hilton 
iel.  Sponsor:  Maricopa  County  General 
spital  and  Phoenix  OB/GYN  Society, 
ntact:  The  Secretary,  Phoenix  OB/GYN 
aiety,  333  East  Virginia,  Ste  222,  Phoenix, 
85004. 

venth  Annual  Day  of  Medicine:  Critical 
'e  Medicine 

aruary  26,  1982.  Arizona  Biltmore, 
aenix.  Sponsor:  St.  Joseph’s  Hospital  and 
dical  Center  and  Flinn  Foundation, 
ntact:  Darlene  Graham,  Dept,  of  Internal 
dicine.  St.  Joseph’s  Hospital  and  Medical 
nter,  P.O.  Box  2071,  Phoenix,  AZ  85001. 
aroved  for  6 hours  of  Category  1 credit. 

h Annual  Taos  Lung  Disease  Symposium 

»ruary  26-28,  1982.  Taos,  New  Mexico, 
ansor:  American  Thoracic  Society,  New 
xico  Chapter,  Contact:  New  Mexico 
apter  of  the  American  Thoracic  Society, 
Truman  NE,  Albuquerque,  New  Mexico 
08. 

MARCH 

ergency  Care  Conference 

ch  1-3,  1982.  Westward  Look  Resort, 
son.  Sponsor:  U of  A College  of  Medicine, 
ntact:  Office  of  Continuing  Medical 
ication  and  Outreach,  U of  A Health 
ences  Center,  Tucson,  AZ  85724. 
aroved  for  hour  per  hour  Category  1 


Sixth  Valley  of  The  Sun  Dermatology 
Symposium 

March  3-7,  1982.  Del  Webb’s  La  Posada 
Resort,  Sponsor:  Phoenix  Dermatologic 
Society.  Contact:  Joseph  M Scherzer,  M.D., 
7354  Fourth  Street,  Scottsdale,  AZ  85251. 

Changes  & Controversies  in  Pediatrics 

March  4-7,  1982.  Marriott  Hotel,  Tucson. 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education  and  Outreach,  U of  A Health 
Sciences  Center,  Tucson  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Advanced  Trauma  Life  Support  Course 

March  5-7,  1982.  Westward  Look  Resort, 
T ucson.  Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medicine 
Education  and  Outreach,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Occupational  and  Environmental  Health  in 
Family  Medicine:  Clinical  and  Education 
Issues 

March  8-9,  1982.  Sponsor:  College  of 
Medicine,  Dept,  of  Family  & Community 
Medicine  and  Az  Center  of  Occupational 
Safety  and  Health.  Contact:  Kathleen  M.  Rest, 
M.P.A.,  U of  A Health  Sciences  Center,  Az 
Center  of  Occupational  Safety  & Health, 
Tucson,  AZ.  Approved  for  15  hours  of 
Category  1 credit. 

Gastroenterology  for  Clinicians 

March  8-10,  1982.  Ramada  Safari  Resort, 
Scottsdale.  Sponsor:  Good  Samaritan 
Hospital  and  Samaritan  Health  Service/Sun 
memorial  Institute.  Contact:  David  C.H.  Sun 
Memorial  Institute,  4129  E.  Sandy  Mountain 
Road,  Scottsdale,  Az  85253.  Approved  for 
16'/2  hours  of  Category  1 credit. 

Instruction  Course  — Cataract  Extraction  & 
Intraocular  Lens  Implantation. 

March  10-12,  1982.  Phoenix,  Arizona. 
Sponsor:  The  Eye  Foundation.  Contact:  The 
Eye  Foundation,  421  North  18th  Street, 
Phoenix,  AZ  85006. 

Ninth  Annual  Barrow 
Neurological  Symposium 

March  11-13,  1982.  La  Posada  Inn  Resort, 
Phoenix.  Sponsor:  St.  Joseph’s  Hospital  and 
Medical  Center,  Barrow  Neurological 
Institute.  Contact:  Richard  A.  Thompson, 
M.D.,  222  West  Thomas  Road,  Phoenix, 
Arizona  85013.  Approved  for  15  hours  of 
Category  1 credit. 

Clinical  Seminar  Series  “Endocrinology” 

March  13,  1982.  Granda  Royale,  Phoenix. 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education  & Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

4th  Annual  Symposium  on  current  Concepts 
in  the  Management  of  Acute  and 
Chronic  Pain 

March  13-14,  1982.  Scottsdale  Hilton. 
Sponsor:  Maricopa  County  General  Hospital. 
Contact:  Office  of  CME,  MCGH,  2601  E 
Roosevelt,  Phoenix,  AZ  85008.  Approved  for 
15  hours  of  Category  1 credit. 


1st  Symposium  on  Hematologic 
Malignancies 

March  14-21,  1982.  Keystone  Lodge, 
Colorado.  Sponsor:  U of  A College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education  & Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

New  Horizons  in  Medicine 

March  18-19, 1982.  Good  Samaritan  Hospital. 
Sponsor:  Good  Samaritan  Hospital,  Div. 
Continuing  Medical  Education.  Contact: 
Imre  Sandor,  M.D.,  Chairman,  CME 
Committee,  Good  Samaritan  Hospital,  1033 
E.  McDowell  Road,  P.O.  Box  2989,  Phoenix, 
AZ  85062.  Approved  for  1 0 hours  of  Category 
1 credit. 

Injuries  of  the  Hand  — Acute  Care 
and  Rehabilitation 

March  18-20,  1982.  La  Posada  Resort, 
Phoenix.  Sponsor:  American  Society  for 
Surgery  of  the  Hand.  Contact:  ASSH,  2600 
South  Parker  Road,  Ste  132,  Aurora, 
Colorado  80014.  Approved  for  16  hours  of 
Category  1 credit. 

Diagnosis  and  Therapy  of  Cardiac  Disorders 

March  18-20,  1982,  Scottsdale  Hilton, 
Sponsors:  ArMA  and  Postgraduate  Medical 
Fourm,  Inc.  Contact:  Daniel  S.  Duick,  M.D., 
P.O.  Box  32567,  Phoenix,  AZ  85064. 
Approved  for  hour  per  hour  Cagetory  1 
credit. 

8th  Annual  Urological  Seminar 

March  20-21,  1982.  Alamos  Resort, 
Scottsdale.  Sponsor:  Maricopa  County 
General  Hospital.  Contact:  Office  of  CME, 
MCGH,  2601  E.  Roosevelt,  Phoenix,  Arizona 
85008.  Approved  for  14  hours  of  Category  1 
credit. 

Instruction  Course  — Cataract  Extraction  & 
Intraocular  Lens  Implantation 

March  24-26,  1982.  Phoenix,  Arizona. 
Sponsor:  The  Eye  Foundation.  Contact: 
Ronald  W.  Barnet,  M.D.,  421  N.  18th  Street, 
Ste  105,  Phoenix,  AZ  85006. 

St.  Luke's  Focus  '82,  Thoracic  Medicine 

March  29-31,  1982.  Los  Alamos  Hotel, 
Scottsdale.  Sponsor:  St.  Luke’s  Hospital. 
Contact:  Christine  Campbell,  Meeting 
Planner,  St.  Luke’s  Hospital  Medical  Center, 
525  North  18th  Street,  Phoenix,  AZ  85006. 
Approved  for  hour  per  hour  Category  1 
credit. 

APRIL 


Arizona  Chest  Symposium 

April  1-3.  Doubletree  Inn,  Tucson,  Arizona. 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education  and  Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Malignancy 

April  7.  Arizona  Health  Sciences  Center. 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Educaiton  and  Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  8?724. 
Approved  for  hour  per  hour  Category  1 
credit. 
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Pan  American  Cataract  & Intraocular  Lens 
Symposium 

April  17-19.  Scottsdale  Hilton.  Sponsor: 
American  Society  of  Contemporary 
Ophthalmology  and  the  Sight  Foundation. 
Contact;  The  Sight  Foundation.  Inc.,  10503 
Th underbird  Blvd.,  Ste  9,  Sun  City,  AZ  85351 
Approved  for  16  hours  of  Category  1 credit. 

7th  Annual  Update 
Primary  Care 

April  20-24.  Arizona  Health  Sciences  Center, 
T ucson.  Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education  and  Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Southwestern  Cardiac  Symposium 

April  30-  May  1.  Hyatt  Regency,  Phoenix. 
Sponsor:  St.  Luke's  Hospital  and  Medical 
Center.  Contact:  Christine  Campbell, 
Medical  Meeting  Planner,  St.  Luke's  Hospital 
& Medical  Center,  Phoenix,  AZ  85006. 
Approved  for  hour  per  hour  Category  1 
credit. 

MONTHLY  OR  WEEKLY 

Shrine  Medics  Meeting 

Second  Tuesday  of  each  month.  Doctors 
Hospital,  5:45  p.m.  J.  South  Classroom. 
Sponsor:  Shrine  Medics.  Contact:  Robert  C. 
Briggs,  M.D.,  5121  N.  Central  Ave.,  Phoenix, 
AZ  85012. 

Office  Psychiatry  for  the 
Primary  Provider 

2nd  Monday  of  month,  4811  N.  7th  Street, 
Phoenix,  AZ.  Sponsor:  Arizona  Health  Plan. 
Contact;  T.R.  Bittker,  M.D.,  Box  5000, 
Phoenix,  AZ  85010.  Approved  for  Category  1 
credit. 

Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
Campbell,  M.D.,  5051  N.  34th  St.,  Phoenix.  AZ 
85018.  Approved  for  2 hours  Category  1 
credit. 

Monthly  Meeting  of  Tucson  Radiologists 

Last  Tues.  of  month.  Plaza  International, 
T ucson,  AZ.  Sponsor;  U of  A Medical  Center, 
Dept,  of  Radiology.  Contact:  Irwin  M. 

Freundlich,  M.D.,  U of  A Health  Sciences 
Center,  Dept,  of  Radiology,  Tucson,  AZ 
85724.  Approved  for  2 hours  Category  1 
credit. 

Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  am  in  Phoenix;  1st 
Tues  — Phoenix  Indian  Hospital,  2nd  Tues  — 
Maricopa  County  Hospital,  3rd  T ues. — Good 
Samaritan  Hospital,  4th  Tues. — St.  Joseph's 
Hospital.  Sponsor:  Maricopa  County 

Hospital  (Phoenix  Hospital's  Affiliated 
Pediatric  Program).  Contact;  J.  Kipp 
Charlton,  M.D.,  2601  E.  Roosevelt,  Phoenix, 
AZ  85008.  Approved  for  1 hour  per  session 
Category  1 credit. 

Review  of  Forensic  Pathology 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a m.,  120  S.  6th  Ave., 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H.H  Karnitschnig, 
M.D.,  120  S.  6th  Ave.,  Phoenix,  AZ.  Approved 
for  1 hour  per  session  Category  1 credit. 


ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10,000, 
Phoenix,  AZ  85064.  Contact;  Ravi  Koopot. 
M.D. 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m.,  second  floor 
classroom 

ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ.  85008. 
Contact:  Arnold  L.  Kendall,  M.D. 

A.S.H.  Psychiatric  Grand  Rounds 

2nd  Wed.,  1:00-2:00  p.m.,  J-6  Conf.  Rm., 

Contact:  Dr.  Conger  & Staff 

Clinical-Pathological  Conference 

3rd  Wed.,  1:30-2:30  p.m.  General  Services 

Bldg.,  Conf.  Rm. 

Medical  Grand  Rounds 

4th  Wed.,  1:00-2:00  p.m..  Medical  Bldg.  Conf. 

Rm. 

BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St.  Joseph's 
Hospital  and  Medical  Center,  350  W.  Thomas 
Rd.,  Phoenix,  AZ  85013.  Sponsor:  St  Joseph's 
Hospital  & Medical  Center.  Contact:  John  R. 
Green,  M.D.  Approved  for  1 hour  Category  1 
credit. 

Neurology  Teaching  Conference 

Tuesdays,  8:30-9:30  a.m..  Eighth  Floor  Conf. 
Room, 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9:15  a.m.,  on  firstand  third 
and  5th,  Eighth  Floor  Conference  Room. 
Neuro-ophthalmology  Conference 
Mondays,  7:30  a.m.  in  8th  floor  neurology 
conference  room. 

Spinal  Injury  Conference 
Wednesdays,  8:15-9:15  a.m.,  on  second  and 
fourth  weeks,  in  Neuropathology  Conf 
Rm.— a multidisciplinary  review  of  admission 
by  neurosurgeons,  orthopedists,  and 
rehabilitation  specialists. 
Neuro-opthalmology  Conference. 

Weekly,  7:30  a.m.,  8th  floor  conference  Rm. 

Neuropathology  of  Gross 

Specimens  Conference 

Thursday,  7:30-8:30  a.m.  in  the  Morgue. 

Neurology-Neurosurgical 

■Fridays,  8-9  a.m..  First  Floor  Conference  Rm. 

Neuropathology  or 

Neuroradiology  Conferences 

Friday,  9 am..  Neuropathology  in 

Neuropathology  Conference  Rm., 

Neuroradiology  in  First  Floor  Conference 

Rm. 

Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  Rm. 
Neurosurgical  Journal  Club 
Saturdays,  9-11  am.  in  Eighth  Floor 
Conference  Rm. 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City,  AZ 
85372.  Contact:  Martha  R.  Newby,  ED.D., 
Director  of  Education. 

Medical  Department  Continuing  Medical 
Education 


4th  Wednesday,  12  Noon,  Cl  19.  May,  Ju^ 
Sept.  & Nov. 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon,  Edi| 
Center  Classroom  I & II,  May,  July,  Sept, 
Nov.  I 

Surgical  Department  CME  | 

4th  Friday,  7 a.m.,  Educ.  Center  Classroorrj 
& II.  Contact:  Brian  Updegraff,  M.D. 

CAMELBACK  HOSPITAL 

I 

5055  N.  34th  St.,  Phoenix,  AZ  85018.  Sponsi, 
Camelback  Hospital.  Contact:  T.  F.  Reid,  Ji 

M.D.  I 

Clinical  Conference 

3rd  Tuesday,  8-9  a m.  | 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizotj 
Contact:  L A.  Rosati,  M.D.  Approved  ' 
category  1 credit. 

CME  Programs 

Weekly  Tuesday,  7 p.m.,  Cafeteria-West  Er 
Clinical  Conference  — Dept,  of  Medicine 

Weekly  Thurs.,  12:30-1:30  p.m.  Buffet  Lunc 
Grande  Rm 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1 :30  p.m.  Grande  R 

Pediatric  Case  Conference 

2nd.  Friday,  12:30  p.m.,  Grande  2 

DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizci 
86016  Contact:  Medical  Staff  Secretary  ' 
additional  information. 

Physicians  Continuing  Education  Prograi 

1st  Thursday,  12:30  p.m..  Classrooms. 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N.  Wilmont  Road,  Tucson,  AZ  857 
Contact:  Eric  G.  Ramsay,  M.D.  Approved 
Category  1 credit. 

Family  Practice  Department  Meeting 

1st  Monday,  12  Noon,  (March,  June,  Se 
and  December)  Contact:  R.  Grossman,  M 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N.  Beaver  Street,  P.O.  Box  12 

Flagstaff  AZ  86002.  Contact;  B. 

Hirschberg,  M.D.,  CME  Program  Clini 

Conference.  Approved  for  category  1 ere 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm. 

Clinical  Conferences 

Weekly  Tuesdays,  12:30  p.m.,  Tollefson  F 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m..  Hospital  Conf.  F 

Mortality  & Morbidity  Conference 

1st  Thursday,  12:30  p.m..  Hospital  Conf.  F 

GOOD  SAMARITAN 
HOSPITAL 

1033  East  McDowell  Rd.,  Phoenix, 
Contact:  W.  J.  Howard,  M.D.  Approved 
category  1 credit. 

Anatomical  Path.  & Cytology 

Weekly,  Mondays  4:00-5:00  p.m.,  S-4  C 

Rm. 

Gynecological  Section  Conference 

2nd  Monday,  12:30-1:30  p.m..  West  Rm 


60  JANUARY  1982  • XXXVIlll  • 1 


St.  Luke’s 

FOCUS ’82 

A seminar  on  thoracic  medicine 

March  29-31, 1982 
The  Alamos  Resort  Hotel 
Scottsilale,  Arizona 


Course  Description: 

The  three-day  seminar  will  focus  on  the  latest 
developments  in  the  areas  of  bronchogenic 
carcinoma  and  coccidioidomycosis.  The  role  of 
immunotherapy  in  bronchogenic  carcinoma, 

CT scanning  of  solitary  pulmonary  nodules,  and 
the  appropriate  use  of  broncho -plastic  procedures 
with  bronchogenic  carcinoma  will  be  some  of 
the  topics  discussed.  Cocci  related  topics  to 
be  covered  will  include  the  role  of  immunotherapy 
in  cocci,  the  current  status  of  cocci  vaccines, 
and  cocci  in  the  immune  suppressed  patients. 


Faculty: 

Bronchogenic  Carcinoma— EG.  Pearson,  M.D., 
Toronto,  Canada  • Richard  Matthay  M.D.,  New 
Haven,  Connecticut  • Frederick  P.  Stitik,  M.D., 
Norfolk,  Virginia 

Coccidioidomycosis— Antonio  Catanzaro,  M.D., 

San  Diego,  California  • Demosthenes  Pappagianis, 
M.D.,  Davis,  California  • John  Galgiani,  M.D., 
Tucson,  Arizona 


Sponsored  by  St  Luke's  Hospital  Medical  Center 
Phoenix,  Arizona 


For  additional  information,  write  or  call: 

Christine  Campbell/ Medical  Meeting  Planner 

St.  Luke’s  Hospital  Medical  Center 

525  North  18th  Street /Phoenix,  Arizona  85006 

(602)251-8402 


>nday  Noon  Conference 

;ekly,  12:00-1:00  p.m.  R-2  Conf.  Rm. 

)rtality/Morbidity,  Surgery  Comm. 

d Monday,  11:30-2:00  p.m,,  West  Rm. 

istetrical  Section  Conference 

Monday,  12:30-1:30  p.m..  West  Rm. 

Imonary  Disease  Grand  Rounds 

!ekly,  12:00-1:00  p.m.,  D-5  North 

mily  Practice  Conference 

iekly,  Tuesday,  12:00-1:00  p.m.,  Fam. 
jctice  Conf.  Rm. 

diatric  Grand  Rounds 

I.  Tuesday,  7:30-8:30  a.m.,  Contact:  Paul 
rgeson,  M.D. 

oenix  Plastic  Surgery 
sidency  Conference 

iekly,  5 p.m. -6  p.m.,  Education  Building, 
ntact:  Robert  McGregor,  M.D. 

I & R Noon  Inservice 

d & 4th  Tuesday,  12  Noon,  R-2  Conference 
1. 

nical  Cancer  Fourm 

I Wednesday,  12:00-1:00  p.m.,  West  Rm, 
ntact:  John  A.  Bruner,  M.D. 

mbined  Cardiovascular  & Family  Practice 
nf. 

2nd,  & 4th  Wed.,  12:00-1:00  p.m.,  D-5 
rth. 

jrning  Disabilities 

iekly,  10:30-12:30  p.m.,  R-2  Conf,  Rm. 

IGYN  Dept.  Review  & Statistics 

eekly,  12:30-3:00  p.m.,  OBGYN  Conf.  Rm. 
necological  Pathology 

iekly,  Thursday.  1:00-2:00  p.m,,  S-4  Conf. 
1, 

Radiology  Conference 

Thursday,  12:00-1:00  p.m.,  F151, 


Radiology  Conf.  Rm. 

Phoenix  Uitrasound  Soc.  Meeting. 

Medical  Education  Building,  Contact:  Dr. 
Ben  Ora 

Neurology  Grand  Rounds 

Weekly,  Thursday,  9:00-10:00  am.,  D-5 
North. 

Surgical  Grand  Rounds 

Weekly,  7:00-8:30  a m.,  East  Room 

Tumor  Treatment  Planning  Conf. 

2nd  & 4th  Thursdays,  12:00-1:00  p.m.,  F151 
Radiology 

Joint  Tumor  Gyn  Conference 

2nd  Friday,  12:30-1:30  p.m..  West  Rm. 

Medical  Grand  Rounds 

Weekly,  Friday,  8:00-9:00  a m..  West  Rm. 
Neuropathy  Conference 
Last  Friday,  1:15-2:15  p.m.,  S-4  Morgue. 
Psychiatry  Grand  Rounds 

Weekly  Friday,  11:30-1:00  p.m..  East  Rm. 


KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E.  Ajo  Way,  Tucson,  AZ.  85713.  Contact: 
Eric  C.  Ramsay,  M.D.,  Approved  for  Category 
1 credit. 

Medical  Conference 

Weekly,  12:30  p.m..  Contact:  Chief  Medical 
Resident. 

Surgical  Connference 

Weekly,  Mondays,  Contact:  R.  Fischer,  M.D. 

Cardiology  Conference 

4th  Tuesday,  12:30  p.m..  Contact:  B.  Phibbs, 

M.D. 


Clinical  Pharmacology  Conference 

5th  Tuesday,  12:30  p.m..  Contact:  M.  Katz, 
Clinical  Pharm. 

Neurology  Conference 

1st  & 3rd.  Tuesday,  12:30  p.m..  Contact:  J. 
Laguna,  M.D. 

Radiology  Conference 

2nd  Tuesday,  12:30  p.m..  Contact:  M.  Baker, 
M.D. 

Medical  Conference 

Weekly,  Thursday,  12:30  p.m..  Contact:  Chief 
Medical  Resident 

OB/GYN  Pathology  Conference 

Weekly,  Thursday,  (except  2nd)  1:30  p.m.. 
Contact:  J Wurzel,  M.D. 

Psychiatry  Journal  Club 

Weekly,  Thursday,  12  Noon,  Contact:  Jose 
Santiago,  M.D. 

Medical  Conference 

Weekly,  Friday,  12:30  p.m..  Contact:  Chief 
Medical  Resident 


MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave.,  Phoenix,  AZ  85008 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.. 
Conference  Rms. 

Clinical  Conferences  * 

2nd  & 4th  Wednesday,  12-1  p.m..  Medical 
Staff  Lounge 
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Flexible  Sigmoidoscopy 

A course  for  the 
primary  care  physician 

Friday  and  Saturday,  February  26-27,  1982 
at  The  Alamos  Resort,  Scottsdale 

The  two-day  program  will  include  presentations  on 
the  role  of  flexible  sigmoidoscopy  in  cancer  sur- 
veillance, the  diagnosis  of  colon  lesions,  patient 
preparation,  examination  techniques,  and  equipment 
maintenance.  Saturday  practicum  session  at  St. 
Luke's  Medical  Center. 

The  program  has  been  approved  for  8 hours  of  Cate- 
gor\’  1 C.ME  credit. 

Sponsored  by  the  Department  of  Gastroenter- 
ology at  St.  Luke’s  Medical  Center,  Phoenix  in 
conjunction  with  the  Arizona  Society  of  Gastro- 
intestinal Endoscopy  , and  the  Phoenix  Society 
of  Gastroenterology  . 

For  additional  information,  contact: 

Christine  Campbell,  Medical  Meeting  Planner 
St.  Luke’s  Medical  Center,  S2S  North  18th  Street 
Phoenix,  Arizona  85006 
(602)  251-8402 


MARICOPA  COUNTY 
GENERAL  HOSPITAL 

2601  E.  Roosevelt,  Phoenix,  AZ  85008. 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p.m.,  Contact:  S.  Schaffner,  M.D. 

Chest  Surgery  Conference 

Weekly,  Mondays,  1:30  p.m.,  Santa  Cruz  Rm. 

Hematology  Conference 

2nd  Tuesday,  1:00  p.m..  Contact:  Walt 

Koppenbrink,  M.D. 

OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday,  12  Noon,  Santa  Cruz  Room 

Obstetrical  Problem  Conference 

Weekly  Tuesday,  7:30  a m.,  Yavapai  Rm. 

Orthopedic  Conference 

Weekly  Tuesday,  7:30  a.m.,  Santa  Cruz  Rm. 

Pediatric  Grand  Rounds 

2nd  Tuesday,  7:30-8:30  a m , Contact:  Robert 

Ganelin,  M.D. 

Urology  Discharge  Planning  Conference 

Weekly,  11:30  a m..  Station  42 
Hand  Surgery  Conference 
Weekly  Wed,  a m.,  Santa  Cruz  Rm. 
Neurosurgery  Discharge  Planning 
Weekly  Wed.,  1:30  p.m..  Station  42. 
OB/Neonatology  Seminar 
Weekly,  Wed.  7:30  a m.,  Yavapai  Rm. 

Clinical  Psychiatric  Conference 

Weekly,  Wed.,  11-12  p.m..  Mental  Health 

Annex,  Rm.  1346. 

Surgery  Conference 
Weekly  Wed.,  7-8  a m..  Surgical  Dept. 
Current  Concepts  in  Medicine  & Surgery 
1st  Thursday,  1 p.m..  Dr.  Hospital  Class  Rm., 
Contact:  Dr.  Tamsky. 

Cardiology  Conference 
Weekly  Thurs.,  2 p.m.,  Santa  Cruz  Rm. 
OB/GYN  Resident  Conference 
Weekly  Thurs.,  12  p.m.,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  Rm. 

OB/GYN  Surgical  Pathology  Conf. 

Weekly  Friday,  7:30  a m.,  Yavapai  Rm 
Orthopedic  X-Ray  Conference 
Weekly  Friday,  7:30  a m.,  Santa  Cruz  Rm 

MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  85201 
Contact:  Daniel  J.  Kuntz,  M D 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm. 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N.  20th  Ave.,  Phoenix,  AZ  85015. 
Contact:  Leonard  M.  Lapenson,  M.D., 
Approved  for  Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday,  12  noon,  5th  floor  auditorium. 

PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St.,  Phoenix,  AZ  85016 
Contact:  Leland  L.  Fairbanks,  M.D., 
Approved  for  category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  a m..  Contact:  D 

Randall,  M.D. 


Clinical  Staff  Teaching  Conference,  Rm.  A. 

Wed.  Weekly,  8:00  a m. 

Otolaryngology  Grand  Rounds 

4th  Wednesday,  4-5  p.m..  Conference  Rm  A, 
Contact:  N.  Wendell  Tood,  M D. 

Family  Practice/Emergency  Room  Teaching 
Conference 

Thursday  Weekly,  7:30-8:30  a m.,  Conf.  Rm. 
A,  Contact:  Drs.  L.  Fairbanks  & E.Y.  Hooper. 

PHOENIX  MEMORIAL 
HOSPITAL 

1201  S.  7th  Ave.,  Phoenix,  AZ 85036.  Contact: 
George  Scharf,  M.D.  Approved  for  Category 
1 credit. 

Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf.  Rm. 

Clinical  Conferences 

Weekly  Tuesday,  12:30  pm.,  Kiva 

Conference  Rm 

Tumor  Board  Conference 

Weekly  Friday,  12  p.m.,  Kiva  Conf.  Rm 

Contact:  H.  Kimball,  M D 

SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street,  Scottsdale,  AZ  85251. 
Contact:  W.  S.  Williams,  M D.,  Approved  for 
Category  1 credit. 

Family  Practice  Conference 
1st  Monday,  12:30  p.m..  Doctors’  Lounge 
Emergency  Medical  Services  Conference 
2nd  Monday,  12:30  p.m..  Doctors'  Lounge 
Neurology/Neurosurgery  Conference 
3rd  Monday,  12:30  p.m..  Doctors'  Lounge 


CPC  Conference 

4th  Monday,  12:30  p.m..  Doctors’  Lounge 

Pediatrics  Conference 

5th  Monday,  12:30  p.m..  Doctors’  Lounge 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m..  Doctors’  Loung 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Medical  Subspecialties 

5th  Tuesday,  12:30  p.m..  Doctors'  Lounge 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m.,  Doctors’  Loung 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors’  Loung 

Gl/Med/Surg/Radiology  Conference 

2nd  Friday,  12:30  p.m..  Doctors’  Lounge 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ  850 ;! 
Contact:  Joseph  C.  White,  M.D. 

OB/GYN  Section  Conference 

3rd  &4th  Mondays,  12:30-1:30  p.m.,  1st  FIc 

Conf.  Rm 

Genetics  Conference 

Weekly  Monday,  12:30  p.m.,  Pediat 
Department. 

Pediatric  Rounds 

Weekly  Monday,  Wed.  & Friday,  10:30  a.1 
Pediatric  Department.  ' 
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diatric  Grand  Rounds 

1 Tuesday,  7:30-8:30  a.m.,  Contact:  J.  Kipp 
larlton,  M.D. 

JG  Conference 

sekly  Tuesday,  12:30  p.m..  Pediatric 
ipartment. 

‘dical  Grand  Rounds 

jekly  Wednesday,  8 a.m.,  1st  Floor  Conf. 
lom. 

iiting  Professor  Formal  Presentation 

;ekly  Thursday,  8 a.m.,  PIMC 

siting  Professor  Informal  Presentation 

jekly  Thursday,  9:30  a.m.,  1st  floor  Conf. 
1. 

siting  Professor  Formal  Presentation 

sekly  Thursday,  12:30  p.m.,  PIMC 

phrology  Conference 

iekly  Fridays,  12:30  p.m..  Pediatric 

partment. 

ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

) N.  Wilmot  Road,  Tucson,  AZ.  Contact: 
c G.  Ramsay,  M.D.  Approved  for  Category 
redit. 

nily  Practice  Department  Meeting 

Tuesday,  12  p.m..  Contact:  Wm. 
teforte. 

hthalmology  Morbidity/Mortality  Conf. 

Tuesday,  12:15  p.m..  Contact:  Kim 
vards. 

rrent  Concepts  in  Medicine 

ekiy,  Tuesday,  12  p.m.,  Auditorium. 

natology-Oncology  Conference 

tWednesday,  12:15-1:15  p.m..  Contact:  S. 
mon,  M.D. 

ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

I North  18th  Street,  Phoenix,  AZ,  Contact: 
raid  L.  Hansbro,  M.D. 

'diac  Conference 

ekIy  Monday,  12:15  p.m..  Auditorium 

3st  Conference 

Monday,  12:15  p.m.,  Phillips  Auditorium 

gery  Conference 

Tuesday,  12:15  p.m..  Auditorium 

ergency  Medicine  Conference 

Wednesday,  12:15  p.m..  Auditorium 

diovascular-Thoracic  Record  Review 

Wednesday,  12:15  p.m..  Auditorium 

monary  Case  Conferences 

Thursday,  7:30  a.m.,  Phillips  Auditorium 

chiatry  Conference 

Thursday,  7 a.m..  Auditorium 

nbined  Medical  General 
ctice  Conference 

Friday,  12:15  p.m..  Auditorium 

:icology  Grand  Rounds 

Friday,  7:30  a.m..  Auditorium 

ithalmology  Conference 

Saturday,  8:30  a.m..  Auditorium 

ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1 W.  St.  Mary’s  Road,  Tucson,  AZ  85703. 
itact:  see  below. 

<thly  Specialty  Conference  — 

1.  of  Surgery 

Monday,  7:30  a.m,.  Century  Rm.  A, 
tact:  Med.  Staff  Office. 

nd  Rounds:  Medical  Surgical,  Family 
:tice,  Pathology,  Radiology 

ikiy  Thursday 


Emergency  Medicine  Lectures 

Weekly  Thursday,  8 a.m..  Century  Room  A. 

Mental  Health  Update 

1st  Friday,  11:30-1:00  p.m..  Century  Rm.  A. 

Cardiology  Conference 

Weekly  Friday,  8:00-9:00  a.m..  Century  Rm. 

Contact:  Anthony  Forte.  M.D. 


TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716. 
Contact:  Eric  G.  Ramsay.  M.D.  Approved  for 
Category  1 credit. 

Cardiology  Conference 

Weekly  Monday,  except  last,  12  Noon, 

Contact:  M.  Maximov,  M.D. 

Dermatology  Conference 

4th  Monday,  5:00  p.m..  Contact:  R.  Miller, 

M.D. 

Endocrinology  Conference 

Last  Monday,  12  p.m..  Contact  M.  Parker, 
M.D. 

Perinatal  Conference 

2nd  Monday,  7:30  p.m..  Contact:  J.  Lohman, 
M.D. 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon:  Contact:  C.  Peter 
Crowe,  Jr.,  M.D. 

Chest  Conference 

1st  Tuesday,  12  noon.  Contact:  William 
Nevin,  M.D. 

Hematology  Conference 

4th  Tuesday,  12  Noon,  Contact:  M.  Boxer, 
M.D. 

Infectious  Disease  Conference 

3rd  Tuesday,  12  noon.  Contact:  B.  Friedman, 
M.D. 

Nephrology  Conference 

2nd  Tuesday,  12  noon.  Contact:  Dr.  Seltzer. 

Orthopedic  Conference 

1st  Tuesday,  7:30  p.m..  Contact:  Jay  Katz, 

M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  p.m..  Contact:  Dr. 
Lightner. 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert  Foote, 
M.D. 

Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a.m..  Contact:  Dr. 
Fuchs. 

Family  Practice  Meeting 

2nd  Wednesday,  12:30  p.m.,  Jan.,  April,  July, 
& Cct.  Contact:  C.  Mangelsdorf,  M.D. 

Medical  Conference 

Weekly  Wednesday,  (except  last),  8:00  a.m.. 
Contact:  M.  Fuchs,  M.D. 

Neurology-Neurosurgery  Conference 

Weekly  Wednesday,  12  noon.  Contact:  H.  W. 
Buschsbaum,  M.D. 

Dermatology  Conference 

1st  Thursday,  12  noon.  Contact:  R.  Friedman, 

M.D. 

Neuroradiology  Conference 

Weekly  Thursday,  5:00  p.m..  Contact:  N. 
Komar,  M.D. 

Tumor  Conference 

Weekly  Thursday,  12  noon.  Contact:  Cancer 
Committee. 

Pulmonary/Infectious  Disease 
Case  Conference 

2nd  Thursday,  7:30  a.m..  Contact:  William 
Nevin,  M.D. 

G— I Conference 

Weekly  Friday,  12  noon.  Contact:  George 
Kerrihard,  M.D. 


Interhospital  Nuclear  Medicine  Conference 

Weekly  Friday,  7:15  a.m..  Contact:  S.V.  Flilts, 
M.D. 

OB/GYN  Conference 

1 St  Friday,  7:30  a.m..  Contact:  Charles  Parker, 
M.D. 

OB/GYN  Pathology  Conference 

3rd  Friday,  7:30  a.m..  Contact:  R.  Spark,  M.D. 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road,  Phoenix, 
AZ  85012.  Contact:  Alfred  Heilbrunn,  M.D. 
Approved  for  Category  1 credit. 

Gl  X-Ray  Clinical  Correlation  Conf. 

1 St  & 3rd  Monday,  1 p.m.,  Rm.  C435,  Contact: 
Drs.  Sanowski,  & Nielsen. 

Medical/Surgical  Gl  Conference 

1st  & 3rd.  Mondays,  3 p.m.,  Rm.  3134, 

Contact:  Dr.  Kozarek,  Ext  413.  Dr,  Mertz,  Ext 

493, 

Gl  Pathology  Conf. 

2nd.  & 4th  Monday,  1 p.m..  Path  Conf.  Rm, 
Contact:  Dr.  Sanowski.. 

Orthopedic  Surgery  Conference 

2nd.  Monday,  7:30  a.m.,  Rm  3134,  Contact: 

Dr.  Russo. 

Surgery  - Pathology  Conference 

4th  Monday,  4:00  p.m.,  Rm  2128,  Contact:  Dr. 
Mertz  & Dr.  Lanard. 

Vascular  Conference 

2nd  Monday,  3 p.m,,  Rm.  3134,  Contact:  Dr. 
Cintora 

Gl  Grand  Rounds 

Weekly  Tuesday,  1 p.m..  Contact:  Drs. 

Sanowski,  Kozarek,  after  Gl  Grand  Rounds 
Rm  T-5. 

Housestaff  Pulmonary  Disease  Teaching 
Conf. 

Weekly  Wed.,  3-4  p.m.,  Rm.  41 15,  Contact:  Dr. 
Rohwedder,  Ext.  388. 

Cardiology  Conference 

2nd  Thursday,  1 p.m..  Room  T-5,  Contact:  Dr. 

Habibzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  Contact:  Dr.  Rohwedder 
or  Dr.  Gill. 

Gl  Consultant  Rounds 

1st  Thursday,  1:30  p.m.,  Rm.  T-5. 

Medical  Service  Grand  Rounds 

Weekly  Friday,  1 1 a.m.,  Rm.  T-5,  Contact:  Dr. 
Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  a.m..  Room  T-5,  Contact  Dr. 
Zeller 

PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below.  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a.m. -2:30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m. 

TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85722. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 
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INTERNATIONAL  CATARACT  SURGERY  SYMPOSIUM  • 1982 


The  Alamos  Resort 


Febniarij  15-16-17, 1982 


Scottsdale,  Arizona 


Robert  M.  Sinskey,  M.D. 
Harold  A.  Stein,  M.D. 
Jerald  L Tennant,  M.D. 
J.  G,  F.  Worst.  M.D. 


Faculty 

Ronald  W.  Barnet,  M.D.  Larry  G.  Leiske,  M.D. 

Mr.  D.  Peter  Choyce  Steven  P.  Shearing,  M.D. 

Jonathan  Herschler,  M.D.  John  H.  Sheets,  M.D. 

Charles  D.  Kelman,  M.D.  William  C.  Simcoe,  M.D. 

This  year.  The  Symposium  offers  a unique  opportunity  — lOL  Instruction  Courses  taught  by  surgeons  who  have  designed 
and  developed  their  own  lens  implants. 

The  Symposium  will  also  offer  other  practical,  How-To  Courses,  including  the  fitting  of  aphakic  contact  lenses. 

Our  lecture  sessions  will  be  special  presentations,  providing  new  information  (and  some  surprises)  in  the  subjects  of 
Cataract/IOL  Surgery,  Contact  Lenses  and  Glaucoma. 


Monday.  February  15. 1982 

7:30-  8:00  Breakfast  (complimentary) 

In  The  Exhibit  Area 

8:(X)  • 8:40  Worst:  Special  Presentation  • 

Intraocular  Lens  implants.  Part  I 
8:45  ■ 10:15  (Instruction  Course  A)  Leiske: 

The  Leiske  !OL 

(Instruction  Course  B)  To  be  announced 
10:15  ■ 10:35  Break  - Visit  Exhibits 
10:35  - 11:15  Stein:  Sp>ecial  Presentation  - Alphakic 
Contact  Lenses 

11:15  - 11:55  Herschler:  Special  Presentation  - Glaucoma 
11:55  • 12:55  Lunch  (Complimentary)  " 

In  The  Exhibit  Area 

12:55-  2:25  (Instruction  Course  C)  Choyce; 

The  Choyce  lOLs 
(Instruction  Course  D)  Aphakic 
Contact  Lenses  - To  be  announced 
2:30  • 4:00  (Instruction  Course  E)  Tennant: 

The  Tennant  lOLs 
(Instruction  Course  F)  Barnet: 

The  Transiridectomy  • Clip  lOL 
5:00  • 7:(X)  Welcoming  Cocktail  Party  (Complimentary) 


Scientific  Program 
Tuesday.  February  16. 1982 
7:30  - 8:00  Breakfast  (Complimentary) 

In  the  Exhibit  Area 

8:(X)  - 8:40  Worst;  Special  Presentation  - 

Intraocular  Lens  Implants.  Part  11 
8:45  • 10:15  (Instruction  Course  G)  Simcoe: 

The  Simcoe  lOL 
(Instruction  Course  H)  Kelman; 

The  Kelman  lOLs 
10:15  • 10:35  Break  • Visit  Exhibits 
10:35  - 11:55  Faculty  Discussion  and  Questions  from 
The  Audience 

11:55  - 12:55  Lunch  (Complimentary) 

In  The  Exhibit  Area 

2:25  (Instruction  Course  I)  Stein;  The  iris-suture 

lOL  and  The  Severin  lOL  for  Intracapsular 
Extraction  «•  • 

(Instruction  Course  J)  Sheets; 

The  Sheets  lOL 

4:00  (Instruction  Course  K)  Shearing: 

The  Shearing  lOL 
(instruction  Course  L)  Aphakic  Contact 
Lenses  - To  be  announced 

Approved  for  17  Hours  CME  Category  1 Credit 


12:55- 


2:30- 


Wednesday.  February  17. 1982 

7:30-  8:00  Breakfast  (Complimentary) 

In  The  Exhibit  Area 

8:00  • 8:40  Worst:  Special  Presentation  - 

Intraocular  Lens  implants.  Part  111 

8:45  - 10:15  (Instruction  Course  M)  Sinskey: 

The  Sinskey  lOL 
(Instruction  Course  N) 

To  be  announced 

10:15  - 10:45  Break  - Final  opportunity  to  visit 
exhibits 

10:45  ■ 12:05  Faculty  Discussion  and  Questions 
From  The  Audience 

12:05  Lunch  (Complimentary) 


For  registration  information  please  write: 

The  Eye  Foundation  421  North  16th  Street 


Suite  105  Phoenix,  Arizona  85006  Phone:  (602)  257-1077 


Medical  Surgical  Chest  Conference 

Weekly  Tuesday,  2 p.m.,  Contact:  Dr.  Young 

Medical  Grand  Rounds 

Weekly  Wed.,  12-1:00  p.m.,  VA  Hospital  Staff 

Conf.  Rm.  & (AHSC),  Contact:  Jay  Smith, 

M.D. 

Surgical  Grand  Rounds 

Weekly  Wed.,  4:00  p.m..  Contact:  Dr.  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm. 
N318.  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m..  Bldg.  107, 

Contact:  J.  Fitzharris,  D.O. 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly  Friday,  12  p.m..  Contact:  Dr.  Sibley. 


YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield,  M.D,  Approved  for  category  1 
credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday,  7:00  a m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a m. 


U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine,  Tucson, 
AZ  85724.  Robert  M.  Anderson,  M.D.,  Dir.  of 
CME.  Contact:  See  below.  Approved  for 
category  1 credit. 

Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc. 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly  Thursday.  4-5  p.m..  Room  5403 
Anesthesiology  Case  Discussion 

Weekly  Wed.,  7:00  a.m.,  AHSC.  Dining  Rm. 
C&D. 

Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m.,  AHSC  Dining  Room, 
C&D,  Contacts;  Drs.  Otto  & Zehngut. 
Cancer  Center  Tumor  Board  Seminar 
3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC 

Auditorium,  Contact:  Cancer  Center 
Cardiac  Catheterization  Conference 
Weekly  Friday,  4:00  p.m..  Contact:  Dr. 
Temkin. 

Cardiology  Research  Conference 

Weekly  Tuesday,  7:30  a m..  Contact:  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact:  Dr. 
Byrne-Quinn 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5505. 


Contact:  Jerry  Goldston,  M.D.,  Departmcj 
of  Surgery. 

Dermatology  Rounds 
Weekly  Wed.,  1 1 :30  a m..  Contact:  Dr,  Lynq 
Endocrinology  Seminar 
Weekly  Thursday,  12-1  p.m..  Contact:  C: 
Johnson  ( 

Emergency  Medicine  Grand  Rounds 
Tuesdays,  9 a.m.,  AHSC,  Contac:  [; 
Sanders  / 

Gl  Pathology  Conference 
4th  Friday,  1:30  p.m.,  AHSC,  Contact:  ; 
Paplanus  ; 

Gl  Radiology  Conference 
2nd.  & 4th  Mondays,  7:30  am.,  AHS( 
Contact:  Dr.  T.  Hunter  ; 

Head  & Neck  Tumor  , 

Management  Conference  \ 

Weekly  Wed.,  4:00  p.m..  Contact:  C, 
Manning  ^ 

Hematology-Oncology  Clinical  Conferencii 
1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  65Ci 
Contact:  S.  Salmon,  M.D.,  Dept,  of  Interri 
Medicine.  I 

Medical  Grand  Rounds  j 

Weekly  Wed.,  12-1  p.m.,  AHSC,  Contact:  D 
J.  Smith.  i| 

Neuromuscular  Disease  Conference 
Weekly  Friday,  1 1:30  a m..  Contact:  Dr.  Ste; 
Neuropathology  Review  Conference 
Thursdays,  8:30  a m.,  Rm.  5120,  UAHSC. 
Neuroradiology  Conference  i 

Weekly  Thurs.,  5:00  p.m..  Contact:  Dr.  P.. 
Christenson 
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SOUrHWESTERN 

CARDIOI^SCUUIR 

SYMPOSIUM 

sponsored  by  Departments  of  Cardiovascular  Surgery  and 
Cardiology,  St.  Luke's  Medical  Center,  Phoenix,  Arizona 

April  30  - May  1, 1982 

The  Hyatt  Regency  Hotel,  Phoenix 

Guest  Faculty: 

E.  STANLEY  CRAWEORD,  M.D.,  Professor  of  Surgery,  Baylor  College  of  Medicine, 
Houston,  Texas.  JAMES  S,  EORRESTER,  M,D„  Professor  of  Medicine,  UCLA  School  of 
Medicine,  Los  Angeles,  California.  DONALD  C.  HARRISON,  M,D„  President  Ameri- 
can Heart  Association;  Chiet  Cardiology  Division,  Stanford  University  School  of 
Medicine,  Palo  Alfo,  California.  VOLKER  SCHLOSSER,  M.D.,  Professor  and  Chair- 
man, Departmenf  of  Cardiovascular  Surgery,  University  of  Ereiburg,  Ereiburg,  West 
Germany.  MARKO  TURINA,  M.D.,  Professor  and  Chairman,  Departmenf  of  Cardio- 
vascular Surgery,  University  of  Zurich,  Zurich,  Switzerland.  JURO  WADA,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Cardiovascular  Surgery,  Tokyo  Women's 
Medical  College,  Tokyo,  Japan.  ERNST  WOLNER,  M.D.,  Professor  and  Chairman, 
Second  Surgical  Unit  University  of  Vienna,  Vienna,  Ausfria. 

Symposium  Co-Chairmen: 

George  Bandy,  M.D.,  Cardiology 

Cecil  C,  Vaughn,  M.D.,  Cardiovascular  Surgery 

For  additional  information,  contact: 

Chrisfine  Campbell,  Medical  Meefing  Planner 
St  Luke's  Medical  Confer 
525  N.  18fh  Sfreet  Phoenix,  Arizona  85006 
(602] 251 -8402 


ruromuscular  Journal  Conference 

d & 4th  Thursday,  7-9  p.m.,  Contact:  Dr. 
ern. 

‘uropathology  Case  Review 

sekly  Friday,  8:30  a.m.,  AHSC,  Contact:  Dr. 
Johnson. 

rurosciences  Seminar 

sekly  Tuesday  & Friday,  7:30  a m.,  AHSC, 
)ntact:  Dr.  C.  Bamford 

jclear  Medicine 

eekly  Thursday,  7:30  a.m.,  AHSC 
idiology  Conference  Rm. 

}hthalmology  Grand  Rounds 

J Friday,  7:30  a m.,  AHSC,  Contact:  Dr.  J. 
irschler 

thopedic  Rounds 

turday,  8:00  a.m..  Contact:  Dr.  Peltier. 

in  Conference 

t Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
kD,  Contact:  Drs,  Hameroff  & Cork. 

thology  Seminar 

3ekly,  4:30-5:30  p.m.,  AHSC,  Rm.  5120. 

)ntact:  Dr.  P.  Finley 

cson  Pathologist  Conference 

t Monday,  7:30  p.m.,  AHSC,  Contact:  Dr.  A. 

Graham. 

diatric  Grand  Rounds 

d & 4th  Tuesdays,  12  p.m.,  AHSC,  Contact: 
[.  H.  Thompson. 

diatric  Problem  Patient  Conference 

;ekly  Wed.,  8:00  a.m..  Contact  Dr.  Walson 
diatric  Research  Forum 
|;ekly  Tuesday,  7:30  a.m..  Contact:  Dr, 
Ties  Jones 


Pediatric  Specialty  Conference 

Weekly  Friday,  8:00  a.m..  Contact:  Dr.  Philip 
Walson. 

Psychiatric  Grand  Rounds 

Weekly  Wednesday,  5:30  p.m.,  AHSC,  Rm. 
8403,  5th  Floor  Auditorium 

Psychiatric  Monthly  Case  Conference 

2nd  Friday,  7:30  a.m.,  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital 

Pulmonary  Rounds 

Weekly  Friday,  11:30  a.m..  Contact:  Dr. 
Benjamin  Burrows. 

Chest  Radiology 

Weekly  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich,  M.D., 
Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 

Weekly  Wednesday,  7:30  am.,  AHSC, 
Contact:  Dr.  Christenson 

Radiation  Oncology  Planning  Conference 

Weekly  Friday,  8:30-10:00  a m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr.  Freundlich 
Gastrointestinal  Radiology 
Weekly  Tuesday,  5-6  p.m.,  AHSC,  Contact: 
Radiology  Dept. 

Radiology-Rheumatology  Conference 

Weekly  Thursday,  7:45  a.m.,  UAHSC,  Library 
Rm.1535C. 

Uroradiology  (Genitourinary  Radiology) 

2nd  & 4th  Mondays,  7:30-  8:30  a.m.,  AHSC, 
Contact:  Dept,  of  Radiology 


Renal  Pathology  Conference 

1st  & 3rd  Thurs.,  11:30  a.m..  Contact:  Dr. 
Nagle. 

Residents  Noon  Conference 

Weekly  Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 

Resident’s  Conference 

Wednesday,  weekly  5-6  p.m.,  Diag. 
Radiology  Conf.  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  a.m.,  Rm.  5403,  AHSC, 

Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 
Weekly  Wed.,  8:00  a.m.,  Contact:  Dr. 
Wangensteen. 

Vascular  Surgery  Conference 

Weekly  Tuesdays,  5-6  p.m.,  AHSC  Dining 
Room  E. 

Joint  Thyroid  Conference 

1st  & 3rd  Tuesdays.,  1-2:00  p.m.,  AHSC,  Rm. 
6505,  Contact:  S.  C.  Werner,  M.D. 

Trauma  Conference 

Monday, 4:00  p.m.  UAHSC,  Rm.  4410, 
Contact:  Dr.  Peltier. 

Toxicology  Conference 

Weekly  Tuesday, 8:00a.m.,  Contact:  Dr.  Keith 

Likes 

Tucson  Ultrasonography  Group 

Weekly  Wed.,  4:30  p.m.,  AHSC,  Contact:  Dr.  I. 
Freundlich. 

General  Urology  Conference 

Weekly  Thursday,  12:00  noon,  AHSC  & VA 
Hospital  Contact:  Dr.  G.  W.  Drach.  * 
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Our  trauma  team  . . . 


The  ability  to  mobilize  people  and 
facilities  on  a moment’s  notice  is 
essential  in  treating  trauma  victims.  The 
Lincoln  Hospital  Trauma  Center  has 
adopted  a systematic  team  response  to 
and  established  protocols  for  the 
treatment  of  the  critically  injured  patient. 
Because  the  Lincoln  Hospital  Trauma 
Center  is  a total  medical  service,  there  is 
no  need  to  contact  a specific  physician 
when  making  a referral.  Simply  call  the 
Trauma  Center's  toll-free  line. 
PHYSICIAN  REFERRAL  LINE 
1-800-352-7981 


John  C.  Lincoln  Hospital 
TRAUMA  CENTER 

9211  North  Second  Street 
Phoenix,  Arizona  85020 


When  time  counts  . . . count 
on  the  24-hour  services  of  the 
Lincoln  Hospital  Trauma  Center! 


the  fine  line  between  life  and  death 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
bound  books.  Choose  from  30  different 
colors  of  durable  Library  Buckram 

$14.00  per  volume,  (name  imprint  $1.00) 
$15.50  Imitation  Leather,  (rules  .50  each) 

Inquire  about  quantity  discounts. 

Free  local  pickup  and  delivery  on  10  volumes 
or  more 

Minimum  order  is  $25.00 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
Phoenix,  Arizona  85009 
272-9338 


Wickenburg  has  been  an 
exciring  meeting  site  since  1868. 

V\Tiere  have  vou  been? 

Ilf  the  tncndlv.  pioneer  tr.idition  of  W estern  hospitnhrv, 
the  W’lckenbuTL’  Inn  in\'ires  vou  to  a secluded,  rustic- 
modern  tennis  and  yuest  ranch  just  60  miles  northuest 
ot  Phi>enix 

The  pleasing  ditterence  vou  11  find  — endless  sun- 
shine. clear  dese/t*mountain  air.  cactus  covered  hills,  trail 
rides,  steak  fries  - is  the  same  world  that  greeted  the 
first  W ickenburg  rendein'c^us  in  1868 

Our  casitas.  ranch  lodge,  pcxil.  1 1 acrvlic  a>urts.  stables 
and  ci^mplete  meeting  facilities  blend  beautifully  into 
a majestic  Old  West  setting  for  seminars,  conferences  and 
executive  board  meetings  for  up  to  75  people 
To  reserve  the  perfect  setting  for  your  best 
meeting  ever,  contact  our  Sales  Director  at 
(602)684-7811. 


THEWICKENBUnCINN  TO 

*Er4r.iB  ir.M  uanch 

POBoxP  Dept  AM  Wickenburg  A2  85358 


66  JANUARY  1982  • XXXVIlll  • 1 


WHAT  IS  YOUR 
REPUTATION 
WORTH, 
DOCTOR? 


We  at  the  MICA  organization  devote  100%  of  our  energies  to 
protecting  you  and  your  reputation  - we  concentrate  on 
medical  malpractice  insurance. 

While  other  insurance  carriers'  principal  business  is  generally 
not  medical  malpractice  insurance,  it  is  our  main  interest  - that 
is  why  MICA  was  formed  by  organized  medicine. 

Our  staff  is  well  trained  and  experienced  in  medical 
malpractice  insurance  - we  don't  handle  "Fender  benders",  fire 
insurance,  etc.  Should  you  ever  have  a claim  made  against 
you  - you  will  be  glad  you  decided  to  insure  with  MICA  - 
the  company  you  own. 


For  more  facts,  please  call  the  MICA  Underwriting 
Department  (602)  271-4019 
or  toll  free  (800)  352-0402 


may. 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA  Sponsored  by:  Arizona  Medical  Association 

Arizona  Osteopathic  Medical  Association 
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MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 
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18  West  Kaler 
Madison  Meadows 


• Courtyard  Entry 

• 3 Bedrooms 

• 17  X 35  Pool 

• Outdoor  Ramada 

• 13,500+  Sq.  Ft.  Lot 

• Total  Security  System 

• Modern  French  Architecture 

• Lushly  Landscaped 
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Classified 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


|.  Prekup  & Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central.  Suite  509-C  Phoenix.  Az  8501 2 
(602)  279-1884 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


SEI.I.ARI3  ENORAV  INO 

Calligraphy 

Certificates 

Award  Plaques 

Engraving 

Jewelry 

Gifts 

One  Day  Service 

Town  and  Country  Shopping  Center 
2051 -A  East  Camelback  Road 
Phoenix,  Arizona  85016 
Telephone:  (602)  956-4270 


“YES,  THEY 

REPUTABLE 

SERVICE” 


House  of  Mailings 
P.O.  Box  9432 
Phoenix,  AZ.,  85068 
(602)  942-3708 


ARE  A 
BILLING 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 
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PROFESSIONAL 

OPPORTUNITIES 

BROW  WITH  US  IN  SUNNY  ARIZONA 

rhe  INA  Healthplan  needs  physicians  in 
amily  practice  and  most  specialties  in 
"ucson  and  Phoenix.  Competitive 
alaries  and  comprehensive  benefits 
ncluding  a professional  development 
)rogram,  retirement  plan,  and  group 
ncentive  bonus  are  provided.  If  team 
nteraction  and  casual  living  interest 
'ou,  send  your  CV  to:  Professional 
delations,  INA  Healthplan,  Inc.,  6115 
slorth  7th  Street,  Phoenix,  AZ  85014. 

PEEKING  POSITION 

>eative,  Ph.D.,  certified  counselor, 
vriter,  eclectic  health  researcher 
ooking  for  private  and/or  group 
lounseling  position  or  unique 
lounseling  opportunity.  Well  versed  in 
arious  traditional  and  non-traditional 
ipproaches  to  health  and  rehabilitation, 
’sychospiritual  orientation.  Have 
nedical  as  well  as  multidisciplinary 
lackground  with  much  to  share.  Will 
;onsider  part-time  opportunity. 
Velcome  creative  responses, 
’elephone:  (602)  947-6954  or  write  Box 
■2,  c/o  Arizona  Medicine,  810  W. 
Jethahy  Home  Road,  Phoenix,  AZ 
15013. 

>RACTICE  FOR  SALE 

■stablished  internist  wanting  to  retire. 
Office  is  located  in  a professional  plaza, 
>n  a major  street,  and  is  convenient  to 
Doctor’s,  St.  Luke’s,  and  Good 
Samaritan  Hospitals.  Selling  physician 
)pen  to  negotiations  for  sale  of  building 
md  land.  Call  (602)  279-1884. 


REAL  ESTATE 

iLL  NEW  DELUXE  SUITES 

Deluxe  suites  (all  sizes)  to  your 
iPecifications.  Covered  parking; 
’harmacy;  piped-in  music.  2 min.  to 
Desert  Samaritan  Hospital.  Lease 
icentives.  Desert  Medical  Plaza,  941 
South  Dobson  Road,  Mesa,  AZ  (602) 
|62-4368.  Maggie  Miller. 


OSBORN  MEDICAL  CENTER 

444  West  Osborn  Road.  A high  quality 
medical  building  in  an  excellent  Central 
Corridor  location  near  St.  Joseph’s 
Hospital  has  full  service  office  suites 
available  for  1-4  doctor  practices  at 
competitive  rates.  Attached  parking 
garage  for  doctors  and  staff,  radiology 
and  retail  pharmacy  on  premises.  For 
details  call  H.  Higgins,  Manager,  (602) 
277-2993. 


DOCTORS  OFFICE  FOR  SALE 

3610  North  15th  Ave.  — $135,000— 1900 
sq.  ft.  Perfect  for  2 or  3 physicians.  First 
mortgage  assumable  at  7 1/2%.  Owner 
will  carry  — reasonable  cash  down  — 
very  flexible.  Owner  will  lease  back  til 
5/82.  FORD  PROPERTIES:  Call  Mickey 
Burke  (602)  941-5547, 996-5100,  or  266- 
7068. 

PART-TIME  NORTHSIDE  MEDICAL 
OFFICE 

Fully  furnished,  five  afternoons  a week  - 
Next  door  to  John  C.  Lincoln  Hospital. 
Call:  Bruce  Thoeny,  Manager 
(602)  264-5553. 

MEDICAL  SUITES  FOR  LEASE 

Medical  office  space  available  for  lease, 
with  suites  ranging  from  718-1648 
square  feet,  in  the  North  Phoenix 
Medical  Center,  9200  North  Third  Street, 
adjacent  to  John  C.  Lincoln  Hospital 
and  Trauma  Center.  Reasonable  rental 
rates  are  offered  with  flexible  lease 
terms  and  leasehold  improvement 
allowance.  For  further  information, 
contact  Harold  Kennedy,  Association 
Administrator,  John  C.  Lincoln  Hospital 
and  T rauma  Center,  921 1 North  Second 
Street,  Phoenix,  Arizona  85020,  or  call 
(602)  943-2381,  Ext.  1201. 


BEAUTIFUL  CONDOMINIUM 
Condominios  Pilar 
San  Carlos  Bay,  Mexico 
For  Rent 

Two  Bedroom,  Two  Bath,  Fully 
equipped.  Beautiful  180  degree  view  of 
the  ocean.  Swimming  pool.  Boating. 
Fishing.  Restaurant.  $65  a day  plus 
utilities  and  maid  service. 

Call  (602)  795-4925  for  reservations.  Ask 
for  Marge. 


SKI  SUNRISE 

One,  2 and  3 bedroom  condominiums  at 
Sports  Village  in  Pinetop,  Arizona  — 
Daily,  weekly  and  monthly  rates.  For 
information  call:  (602)  954-5270 


PINETOP  MOUNTAIN  CABIN  — 

FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  Winter  activities,  such  as  skiing 
the  White  Mountains  of  Arizona.  Call  Dr. 
Carl  Peiser  in  Winslow  - (602)  289-2371 
days,  289-5081  evenings. 

FLAGSTAFF  OFFICE  AVAILABLE  FOR 
RENT 

General  practice  or  specialty,  lab,  x-ray, 
nurses  station,  surgery  room,  two 
examining  rooms,  large  waiting  room. 
Contact:  Fred  Croxen,  P.O.  Box  542, 
Flagstaff,  AZ  86002  (602)  774-1020. 

ATTENTION  PROFESSIONALS 

Why  rent  when  you  can  own?  Are  you 
renting  your  telephone  system  from 
Mountain  Bell?  If  so,  you  are  over- 
paying! Why  not  let  the  professional  at 
Interstate  Telecommunications,  Inc. 
compare  your  Bell  system  against  our 
systems.  We  can  show  you  a cost 
effective,  state-of-the-art,  telephone 
system  for  a fraction  of  the  cost; 
because  with  the  money  you  normally 
pay  Bell,  you  will  be  paying  on  yourown 
system.  Give  us  a call  today!  We’ve  got 
your  number  — 

Interstate  Telecommunications,  Inc., 
3507  North  Central  Avenue,  Suite  300, 
Phoenix,  Arizona  85012.  Telephone: 
(602)  263-5332. 

FOR  SALE 

One  complete  Refraction  Room 
Equipment,  Greens  Refractor,  Hydrolic 
chair,  Slit  Lamp,  Loose  Lens  set  with 
frame  and  beautiful  cabinet.  Remote 
control  switches  and  for  hand 
instruments  - at  $3500.  E.  G.  Barnet, 
M.D.,  (602)  264-7957. 

FOR  SALE: 

23.52  carat  emerald  cut  aquamarine 
ring,  white  gold  setting.  GIA  appraisal 
$2980.  Sacrifice  $1500.  Write:  P.O.  Box 
121,  c/o  Arizona  Medicine,  810  West 
Bethany  Home  Road,  Phoenix,  Arizona 
85013. 
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Depression  Scores 


FOR  THE  7 OF  10  NONPSYCHOTI 


Clear  corielotion  between  anxiety  and  depression' 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees^  Data  based  on  a 
sampling  of  100  oufpafienfs  (64  male,  36  female)  seen  ot  a general  psychiafric  clinic. 

-Adapted  from  Claghorn,  J The  anxiefy-depression  syndrome  Psychosomatics  /;  438-441,  Sepf-Oct  1970. 
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DEPRESSED  PATIENTS  WHO  ARE 
_ ALSO  ANXIOUS'’^ 


Most  deptessed  patients  ate  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychatic  patients  with  symptams  of 
depression  have  concamifanf  sympfams  of  anxiefy.''^  One  aufhor  found  a distincf 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.^  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.'' 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  v\ay  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium®  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  at  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  respanse  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.®  Despite  a higher  incidence  at 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactians  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35.- 1359- 1365,  1978.  3.  Claghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  //.'438-441,  1970.  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  fhe  American  Psychiatric 
Association.  Am  J Psychiatry  /37:1163-1172,  1980.  5.  Feighner  JP  efal.  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its'components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  6i:2]7 -225,  1979. 


In  moderate  deptession  and  anxiety 

Umbitrole 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Ple<Be  see  summary  of  product  information  on  next  page. 


LIMBITROL®  TABLETS  Tronquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  intormotion, 

0 summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  axidase  (MAO)  Inhibitors  or 
withm  14  days  following  discontinuation  of  MAO  Inhibitors  smce  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increosing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings;  Use  with  great  core  in  potients  with  history  of  urihory  retention  or 
angle-closure  glaucoma  Severe  constipotion  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cordiovoscular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  Infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  ond 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tronquilizers  during  the  first 
trimester  should  dimost  dlwoys  be  avoided  becouse  of  Increased 
risk  of  congenital  malformations  os  suggested  In  several  studies. 
Consider  possiblilty  of  pregnoncy  when  Instituting  therapy;  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependehce  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrowal  symptoms 
following  discontinuation  of  either  compohent  alone  have  beeh  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  m 
nvperthyro  d patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  companent  may  block  ocfion  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  hos  not  been  evoluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precoutions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
otoxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulacytopenia,  jaundice  and  hepatic  dysfuhction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  beeh  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syhcope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  pcral^ic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilio,  purpura,  thrombocyfopenio 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tohgue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
ahd  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinory 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive,  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individuolize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  token  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initiol  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  ta  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  tour  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diozepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  cantaining  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — battles  of  100  and  500,  Tel-E-Dose'* 
packages  of  100,  avoiloble  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  contoining  10  strips  of  10,  Prescription  Paks  of  50 
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WHAT  IS  YOUR 
REPUTATION 
WORTH, 
DOCTOR? 


We  at  the  MICA  organization  devote  100%  of  our  energies  to 
protecting  you  and  your  reputation  - we  concentrate  on 
medical  malpractice  insurance. 

While  other  insurance  carriers'  principal  business  is  generally 
not  medical  malpractice  insurance,  it  is  our  main  interest  - that 
is  why  MICA  was  formed  by  organized  medicine. 

Our  staff  is  well  trained  and  experienced  in  medical 
malpractice  insurance  - we  don't  handle  "Fender  benders",  fire 
insurance,  etc.  Should  you  ever  have  a claim  made  against 
you  - you  will  be  glad  you  decided  to  insure  with  MICA  - 
the  company  you  own. 


For  more  facts,  please  call  the  MICA  Underwriting 
Department  (602)  271-4019 
or  toll  free  (800)  352-0402 


MKA. 
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Arizona  Osteopathic  Medical  Association 


DRAMATIC 

NEWCLNCAL 

PROOF’ 

In  the  treatment  of  impetigo- 

* KX)%  cure  rate  with 

Ttegopen*(cloxacillin  sodium] 

• only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

‘Data  on  file,  Bristol  Laboratories. 


Brief  Summary  of  Prescribing  Inlormatlon 

TEGOPEN^ 

(cloxacillin  sodium) 

Capsules  and  Oral  Solullon 

For  complete  information,  consult  Official  Package  Circular  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  Is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  In  such  patients  in 
whom  a staphylococcal  infection  Is  suspected  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed. 

IMPORTANT  NOTE 

When  It  Is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci. 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  It  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resIstant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penlcillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  sfaphylococcal  Isofates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
peniclllinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known. 

(iloxacillin  sodium  is  a compoundthatactsthroughamechanismsimilar  tothatofmethicillin 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  peniciliins. 

Methiciilin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  Ihe  penicillins  is  a contraindication. 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18(47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup. 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication. 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus.^ 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic’’  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth.  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K. 


TEQOPEIi 

(doxacin  sodlrn] 

-effective  theiapy  for  staph  infections 
of  the  skin  arid  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy.  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  he  discontinued  and  the  patient  treated 
with  the  usual  agents,  e.g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  tor  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  he  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  Mildly  elevated  SGOT  levels  (lessthan  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg.  q,6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption. 

INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in  bottles  of  100. 

Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


Copyright®  1981,  Bristol  Laboratories 


Partnership  with  Arizona 
medicine  for  one  quarter  century! 


fc:  .• 


For  25  years,  Camelback  Hospitals  have 
maintained  a working  partnership  with 
Arizona’s  medical  profession  in  offering 
eminent  psychiatric  facilities  for  the  care 
and  treatment  of  emotionally  and  mentally 
ill  patients. 

Services  doctors  understand  & appreciate 

As  non-profit  community  facilities,  Camel- 
hack  Hospitals  offer  psychiatric  seivices 
unavailable  at  most  institutions: 

• Totally  separate  programs  for  adults, 
young  adults,  adolescents  and  older  adults. 

• Intensive  diagnostic  and  short-term 
treatment  for  all  age  groups. 

• Progressive  approaches  to  the  treatment 
of  alcohol  and  drug  abuse. 

• A special  Activity  Center  with  art,  music, 
dance,  recreation,  occupational  therapy 
and  personal  effectiveness  programs. 

• Individual,  group  and  family  therapy 
with  special  psychodrama  sessions. 

• Day  Treatment  Program. 


A pleasant,  different  kind  of  atmosphere 

Patients  enjoy  bright,  sunny  buildings, 
designed  for  psychiatric  treatment  and 
rehabilitation.  Special  emphasis  is  placed 
on  providing  each  patient  with  a more 
complete  understanding  of  himself,  so  that 
he  can  participate  in  his  therapy  with 
insight  and  intelligence. 


Camelback  Hospitals 


Scottsdale  Camelback  Hospital 
7575  E.  Earll  Drive 
Scottsdale,  AZ  85251 
(602)  941-1108 


Phoenix  Camelback  Hospital 
5055  N.  34th  Street 
Phoenix,  AZ  85018 
(602)  955-6200 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Let  the  Horizon® 

Communications  System  work  for 
your  Health  Care  Facility. 

As  a health  care  professional,  you  have 
unique  communications  needs.  You  require  a 
system  you  can  depend  on  to  improve  pro- 
ductivity and  cost  containment. 

The  system  is  Horizon.®  It's  a flexible 
communications  system  that  will  grow  as 
your  practice  grows.  You  can  design  it  to 
meet  the  needs  of  your  practice  and  help  in- 
crease the  productivity  of  your  staff. 

Ask  the  people  at  the  Denver  Arthritis 
Clinic.  They  were  struggling  along  with  a 
non-Bell  system  they  couldn't  depend  on.  “It 
was  okay  when  it  worked,”  saysjohn  Reid, 
clinic  administrator,  “but  it  didn’t  work  often 
enough.  And  trying  to  get  it  serviced  was  a 
nightmare.” 

So  he  called  in  the  Bell  team  of  health 
care  specialists.  “They  took  the  time  to 
analyze  our  needs  and  make  a presentation 
on  the  system  best  for  us.  They  were  exactly 
right  with  the  Horizon.  We  like  it  so  well, 
we’ve  ordered  another  one  for  our  satellite 
office.” 

Find  out  for  yourself.  Call  us  toll-free 
at  l-800-525-2323.(hi  Colorado,  call  1-800- 
332-2351).  Let  the  Horizon  Communications 
system  work  for  your  business. 

Mountain  Bell 


The  knowledge  business 


BEWARE 

THE 

WINTER 

WEATHER! 


RU-TUS 

Dispel  the  Clouds  of  Fall  arv 


RU-TUSS 

TABLETS 


Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 


Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  ontihistominic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 
(12  years  and  over}. 


EUEVERS 

finter  Respiratory  Discorritort 


RIHUSS 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
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propanolamine combine  to  exert  a vasoconstnctive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
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activity  of  Ru-Tuss  Tablets 
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ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
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Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
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Children  6 to  12  years  of  age  '6  the  adult  dose,  not  to  exceed  6 teaspoontuls 
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Computed  Neurological  Scanning  Center 
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Video  Documentation 

FAST  □ EFFECTIVE  □ INDISPUTABLE 


Today  more  companies,  professionals,  and  individuals 
are  turning  to  video  documentation  for  a wide  variety  of 
applications.  In  many  cases  video  proves  to  be  less  expensive 
and  more  effective  than  photography  and  paper  documen- 
tation, Video  alone  delivers  a total  picture.  Video  combined 
with  audio  tells  the  total  story. 

At  United  Video  Services  (UVS),  we  provide  our  clients 
with  a complete  and  professional  service.  Our  response  is 
fast,  our  work  is  concise  and  innovative,  and  we  are  sensitive 
to  the  unique  demands  and  individual  end-usage  of  each 
project.  A sampling  of  UVS  video  applications  include: 


Business  & Medical 
Training  Films 

Product/Service 

Presentations 

Household  & Company 
Inventories  (insurance 
and  inventory  control) 


Investigations 

Wills 

Education 

Construction  Inspection 
& Documentation 

Depositions 


For  more  information  about  UVS, 

or  to  find  out  how  video  documentation 

can  best  serve  you  or  your  business,  call  or  write  to: 


United  Video  Sendees 

4820  North  74th  Street 
Scottsdale,  AZ  8525 1 

(602)  994-5975 
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features  11  acrylic  courts  and  a guest-teaching  pro  ratio  of 
5 to  lor  less  It’s  just  what  your  game  needs - 
a Super  Two  days  of  tennis! 

See  your  Travel  Agent,  or  call  1-684-7811 
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Our  goal  at  National  Medical  Enterprises  is 
to  help  you  establish  a comfortable  and 
successful  Primary  care  practice. 

Where  you  want  it. 

How  you  want  it. 

It's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

So  whether  you’re  interested  in  solo, 
partnership  or  a group  practice,  you  should 
contact  NME. 

we  re  the  experts! 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director.  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles,  California  90025. 

Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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Figure  1 

ECG  gating:  the  R wave  of  the  electrocardiogram  signals  t 
camera  to  take  a series  of  pictures.  Each  picture  is  a compos' 
of  cardiac  cycles  (6-8  for  first  pass  — 300-500  for  gated  bloo' 
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Abstract 

Radionuclide  ventriculography  is  a non-invasive 
means  of  assessing  cardiac  size  and  function.  A 
radionuclide  is  injected  intravenously  and  a gamma 
scintillation  camera  is  used  to  record  radioactivity  from 
the  heart.  The  information  is  recorded  on  a computer 
which  allows  for  digital  display  and/or  analysis. 
Recording  can  be  done  in  multiple  obliquities  as  a series 
of  digital  images. 1 

From:  The  Divisions  of  Internal  Medicine  and  Radiology,  University 
of  Arizona  Health  Sciences  Center  and  the  Cardiology  Section  and 
Nuclear  Medicine  Department,  Tucson  Veterans  Administration 
Medical  Center,  Tucson,  Arizona. 


In  the  first  pass  method,  the  first  passage  of 
radioactive  bolus  through  the  heart  is  monitored 
Images  of  the  first  passage  through  the  right  and  V 
ventricles  may  be  acquired  in  digital  format  and  th' 
viewed  for  both  qualitative  assessment  or  quantitati] 
analysis.^  Alternatively,  it  is  possible  to  obtain  a time  ^ 
radioactivity  curve  of  the  first  passage  of  the  bolj 
through  the  right  and  left  ventricles.-*  This  curve,  whij 
is  analogous  to  any  other  indicator  dilution  curve,  can 
used  to  compute  the  cardiac  output  by  integrating  t' 
area  under  the  curve  with  respect  to  time.  The  cui' 
may  be  inspected  for  a recirculation  peak  which  impl! 
the  presence  of  an  intracardiac  left  to  right  shunt  and  tl 
areas  under  the  respective  peaks  may  be  integrated] 
calculate  the  size  of  the  shunt. ^ A small  part  of  the  ri^l 
and  left  ventricular  curves  may  be  inspected  for  t 
phasic  undulations  of  ventricular  systole  and  diastolel 
adequate  counts  are  recorded  so  as  to  clearly  measi 
peaks,  corresponding  to  end  diastole,  and  troug 
corresponding  to  end  systole,  it  is  possible  to  calcul. 
right  and  left  ventricular  ejection  fractions  by  I 
formula: 

end  diastolic  counts  — end  systolic  counts 
end  diastolic  counts^  ® 

In  the  equilibrium  blood-pool  method  a substar 
such  as  red  blood  cells  or  albumin,  which  will  stay  witH 
the  circulation,  is  labeled  with  a radionuclide,  injectil 
and  allowed  to  equilibrate  in  the  blood.  Digital  imap 
are  then  obtained  by  using  the  electrocardiographic* 
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Figure  2 

st  pass  right  anterior  oblique  images  of  the  right  ventricle: 
5 the  end  diastolic  frame  and  b is  the  end  systolic  frame. 


Figure  3 

First  pass  right  anterior  oblique  images  of  the  left  ventricle:  a 
is  the  end  diastolic  frame  and  b is  the  end  systolic  frame. 


ive  as  a signal,  or  gate,  to  time  the  pictures.  Using  this 
?thod  a series  of  images,  each  of  which  is  a composite 
multiple  cardiac  cycles,  is  obtained. ^ These  images 
ly  be  viewed  in  movie  format  for  qualitative 
sessment  or  analyzed  for  quantitative  assessment.  For 
ample,  one  might  use  an  electronic  pen  to  outline  the 
>ion  of  the  left  ventricle  on  the  digital  image.  The 
mputer  will  then  sum  the  radioactivity  within  this 
jion  for  all  of  the  images  and  generate  a time  vs. 
^inactivity  curve  from  which  the  ejection  fraction  may 
calculated  by  the  formula  cited  above. 

In  our  hospital,  we  frequently  perform  both  first  pass 
d gated  blood-pool  methods  in  order  to  gain  the  most 
ormation  and  provide  additional  quality  assurance.  In 
th  cases,  we  use  ECG  gating  to  obtain  a composite 
ries  of  cardiac  images  timed  off  the  ECG  R wave;  see 
jure  1.  For  the  first  pass  study  we  inject  approximately 
mCi  of  technetium  pertechnetate  with  a fast  hand 
ection  through  a butterfly  catheter  in  a peripheral 
in  ten  minutes  after  having  injected  6 mg  stannous 
rophosphate.  The  pyrophosphate  injection  is  not 
cessary  for  the  first  pass  studies,  but  does  provide  for 
vivo  labeling  of  red  blood  cells;  this  assures  the 
lionuclide  will  stay  in  the  circulation  for  the 
bsequent  blood-pool  study. ^ The  camera  which  is 
sitioned  in  a shallow  right  anterior  obliquity,  for 
^aration  of  the  atria  and  ventricles,  is  begun 
mediately  with  the  injection  and  a series  of  ECG  gated 
ages  of  the  right  ventricle  are  obtained;  Figure  2. 
)proximately  6-8  cardiac  cycles  are  recorded  and  the 
Tiera  is  stopped  while  the  bolus  passes  through  the 
igs.  With  the  first  appearance  of  the  bolus  in  the  left 
art,  the  camera  is  started  again  and  a series  of 
Tiposite  left  ventricular  images  are  obtained;  Figure  3. 
th  the  right  and  left  ventricular  images  are  stored  for 
er  viewing  in  movie  format  and  quantitative  analysis, 
^er  the  ensuing  5-10  minutes  the  red  cells  equilibrate, 
e camera  can  be  repositioned  in  multiple  obliquities 
acquisition  for  ECG  gated  equilibrium  blood-pool 
ages.  Figure  4 shows  left  anterior  oblique  end  diastolic 
d end  systolic  images.  Subsequently  these  composite 


Figure  4 

Equilibrium  blood  pool  left  anterior  oblique  images  of  the 
right  and  left  ventricles:  a is  the  end  diastolic  frame  and  b is 
the  end  systoloc  frame. 


Figure  5 

Time  vs.  activity  curve:  this  type  of  curve  can  be  obtained 
from  either  the  first  pass  or  equilibrium  blood  pool  images 
and  reflects  the  volume  of  blood  in  the  ventricle.  The  peak  of 
the  curve  (usually  right  after  the  ECG  R wave  and  thus  at  the 
very  beginning)  represents  end  diastole. 
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images  (often  300-500  cardiac  cycles)  may  also  be  viewed 
qualitatively  or  analyzed  by  the  method  described  above. 
When  performed  in  this  manner,  it  is  possible  to  obtain 
multiple  views  of  both  right  and  left  ventricular  size  and 
global  and  regional  function  and  multiple  independent 
calculations  of  both  right  and  left  ventricular  ejection 
fraction.  Figure  5 shows  a representative  time  activity 
curve  and  ejection  fraction  calculation. 

The  kinds  of  clinical  questions  which  may  be  answered 
using  these  techniques  are  as  follows: 

1.  Does  this  patient  have  predominantly  left,  right  or 
biventricular  failure?  For  example,  a patient  with  severe 
COPD  might  have  dyspnea  from  his  lung  disease  and 
right  ventricular  failure  from  pulmonary  hypertension, 
or  his  dyspnea  and  right  heart  failure  may  both  be 
primarily  a function  of  left  ventricular  failure.  A normal 
sized  left  ventricle  with  a normal  left  ventricular  ejection 
fraction  by  radionuclide  ventriculography  suggests  the 
former  whereas  a dilated  hypocontractile  left  ventricle 
suggests  the  latter. 

2.  Is  this  patient's  cardiomegaly  due  to  global 
reduction  of  function  or  volume  overload?  For  example  a 
renal  failure  patient,  with  an  arteriovenous  fistula  for 
dialysis,  might  well  have  cardiomegaly  and  edema.  A 
normal  left  and  right  ventricular  ejection  fraction  would 
be  consistent  with  maintained  cardiac  function. 

3.  What  is  the  extent  of  this  patient's  myocardial 
infarction?^^'^^  Does  he  have  an  aneurysm?!^  What  jg  his 
prognosis?^*  The  ejection  fraction  as  a measure  of 
systolic  function  has  been  shown  to  be  important  in 
prognosis  postinfarction.  Qualitative  and  quantitative 
(computer  programs  to  calculate  regional  wall  motion 
are  available)  assessment  of  regional  contraction  can 
help  to  determine  the  relative  size  of  an  infarct  and 
identify  the  presence  of  an  aneurysm. 

4.  What  is  the  effect  of  this  patient's  cardiotoxic 
medication  such  as  adriamycin  upon  his  heart?i'’ 
Because  the  radiation  exposure  from  a radionuclide 
ventriculogram  is  small,  serial  studies  to  follow  the 
course  of  adriamycin  or  other  forms  of  chemotherapy 
are  practical. 

5.  What  is  this  patient's  reserve  of  left  and  right 
ventricular  function ?^°"^^  Radionuclide  ventriculograms 
may  be  performed  during  exercise  or  in  response  to 
other  stresses  (such  as  handgrip,  cold  pressor  or  in 
response  to  various  drugs). 

It  is  important  to  emphasize  limitations  of 
radionuclide  ventriculography.  Much  of  the  literature 
has  stressed  the  usefulness  of  exercise  ventriculography 
as  well  as  exercise  perfusion  scintigraphy  (thallium 
scanning)  in  the  "diagnosis"  of  coronary  artery  disease. 
First,  an  exercise  wall  motion  abnormality  is  a 
consequence  of  ischemia  or  infarction.  It  is  possible  to 
have  ischemia  without  coronary  atherosclerosis  (e.g., 
coronary  spasm)  and  it  is  possible  to  have  significant 
atherosclerosis  without  identifying  ischemia,  for 
example,  if  the  patient  cannot  exercise  enough  due  to 
pulmonary  limitation.  Second,  the  clinical  usefulness  of 
a test  does  not  depend  merely  upon  its  sensitivity  and 
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specificity  with  regard  to  a particular  disease  but  aii] 
upon  the  disease  prevalence  in  the  group  to  be  studie 
The  practical  consequence  of  this  point  is  that  in  a 6 
year-old  man  with  typical  angina,  the  likelihood 
significant  atherosclerosis  is  so  high  that  doing  < 
exercise  wall  motion  (or  exercise  thallium,  or  exerci 
electrocardiogram)  to  "exclude  coronary  disease"  is  n 
reasonable.  A full  discussion  of  when  exerci 
ventriculography  is  helpful  is  given  in  several  rece 

28,29 

exercise  reviews. 

Radionuclide  technics  have  a resolution  limitation 
approximately  1 cm  in  comparison  to  1 to  2 mm  for  2 
echocardiography.  Therefore  echo  is  always  to 
preferred  for  the  identification  of  pericardial  effusior 
valvular  abnormalities,  intracardiac  clots,  et 
Radionuclide  ventriculography  is  far  better  for  right  ai 
left  ventricular  function  information. 

In  summary,  radionuclide  ventriculography  is  a sa 
non-invasive  means  of  obtaining  qualitative  ai 
quantitative  functional  assessment  of  both  the  left  ai 
right  ventricles. 


Glossary  of  Key  Words  for 
Radionuclide  Ventriculography 

1.  Radionuclide  — An  atom  with  an  unstable  nude 
such  that  it  spontaneously  tends  to  change  to  a sta 
form  with  omission  of  radioactivity. 

2.  Ventriculography  — Opacification  of  the  ventricle 
as  to  render  it  visible  by  some  sort  of  imaging  syste 

3.  First  Pass  — A technique  of  radionuclide  ventricu 
graphy:  The  first  transit  of  an  intravenously  injec 
substance  through  the  heart;  by  this  method  the  rij 
and  left  sides  of  the  heart  are  imaged  sequentially  rati 
than  simultaneously.  See  Figures  2 and  3. 

4.  Gate  — A signal  mechanism;  ECG  gated  means  t 
the  R wave  from  a patients  ECG  signals  a camera  to  t, 
a series  of  pictures. 

5.  Equilibrium  Blood-Pool  — A technique  of  radionucl 
ventriculography;  a substance  which  will  stay  in 
blood,  such  as  albumin  or  red  blood  cells  is  labeled  wit 
radionuclide;  this  substance  is  then  allowed 
equilibrate  in  the  circulation  and  all  four  care 
chambers  are  then  "hot"  and  can  be  imaged  witl 
camera.  See  Figure  4. 

6.  Gamma  Camera  — Device  which  senses  radioact 
photons  and  displays  an  image  based  upon  phoi 
absorption;  this  image  may  be  transferred  to  a compu 
(digital). 

7.  Digital  Image  — The  picture  displayed  is  a matri> 
points  on  a computer  screen. 

8.  Pixel  — Picture  element;  the  points  on  the  dig 
image. 

9.  Region  of  Interest  — A specific  group  of  pixels  fr 
which  you  want  the  computer  to  sum  all  the  activ 
which  has  been  recorded  over  time. 

10.  Frame  — Each  gated  image  is  a series  of  pictu 
taken  with  reference  to  the  ECG.  See  Figure  1. 


Note:  Each  frame  is  a composite  picture  of  many 
rdiac  cycles;  it  therefore  represents  a time  average. 

11.  Time  Activity  Curve  — Plot  of  activity  recorded 
thin  a region  of  interest  over  time.  See  Figure  5. 

12.  Ejection  Fraction  — The  fraction  of  the  largest 
ntricular  volume  which  is  expelled  with  each  ventri- 
lar  systole; 

end  diastolic  volume  — end  systolic  volume 
end  diastolic  volume 

end  diastolic  counts  — end  systolic  counts 
end  diastolic  counts 
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Editorial  Comment 


Kenneth  B.  Desser,  M.D. 

First-pass  and  blood-pool  radionuclide  angiograms  are 
superb  technics  for  evaluating  global  left  ventricular 
ejection  fraction  and  there  is  a high  degree  of  correlation 
(r  = 0.90)  between  the  two  methods.  Serial 
scintigraphy  has  been  found  to  provide  important 
prognostic  information  following  acute  myocardial 
infarction.  Performance  of  these  angiograms  at  rest  and 
during  exercise  not  only  detects  ischemic  heart  disease 
by  demonstrating  regional  contraction  abnormality  and 
a decrease  in  ejection  fraction  but  also  estimates  the 
efficacy  of  medical  and  surgical  management. 
Interestingly,  some  investigators  have  identified  left 
atrial  myxoma  by  means  of  radionuclide  angiography. 
Of  patients  with  asymetric  septal  hypertrophy  (“ASH") 
diagnosed  by  echocardiography,  approximately  50%  will 
have  disproportionate  upper  septal  thickening 
(“DUST")  on  their  radionuclide  angiogram.  The 
association  of  “ASHes"  and  “DUST"  was  noted  long 
before  the  development  of  either  echocardiography  or 
radionuclide  angiography  but  the  designation  seems 
appropriate  in  the  setting  of  this  potentially  lethal 
disorder. 

Supported  by  the  Biomedical  Research  Memorial  Fund,  Inc. 
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Table  1 

Indications  for  Preoperative  Pulmonary  Function  Studies 

Over  65  years  of  age 
Obesity 

Heavy  tobacco  smoking 
Chronic  cough 
Suspected  pulmonary  disease 
Suspected  heart  disease 
Thoractomy  candidate 
Upper  laparotomy  candidate 


Prevention  of  Postoperative 
Puimonary  Compiications 

C.  Herbert  Fredell,  M.D. 


Editors: 

Richard  J.  Lemen,  M.D. 

Bernard  Levine,  M.D. 

John  J.  Seidenfeld,  M.D. 

Postoperative  pulmonary  complications  occur 
frequently  following  thoracic  and  upper  abdominal 
operations.  They  can  be  reduced  if  risk  factors  are 
recognized  and  preoperative  therapeutic  measures 
begun  promptly. 

The  risk  factors  can  be  initially  identified  by  a careful 
history  and  physical  examination.  The  chest 
roentgenograms,  electrocardiogram  and  spirogram 
document  the  problem  areas  identified  by  the  physician. 
Advanced  age,  obesity,  tobacco  smoking  and  existing 
lung  and  cardiovascular  disease  increase  the  likelihood 
of  pulmonary  complications. ^ 

When  the  risk  factors  in  Table  1 are  present, 
pulmonary  function  tests  and  blood  gas  determinations 
are  indicated. One  subjective  test  of  preoperative 
cardiopulmonary  function  is  the  ability  to  climb  several 
flights  of  stairs.  The  change  in  the  patient's  pulse  and 
respiration  is  compared  with  that  of  the  accompanying 
examiner.  This  assessment  has  been  more  accurately 
replaced  by  spirometric  testing.  Spirometry  is  rapid, 
reproducible,  inexpensive  and  has  predictive  value. 
Spirometry  should  be  performed  on  the  day  of  hospital 
admission,  a part  of  the  routine  laboratory  screening 
tests  for  surgical  patients. 


From:  V'eterans  .Administration  Medical  Center,  Department  of 
Surgery,  Seventh  Street  and  Indian  School  Road,  Phoenix,  Arizona 
85012 


The  most  useful  values  obtained  from  spirometry  art 
the  forced  vital  capacity  (FVC)  and  the  one  second  forcec 
expired  volume  (FEVi.o).  The  FEVi.o/FVC  ratio  or  FEVi.i 
percent  is  less  useful  than  the  absolute  value  for  th< 
FEVi.o.  The  test  of  maximal  voluntary  ventilatior 
(MW)  is  not  part  of  routine  spirometry  but  is  usefu 
because  it  requires  sustained  strenuous  effort  by  th< 
patient  thereby  giving  some  insight  into  the  patient':' 
motivation  and  ability  to  cooperate. 

An  absolute  value  of  FEVi.ogreater  than  two  liters  anc 
a maximal  voluntary  ventilation  which  exceeds  5( 
percent  of  predicted  are  the  most  useful  indicators  of  the. 
patient's  ability  to  withstand  surgery.^  ’ 

The  relative  contraindications  to  thoracic  and  uppe, 
abdominal  surgery  are  listed  in  Table  2.  If  the  thoracic 
patient  demonstrates  an  FEVi.o  less  than  two  liters  (o 
FEVi.o  less  than  50  percent  of  FVC)  or  an  MW  less  thar 
50  percent  of  predicted,  then  a radionuclide  split  func 
tion  test  to  study  each  lung  separately  is  indicated.®® 
Radionuclide  split  function  testing  has  replacei 
bronchospirometry  for  thoracic  surgery  patients.  Botl 
ventilation  and  perfusion  scans  were  used  initially,  li 
patients  with  chronic  lung  disease,  the  percentage  o 
perfusion  and  ventilation  are  similar  despite  localizes 
ventilation  perfusion  imbalances.  Therefore,  thi 
perfusion  scan  alone  is  now  used  in  some  centers.^  Thr 
scintillation  camera  is  set  in  a divided  (split  crystal)  modi 
with  the  split  in  the  center  of  the  mediastinum.  Thi 
radioactivity  sensed  by  each  half  of  the  camera  i 
quantified.  Using  the  preoperative  FEVi.o  and  th< 
fraction  of  contralateral  perfusion  obtained  from  tht 
^^'"Tc  macroaggregate  perfusion  scan,  the  estimation  o 
the  postoperative  FEVi.o  is  obtained  from  the  equation 
Preoperative  FEVi.o  x the  percentage  of  contralatera 
perfusion  = postoperative  FEVi.o.  i 

If  the  predicted  postoperative  value  for  FEV1.0  i' 
greater  than  800  ml,  the  patient  is  a candidate  fc 
pulmonary  resection  including  pneumonectomy.  Nev 
data  shows  that  deaths  from  respiratory  failure  anii 
postoperative  respiratory  cripples  are  infrequent  amonj; 
selected  patients  using  this  combination  of  the  FEVi.(j 
the  MW  and  the  split  function  perfusion  scan.^ 

The  criteria  used  to  select  patients  fo 
pneumonectomy  are  also  applied  to  lobectom 
candidates  because  with  lobectomy  there  is  an  earli 
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Table  2 

Relative  Contraindications  to  Thoracotomy 
and  Upper  Laparotomy 


Age— 70-75 

Heart 

A.  Recent  myocardial  infarct  (3  to  6 months  prior  to 
operation). 

B.  Congestive  heart  failure. 

Lung 

A.  Recent  acute  respiratory  tract  infection  when  timing 
of  operation  is  elective. 

B.  FEVi  less  than  2,000  cc  for  pneumonectomy. 

C.  MW  less  than  50%  of  predicted. 

D.  Resting  hypercarbia  or  hypercarbia  following 
exercise  (paC02  greater  than  45  mmHg). 

E.  Severe  hypoxemia  at  rest  or  following  exercise 
(paCo2  less  than  50  mmHg). 

F.  Calculated  FEVi  less  than  800  cc  for  postoperative 
pulmonary  resection  as  determined  by  spirometry 
combined  with  ventilation-perfusion  lung  scan. 


isproportionate  but  reversible  loss  of  function. ^ 
/loreover,  at  operation  pneumonectomy  may  be 
equired  even  though  lobectomy  was  initially  planned. 
Vedge  resection  and  bronchoplastic  procedures  are 
eing  done  on  patients  who  were  denied  surgery  in  the 
ast  because  of  marginal  cardiopulmonary  reserve. 

Although  CO2  retention  is  listed  among  the  relative 
ontraindications  to  surgery  in  Table  2,  hypercarbia 
lust  be  given  great  weight.  It  is  a contraindication  toall 
ut  life  saving  operations. Dyspnea  at  rest  has  similar 
Tiportance. 

A wide  variety  of  techniques  have  been  employed  in 
fforts  to  decrease  postoperative  complications  among 
igh  risk  patients.  The  variable  results  reflect 
ifferences  in  patient  selection  and  the  paucity  of  large 
/ell  controlled  series.  The  principles  of  controlling 
ecretions  and  achieving  maximal  lung  inflation  are  well 
stablished.  One  or  more  studies  have  shown  the 
allowing  to  be  useful  in  achieving  these  ends:  cessation 
f smoking  20  days  preoperatively;  treatment  of 
ironchitis  with  antibiotics;  inhaled  bronchodilators  and 
best  physical  therapy;  ensuring  maximal  lung  inflation 
sing  incentive  spirometry;  and  postponing  elective 
perations  when  the  patient  has  an  acute  respiratory 
ract  infection. 

Patients  must  be  educated  before  surgery  and  chest 
jhysiotherapy  must  be  combined  with  nebulized 
jronchodilators  and  maximal  inflation  maneuvers  if 
Irograms  are  to  be  successful.  If  positive  pressure 
ievices  are  used  to  deliver  bronchodilators,  large  tidal 
lolumes,  at  least  three  time  the  patient's  tidal  volume  or 
Ipproaching  50%  of  the  patient's  vital  capacity  should  be 
jrdered  rather  than  accepting  the  volume  that  results 
com  fixed  inflation  pressures.  If  the  patient  cannot  be 
jncouraged  to  take  such  volumes  spontaneously, 
psitive  pressure  devices  may  be  beneficial.  Forceful 
l<piratory  maneuvers  tend  to  collapse  the  airways, 
i 


They  are  not  beneficial  except  when  used  to  cough  to 
expel  secretions.  For  this  reason,  incentive  spirometers  ' 
have  replaced  blow  bottles.  Patients  who  have 
ineffective  cough  because  of  weakness  may  benefit  from 
improved  nutrition  before  surgery. 

Preanesthetic  doses  of  narcotics  given  to  allay  anxiety 
or  control  pain  worsen  hypoxemia  in  some  patients  with 
chronic  lung  disease.  Barbiturates  do  not  change  the 
Pa02.^^  If  a preanesthetic  regimen  must  contain  a 
narcotic  in  these  patients,  supplemental  oxygen  should 
be  given. 

The  principle  intraoperative  risk  factors  are 
prolongation  of  operative  time,  excessive  blood  loss  and 
some  excessive  fluid  replacement. 

Hypoxemia  in  the  operative  period  seldom  occurs 
during  general  anesthesia  because  the  anesthetized 
patient  is  given  high  concentrations  of  oxygen  in  the 
inspired  gas.  It  is  in  the  postoperative  period  that 
hypoxemia  is  most  marked.  This  is  from  microatelectasis 
and  airway  closure  secondary  to  changes  in  breathing 
pattern.  Both  posthyperventilation  fall  in  Pa02  and  the 
diffusion  hypoxemia  which  occurs  when  highly  soluble 
nitrous  oxide  escapes  from  the  tissues  into  the  lungs  are 
short  lived.  They  are  corrected  by  supplemental  oxygen 
during  the  postoperative  period. 

It  is  of  note  that  measures  taken  to  diminish  risk  of 
pulmonary  complications  postoperatively  must  be 
followed  from  the  preoperative  period  through  the 
intraoperative  period  into  the  postoperative  period. 
Summary 

Patients  who  undergo  abdominal  and  thoracic 
operations  have  significant  risk  of  developing 
postoperative  pulmonary  complications  if  they  are 
elderly  or  obese  and  if  they  are  smokers  or  have  pre- 
existing heart  or  lung  disease.  Preoperative  evaluation 
of  these  patients  with  screening  spirometry  should  be 
routine.  Prophylactic  measures  begun  preoperatively 
will  reduce  the  number  of  complications. 

Marginal  spirometric  values  in  thoracic  surgery 
patients  call  for  a radionuclide  split  function  perfusion 
test  to  study  each  lung  separately.  An  anticipated 
postoperative  FEVi.o  of  at  least  800  cc,  which  is 
calculated  from  the  preoperative  FEVi.o,  is  necessary  to 
permit  pulmonary  resection. 

Postoperative  complications  in  high  risk  patients  are 
best  avoided  by  a program  begun  preoperatively.  It 
should  combine  chest  physiotherapy  with  the 
nebulization  of  bronchodilators  and  maximal  inflation 
maneuvers. 
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Introduction 

Pyloric  stenosis  is  a general  term  referring  tc 
hypertrophy  of  the  muscle  fibers  of  the  gastric  pylorus 
Two  distinct  clinical  presentations  occur,  one  in  infancy 
called  congenital  hypertrophic  pyloric  stenosis;  th( 
other  in  adulthood,  termed  hypertrophic  pylorit 
stenosis.  This  report  discusses  the  importance  of  thes( 
lesions,  paying  particular  attention  to  the  more  commor 
congenital  form. 

Case  Report 

A nine  pound  full  term  female  was  delivered  b) 
Caesarian  section  because  of  maternal  cephalopelvic 
disproportion.  In  the  first  four  weeks  of  life,  the  infani 
was  breast-fed  and  did  well  with  appropriate  weighi 
gain.  The  mother  noted  that  the  child  began  "spitting 
up"  with  occasional  forceful  vomiting  over  the  next  twc 
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weeks.  Gastroenteritis  was  diagnosed  and  a trial  of  clear 
liquids  given,  but  no  relief  of  the  intermittent,  non- 
projectile vomiting  was  noted.  At  six  weeks,  the  infant 
started  losing  weight  and  was  noticed  to  have  episodes 
of  projectile  vomiting. 

On  physical  examination,  an  olive-sized  mass  was 
palpated  in  the  epigastric  region  immediately  following 
one  of  the  vomiting  episodes.  An  upper  gastrointestinal 
series  showed  a long,  narrow,  string-like  pyloric  channel 
(Figure).  The  patient  was  referred  for  surgery.  After 
adequate  hydration,  a pyloromyotomy  was  performed. 
Postoperatively,  the  patient  had  no  further  vomiting 
and  was  advanced  to  breast  feeding  within  three  days. 
Discussion 

Congenital  hypertrophic  pyloric  stenosis  is  the  most 
common  cause  of  abdominal  surgery  in  the  first  six 
months  of  life.  The  etiology  of  the  lesion  is  not  known, 
although  several  possibilities  exist.  One  theory 
implicates  prolonged  intrauterine  exposure  of  the  fetus 
to  gastrin.  Pregnant  dogs  injected  with  depot 
pentagastrin  do,  in  fact,  develop  pyloric  hypertrophy. i 
Against  this,  however,  is  a study  showing  no  difference 
in  serum  gastrin  levels  in  cord  blood  of  controls  and 
affected  infants. ^ Another  theory  centers  upon 
maternal  stress.  Revill  and  Dodge  reported  that  pyloric 
stenosis  occurs  at  a significantly  higher  rate  in  infants  of 
normal  mothers  who  had  been  subjected  to  exceptional 
stress  during  pregnancy. ^ 

Histologically,  pyloric  muscular  hypertrophy  is  noted 
along  with  lymphocytic  infiltrates  and  evidence  of 
mucosal  edema,  but  no  significant  change  in  the 
autonomic  ganglia  are  seen.  Preoperative  endoscopic 
gastric  biopsies  have  revealed  no  histologic  features  of 
gastritis. 4 Following  successful  surgery,  the  tumor  tends 
to  shrink,  leaving  only  a small  scar. 

The  incidence  of  infantile  hypertrophic  pyloric 
stenosis  is  approximately  1/500  live  births.  Males  are 
three  to  four  times  more  frequently  affected  than 
females.  Offspring  of  affected  female  patients  are 
especially  likely  to  be  affected,  the  risk  to  sons  being  1:6 
and  to  daughters  1:10.  Caucasions  are  more  likely  to  be 
affected  than  other  races,  and  there  is  concordance  with 
the  condition  in  identical  twins. ^ Many  congenital 
malformation  syndromes  occur  with  higher  frequency 
|in  patients  with  infantile  pyloric  stenosis,  including 
[triosmy-18.  Turner's  syndrome,  esophageal  atresia, 
phenylketonuria,  maternal  myasthenia  gravis  and 
rubella  embryopathy.  Clinical  features  of  pyloric 
(stenosis  include  regurgitation  or  non-projectile 
Ivomiting  starting  at  three  to  four  weeks  of  age.  The 
ivomiting  becomes  projectile  within  a week  after  onset, 
joccurring  intermittently  after  meals.  The  vomitus  may 
jbe  occasionally  blood  tinged,  but  not  bile  stained, 
initially,  the  infant  continues  to  be  hungry  and  takes 
;another  feeding  immediately  after  vomiting,  but 
eventually  dehydration  and  lethargy  develop.  After 
jseveral  days,  due  to  weight  loss  and  decreased  elasticity 
of  the  skin,  the  infant  appears  wrinkled  and  moribund. 
Stools  may  become  small  and  infrequent.  A mass  2-3  cm. 


Figure 

Solid  arrows  indicate  narrow  pyloric  channel.  Open  arrow 
indicates  duodenal  bulb. 


in  size  can  usually  be  palpated  in  the  epigastric  region  to 
the  right  of  the  midline.  It  is  hard,  mobile,  non-tender, 
and  best  palpated  immediately  after  vomiting.  If  this 
physical  finding  is  discovered,  there  is  no  need  for 
barium  studies.  In  equivocal  cases,  an  upper 
gastrointestinal  series  shows  vigorous  gastric  peristalsis 
with  delayed  gastric  emptying.  The  "string-sign,"  seen 
in  the  present  case,  refers  to  a fine  elongated  pyloric 
channel  seen  on  x-ray.  Occasionally,  the  duodenal  cap 
stretched  over  the  hypertrophied  pylorus  can  be  seen. 
Approximately  three  percent  of  affected  infants  will 
have  associated  hyperbilirubinemia,  the  pathogenesis  of 
which  is  unknown,  but  which  usually  resolves  within  72 
hours  of  corrective  surgery.  Metabolic  alterations 
include  a hypochloremic  alkalosis  as  a consequence  of 
vomiting.  This  requires  correction  with  saline  plus 
potassium  supplementation  prior  to  surgery.® 

The  differential  diagnosis  of  infantile  pyloric  stenosis 
includes  infants  fed  by  inexperienced  or  anxious 
mothers.  In  these  infants,  an  adequate  maternal-infant 
binding  relationship  has  not  been  established,  and 
frequent  vomiting  in  the  early  weeks  of  life  is  not 
uncommon.  This  vomiting  may  be  persistent  and  may 
even  be  projectile,  but  no  abnormality  can  be  shown  on 
upper  gastrointestinal  study.  Chalasia  and  hiatal  hernia 
also  result  in  vomiting  in  the  first  weeks  of  life  but  can 
often  be  differentiated  by  upper  gastrointestinal  series 
and  endoscopy,  if  needed.  Ultrasound  has  occasionally 
been  used  to  diagnose  pyloric  stenosis  when  radiographs 
are-atypical  and  no  mass  can  be  palpated  on  physical 
exam. 7 
Treatment 

Following  correction  of  the  metabolic  alkalosis  and 
associated  hypokalemia,  the  Fredet-Ramstedt 
pyloromyotomy  is  performed.  This  surgical  procedure 
has  been  successfully  used  since  1912.  It  consists  of 
incising  the  seromuscular  gastric  antrum  and  pylorus 
with  a blunt  instrument  and  allowing  the  mucosa  to 
bulge  between  the  split  muscle.  The  mortality  of  this 
procedure  is  less  than  one  percent.  Six  hours 
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postoperatively,  oral  feedings  are  begun  and  advanced  as 
tolerated  to  normal  feedings  by  48  hours  as  in  the 
present  case.  It  is  common  to  have  occasional  episodes  of 
vomiting  postoperatively,  but  persistent  vomiting  after 
four  days  may  mean  incomplete  division  of  the  pyloric 
muscle,  requiring  another  laparotomy.  On  x-ray 
studies,  the  pyloric  channel  may  remain  narrow  for 
many  months  following  the  procedure.  Medical 
treatment  of  pyloric  stenosis  with  atropine  methyl 
nitrate  or  scopolamine  methyl  nitrate  has  not  been 
successful. 

Recently  the  long  term  prognosis  for  infants  operated 
on  for  congenital  hypertrophic  pyloric  stenosis  has  been 
reported  in  41  patients  15-30  years  post-surgery.  Sixty 
percent  had  gastrointestinal  complaints  and  25%  had 
duodenal  bulb  deformities  or  clear-cut  ulcers  on  upper 
gastrointestinal  series.  It  was  theorized  that  increased 
drainage  from  the  stomach  after  surgery  may  result  in  a 
higher  acid  level  in  the  duodenum  contributing  to 
development  of  ulceration.  There  was  no  correlation 
between  the  severity  of  the  congenital  stenosis  and  the 
presence  of  later  illness. » 

Adult  Hypertrophic  Pyloric  Stenosis 

Adult  hypertrophic  pyloric  stenosis  can  be  considered 
as  a subclass  of  the  greater  category  of  gastric  outlet 
obstruction  syndromes.  Gastric  outlet  obstruction  is 
caused  by  peptic  ulcer  disease,  inflammatory  bowel 
disease,  and  pancreatitis.  The  incidence  of  adult  pyloric 
stenosis  is  not  known,  but  it  is  much  less  common  than 
the  infantile  form.  The  etiology  of  adult  pyloric  stenosis 
remains  unclear.  This  condition  may  be  the  same  entity 
observed  in  infancy  which  remains  subacute  in 
childhood  but  is  manifested  later  in  life.  Some  affected 
patients  give  a history  of  epigastric  distress  and 
vomiting  dating  back  to  infancy.  There  is  also  a male 
predominance  similar  to  the  stenosis  of  infancy. 
Histologically,  the  lesion  in  the  adult  is  identical  to  that 
found  in  the  infant.  Another  theory  concerning  the 
etiology  proposes  that  hypertrophy  of  the  pyloric 
muscle  is  caused  by  persistent  "pylorospasms"  of  long 
duration  secondary  to  gastritis,  ulcer,  or  other  pyloric 
inflammatory  lesions.  Only  200  cases  of  true  adult 
hypertrophic  pyloric  stenosis  have  been  documented  in 
the  literature,  the  incidence  of  so-called  stenosing 
pyloritis  being  much  greater. 

Adult  pyloric  stenosis  is  more  difficult  to  identify  than 
the  infantile  form.  The  criteria  for  diagnosing  gastric 
outlet  obstruction  are  the  same  for  diagnosing  pyloric 
stenosis,  and  include  a history  of  vomiting  stale  food, 
repetitive  and  often  projectile  vomiting,  anorexia,  early 
satiety,  and  weight  loss.  Physical  examination  is  non- 
specific. Succussion  splash  more  than  four  hours  after 
eating  has  been  noted  as  a characteristic  finding. 
Palpation  of  an  "olive"  tumor,  as  in  the  congenital  form 
of  the  disease,  is  uncommon.  Other  studies  include  a 
gastric  aspirate  of  more  than  300  cc's  four  hours  after 
eating,  or  retained  barium  residue  remaining  in  the 
stomach  after  six  hours.  Upper  gastrointestinal  series 
shows  an  abrupt  narrowing  of  the  pyloric  channel,  or 
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"string  sign."  The  duodenal  bulb  is  indented  by  the 
muscle  mass  causing  a mushroom-like  deformity  similar 
to  that  seen  in  a congenital  form.  With  fiberoptic 
endoscopy  the  hypertrophied  pylorus  looks  much  like  a 
cervix,  and  this  is  termed  the"cervix  sign."  If  the  pylorus 
has  this  appearance  following  premedication  with 
atropine,  and  resists  intubation  with  the  endoscope, 
pyloric  stenosis  is  suggested.  The  diameter  of  the 
normal  adult  pylorus  is  12-15  mm,  whereas  in 
hypertrophic  pyloric  stenosis,  the  resting  diameter  can 
be  as  little  as  3 mm.  Microscopically,  the  lesion  has 
circular  muscle  hyperthrophy  usually  most  pronounced 
in  the  area  of  the  "torus,"  the  area  of  the  lesser  curvature 
where  the  proximal  and  distal  pyloric  muscular  rings  are 
superimposed. 

Several  procedures  are  available  in  the  treatment  of 
symptomatic  adult  hypertrophic  pyloric  stenosis,  the 
ideal  treatment  remaining  controversial.  Simple 
pyloromyotomy,  which  is  very  successful  for  the 
infantile  form,  is  undesirable  in  the  adult  because  of 
possible  mucosal  laceration.  The  most  popular  therapy 
currently  employed  is  distal  gastrectomy  with  a Billroth 
1 anastamosis.  This  affords  the  physician  a generous 
biopsy  specimen  to  rule  out  malignancy.  Other  authors 
report  that  dilation  with  an  endoscope  may  provide  long 
term  relief  and  should  be  tried  first.'’  Brahos  has  recently 
introduced  the  double  pyloroplasty  as  an  alternative  to 
distal  gastric  resection.  Here  a wide  pyloric  channel  is 
produced  by  transecting  the  circular  muscle  in  two 
places,  so  that  closure  is  completed  without  tension. 

In  summary,  pyloric  stenosis  is  an  entity  with  two 
clinical  presentations,  congenital  hypertrophic  pyloric 
stenosis  and  adult  hypertrophic  pyloric  stenosis. 
Although  the  etiology  of  both  lesions  is  unclear,  the 
clinical  presentations  are  well  documented  and 
straightforward.  This  enables  the  physician  to  make  the 
diagnosis  if  he  is  aware  of  the  signs  and  symptoms 
involved.  Establishing  the  correct  diagnosis  is 
important,  because  satisfactory  surgical  treatment  can 
be  obtained  for  both  clinical  forms  of  this  disorder. 
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Abstract 

Neurofibromatosis  is  a genetic  disorder  with 
numerous  signs  and  symptoms.  The  patient  may 
present  with  dermatologic,  ophthalmological,  dental, 
auditory,  neurological,  sensory,  psychiatric,  vascular, 
endocrine,  orthopedic  or  oncologic  aberrations. 
Neurofibromatosis  is  a high-impact  disease  that 
requires  broad  medical,  psychological  and  educational 
evaluation  for  diagnostic,  management  and  counseling 
purposes.  The  quality  and  length  of  life  of 
neurofibromatosis  patients  depends  on  early 
identification  and  recurrent  schedules  of  medical 
observation.  Genetic  counseling  is  needed  with  all 
neurofibromatosis  patients  and  their  families. 
Introduction 

Neurofibromatosis  is  an  autosomal  dominant 
condition  characterized  by  cutaneous  pigmentary 
changes,  multiple  neurofibromas,  and  predisposition  to 
tumors  and  bone  abnormalities.  Individuals  with  this 
disorder,  which  is  also  called  Von  Recklinghausen's 
disease,  are  also  at  risk  for  mental  retardation,  seizure 
disorders  and  a number  of  vascular  and  endocrine 
complications.! 

Incidence 

The  incidence  of  neurofibromatosis  is  usually  put  at 
1:2500  to  1:3000  births.^  ^ However,  the  incidence,  we 

i 

-rom:  Arizona  State  University,  Special  Education  Department, 
Tempe,  Arizona  85281,  (Dr.  Moore)  and  Blue  River  Medical  Clinic, 
3ox  91,  Blue,  Arizona  85922,  (Dr.  Luce). 


believe,  may  be  higher.  Neurofibromatosis  is  among  the 
most  common  genetic  diseases  affecting  children  and 
adults.  Until  recent  publicity  from  a play  and  a movie 
entitled  "The  Elephant  Man,"  neurofibromatosis  was 
little  known  to  the  general  public,  even  though  its 
numbers  exceed  the  combined  totals  for  muscular 
dystrophy,  Tay-Sach's  disease  and  Huntington's 
disease.*’ 

Bias  of  ascertainment  has  existed  in  most  reports, 
since  institutional  or  medically  dramatic  cases  have  been 
the  most  likely  to  be  examined.  Large  numbers  of  mildy 
affected  individuals  and  families  remain  undiagnosed. 
The  number  of  cases  in  the  United  States  may  surpass 
100,000  persons. 

Heredity  and  Mutation 

Neurofibromatosis  follows  the  classical  pattern  of 
genetic  transmission  as  an  autosomal  dominant  trait. 
Affected  individuals  may  transmit  the  gene  for 
neurofibromatosis.  The  risk  for  each  of  their  children  to 
receive  this  gene  is  one-half  (50%).  Males  and  females 
are  equally  at  risk. 

It  has  been  concluded  that  this  disease  is  one  of  the 
most  frequent  to  arise  by  mutation. Thus,  upon 
occasion  even  the  most  meticulous  examination  of  all 
family  members  will  fail  to  reveal  other  affected 
relatives,  suggesting  that  the  case  is  an  isolated  one  due 
to  new  mutation. 

Variations  in  Expression 

After  studying  54  families.  Miller  and  HalL  suggested 
that  morbidity  seemed  much  more  severe  in  cases  born 
to  affected  mothers.  A genetic  study  of  60  families  by 
Carey  et  al.  later  failed  to  confirm  this  possibility.!  It  is 
therefore  still  unclear  whether  the  sex  of  the  affected 
parent  predicts  the  degree  of  the  child's  disease. 

The  severity  of  symptoms  does  differ  within  families. 
The  wide  range  of  symptom  variability  within  the 
general  population  suggests  the  possibility  that 
neurofibromatosis  is  more  than  one  disorder. 
Specifically,  it  has  been  hypothesized  that  at  least  two 
major  forms  exist:  peripheral  and  central 

neurofibromatosis. 

The  peripheral  form  of  neurofibromatosis  appears 
much  more  common.  The  central  form  is  accompanied 
by  bilateral  acoustic  neuromas,  one  or  more  cafe  au  lait 
(coffee  with  milk)  spots  and/or  subcutaneous 
neurofibromas.!®  The  central  form  also  appears  to 
follow  autosomal  dominant  hereditary  transmission. 
Cafe  au  Lait  Spots 

Cafe^  au  lait  spots  occur  in  approximately  90%  of 
children  examined  for  neurofibromatosis®'^  These 
pigmented  macules  are  often  present  at  birth  and  may  be 
the  first  sign  of  diagnostic  importance.  Five  or  more  caf^ 
au  lait  spots  larger  than  a half  (0.5)  centimeter  in  largest 
diameter  are  highly  suggestive  of  neurofibromatosis  in 
children.'^°  The  presence  of  one  or  more  other  diagnostic 
criteria  such  as  positive  family  history,  a positive  biopsy, 
or  other  characteristic  abnormalities  may  be  necessary 
for  diagnostic  confirmation. 
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Caf/ au  lait  spots  tend  to  increase  in  size  and  number 
throughout  childhood.*’  The  prerequisite  in  adults  with 
neurofibromatosis  is  six  or  more  cafe  au  lait  spots  each 
measuring  at  least  one  and  a half  (1.5)  centimeters  in 
largest  diameter. This  requirement  is  met  in  roughly 
75%  of  adults  with  neurofibromatosis.  Research  to 
differentiate  between  cafe  au  lait  spots  associated  with 
neurofibromatosis  and  nevus  spilus  found  on  normal 
individuals  has  been  contradictory  and  as  yet  has  failed 
to  reveal  a simple,  foolproof  method  to  detect  the 

JCC  '1-14 

ditterence. 

It  cannot  be  assumed  in  a family  with 
neurofibromatosis  that  a child  without  cafe  au  lait  spots 
has  won  the  50/50  hereditary  gamble.  Other  stigmata 
reported  include  axillary  freckling,  which  is  virtually 
pathognomonic  of  neurofibromatosis,  and  diffuse 
freckling.  More  rarely,  bronze  or  gray  skin  patches  may 
occur.  Cafe  au  lait  spots  and  freckling  may  overlay  these 
pigmentation  abnormalities. 


Table  1 

Findings  Associated  with  Neurofibromatosis 


Skin 

Cafe  au  lait  spots 
Axillary  freckling 
Diffuse  freckling 
Neurofibromata 

Hamartomata  of  the  iris  (Lisch  nodules) 

Oral  tumors 

Optic  neuromas  — visual  impairment 

Acoustic  neuromas  ^ hearing  impairment 

Intracranial  tumors  ^ mental  retardation,  seizures,  etc. 

Pheochromocytomas 

Scoliosis 

Congenital  heart  disease 

Hypertension 

Stroke 


Lisch  Nodules 

Lewis  and  Riccardi^^  have  reported  the  presence  of 
hamartomatous  lesions  of  the  iris  (termed  Lisch  nodules)  to 
be  present  in  neurofibromatosis  patients  in  92%  of  cases 
six  years  or  older.  The  presence  and  number  of  Lisch 
nodules  correlate  with  the  age  of  the  individual,  not  with 
the  number  of  cafe  au  lait  spots  or  severity  of  disease. 
Lisch  nodules  are  not  found  in  the  nonaffected  relatives 
of  neurofibromatosis  patients.  Therefore,  the  presence 
of  Lisch  nodules  is  an  important  diagnostic  criterion, 
especially  in  association  with  a positive  family  history 
and/or  the  prerequisite  number  of  cafe  au  lait  spots. 
Tumors 

Fibromas  of  the  peripheral  nerves  can  appear  as  dermal 
tumors  or  as  subcutaneous  growths.  These  lesions  vary 
in  size,  usually  from  two  millimeters  to  two  centimeters 
in  diameter.’*’  Such  tumors  are  generally  pain  free. 
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Irritation  or  injury  may  occasionally  cause  a tumor  to 
become  inflamed,  infected  and  painful. 

Subcutaneous  tumors  occur  singly  or  in  groups.  They 
can  form  enormous  plexiform  neuromas  creating 
serious  cosmetic  problems.  Cosmetic  surgical 
intervention  may  be  advisable  with  excision  of  smaller 
lesions.  With  larger  lesions,  the  more  disfiguring  parts 
of  the  tumor  may  be  removed,  leaving  other  tissues 
intact  for  restructuring  purposes.’^  Oral  tumors  may 
occur  on  the  tongue,  palate,  gingivae,  mouth  floor, 
buccal  mucosa  and  lips.'*’ 

Age  at  onset  of  fibromas  is  variable  with  numbers  and 
size  increasing  throughout  life.  Tumors  are  usually  not 
present  at  birth  in  most  cases,  but  may  be  noticed  by 
puberty.  In  addition  to  puberty,  trauma,  infection, 
pregnancy  and  menopause  may  accelerate  tumor 

growth. 15 

Risk  of  Cancer 

Neurofibromatosis  is  a key  disease  in  cancer 
genetics. 53  The  association  of  malignancies  with' 
neurofibromatosis  has  been  clearly  established. 
although  the  risk  may  not  exceed  five  percent, ’-i  a lower 
figure  than  was  originally  suspected.  Not  all  malignant: 
tumors  in  neurofibromatosis  are  of  neural  crest  origin. 
An  increased  risk  of  leukemia  is  also  associated  with 
neurofibromatosis. 

Intracranial  Tumors 

Cranial  nerves  may  be  affected  by  benign  tumors  with' 
corresponding  motor  or  sensory  involvement. ’5  Any 
cranial  nerve  can  be  involved.  Tumors  of  the  optic  nerve 
may  lead  to  visual  impairment  or  blindness.  Unilateral  or 
bilateral  acoustic  nerve  involvement  can  result  in 
impaired  hearing  or  even  in  total  deafness. 

Intracranial  Tumors 

Intracranial  tumors  may  be  associated  with  seizures, 
mental  retardation,  hydrocephalus,  sexual  precocity  and 
pheochromocytoma.3  Tumors  affecting  hormonal 
control  centers  may  result  in  endocrine  dyscrasias. 
Problems  may  include  menstrual  difficulties,  infertility, 
hypothyroidism,  acromegaly,  hypopituitarism,  diabetes, 
tetany  and  Addison's  disease. ’5 
Scoliosis 

Neurofibromatosis  patients  are  at  increased  risk  for 
cranial  and  spinal  deformity  — especially  scoliosis. 
Many  cases  with  kyphoscoliosis  have  been  described. 3i 
Spinal  deformities  resulting  in  compression  of  the  core 
have  resulted  in  paraplegia  in  other  cases. 33 

A report  on  the  natural  history  and  associatec 
anomolies  of  spine  deformity  as  well  as  operative  anc 
nonoperative  treatment  of  102  patients  has  beer 
published  by  Winter  and  Associates. 33 

These  investigators  noted  dystrophic  osseus  changes' 
in  the  axial  skeleton  characteristic  of  neurofibromatosis 
in  80%  of  their  102  patients.  The  remaining  22  patients 
had  non-dystrophic  spinal  curvatures.  Thus,  ever) 
patient  with  neurofibromatosis  is  at  high  risk  foi 
scoliosis. 
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Cardiovascular  Problems 

Neurofibromatosis  patients  also  appear  to  be  at 
increased  risk  for  congenital  heart  disease. 
Hypertension  due  to  renal  artery  stenosis  has  been 
observed  in  children. Hypertension  in  adults  with 
neurofibromatosis  is  more  likely  secondary  to 
pheochromocytoma.^®’^^  Cerebrovascular  stenosis, 
leading  to  strokes,  has  been  associated  with 
neurofibromatosis. 

A few  cases  of  segmental  neurofibromatosis, 
presumably  due  to  somatic  mutation,  have  been 
reported. Segmental  neurofibromatosis,  as  yet,  has 
not  been  demonstrated  to  have  an  hereditary 
component. 

Turner  mosaicism  in  conjunction  with 
neurofibromatosis  has  been  reported, ^ but  chromosome 
aberrations  are  not  a part  of  this  disease.  Since 
neurofibromatosis  is  due  to  a gene  below  the  level  of  the 
microscope,  chromosome  studies  are  usually  irrelevant. 
Dangerous  Ages 

Two  age  peaks  exist  for  severe  problems. The  first 
peak  is  0-10  years  of  age.  The  serious  problems  in  young 
children  are  mainly  in  the  central  nervous  system  and 
include  mental  retardation,  hydrocephalus  and  seizures. 
The  second  peak  is  at  36-50  years  of  age.  Neural  crest 
malignancies  tend  to  occur  in  adults  with 
neurofibromatosis. 

Intelligence 

While  mental  retardation  associated  with 
|iydrocephalus,  brain  tumor  or  vascular  lesions  has  been 
[reported,  intelligence  within  the  neurofibromatosis 
group  probably  approximates  a normal  distribution  in 
imost  cases.  Intellectually  superior  children  and  adults 
kvith  neurofibromatosis  are  known  to  these  writers 


B.C.M.  and  J.L.). 

In  general,  the  intellectual  and  adaptive  behavior 
:haracteristics  of  children  and  adults  with 
neurofibromatosis  have  been  sparsely  described  in  the 
iterature.  The  extent  to  which  specific  learning 
disabilities  may  or  may  not  be  associated  with  this 
rondition  remains  to  be  investigated. 

Health  Care 

Neurofibromatosis  patients,  even  the  most  mildly 
involved  and  their  apparently  uninvolved  family 
jTiembers,  should  be  advised  to  maintain  regular  medical 
liurveillance  of  their  health  status.  Given  the  wide  and 
explosive  potential  of  neurofibromatosis  for  serious 
pmplications,  there  is  obvious  need  for  care  of  the 
patient  and  family.  Since  the  spectrum  and  degree  of 
Inorbidity  varies  so  greatly  among  neurofibromatosis 
:)atients,  broad  medical,  psychological  and  educational 
jjwaluations  are  required  to  provide  a management 
Ipaseline  and  to  maintain  optimum  health. 

Ij  It  is  recommended  that  neurofibromatosis  patients  he  scheduled  for 
Inultidisciplinary  examinations  every  six  months.  More  frequent 
1‘valuations  may  be  scheduled  if  indicated  by  individual 
fjircumstances. 


A careful  medical  history  should  be  elicited  and  a 
meticulous  physical  examination  must  be  done  at  each 
evaluation.  The  precise  sequence  of  diagnostic  and 
laboratory  studies  varies  from  one  program34  to 
another,  but  should  include  some  or  all  of  the  items  in 
Tables  2 and  3. 


Table  2 

Diagnostic  Studies  in  Neurofibromatosis 


A.  Genetic  family  history* 

B.  Medical  history* 

C.  Physical  examination,  including  blood  pressure  and 
neurologic  examination 

D.  Other  diagnositic  procedures 

1.  Electroencephelogram  (EEG) 

2.  Radiographs  of 

a.  Skull* 

b.  Optic  foramina* 

c.  Skeleton* 

d.  Spine* 

e.  Kidneys  (IVP) 

3.  Gomputerized  axial  tomography  (GAT  scan)  of 

a.  Cranium 

b.  Orbits 

E.  Eye  examinations  (pupils  dilated)* 

F.  Hearing  evaluation  (audiometry)* 

*Routine  on  every  visit  (or  at  least  1 to  2 times  a year) 


Table  3 

Laboratory  Studies  in  Neurofibromatosis 


A.  Blood 

1.  Complete  blood  count  (CBC)* 

2.  Examination  of  blood  smear* 

3.  Blood  urea  nitrogen  (BUN)* 

4.  Fasting  blood  sugar  (FBS)* 

B.  Bone  marrow  (only  if  leukemia  suspected) 

C.  Urine 

1.  Urinalysis* 

2.  Urine  (24  hour)  epinephrine  and  norepinephrine 
^Routine  on  every  visit  (or  at  least  7 to  2 times  per  year) 


In  Arizona  there  is  an  active  chapter  of  the  National 
Neurofibromatosis  Foundation,  Mrs.  Carol  Ford, 
President,  3629  West  Aster,  Phoenix,  Arizona  85029. 
Telephone:  938-5663.  A new  Neurofibromatosis  Clinic 
is  held  regularly  under  the  sponsorship  of  this  Arizona 
Chapter  at  The  Genetics  Center,  123  East  University 
Drive,  Tempe,  Arizona  85281.  Telephone:  894-1104. 

Neurofibromatosis  is  a high-impact  disease,  since  its 
manifestations  are  visible  to  the  eye  and  its  outcome  can 
be  important  to  health  and  lifespan.  There  is  a sword 
figuratively  hanging  over  the  head  of  people  with  this 
disease.  The  quality  and  length  of  life  with 
neurofibromatosis  depends  on  careful  health 
maintenance. 
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Abstract 

A case  of  brainstem  infarction  following  cervical 
"lyperextension  and  axial  loading  is  presented.  This  has 
lot  previously  been  reported  to  follow  cervical  injury 
sustained  in  an  automobile  accident.  A differential 
diagnosis  has  been  included  which  encompasses  entities 
«vhich  should  be  considered  by  the  emergency  room 
ihysician. 

Brainstem  infarcts,  and  in  particular  the  Posterior 
Inferior  Cerebellar  Artery  Syndrome,  are  well 
documented  in  the  literature  to  follow  cervical 
lyperextension  injuries,^  ® such  as  produced  by 
:hiropractic  manipulation.^  The  neurologic 
deterioration  usually  occurs  immediately^  or  up  to  24 
lours®  following  the  trauma.  To  our  knowledge  this 
syndrome  has  surprisingly  never  been  reported  to 
:ollow  hyperextension  injuries  sustained  during 
mtomobile  accidents. 

Zise  Report: 

A 46-year-old  male  was  driving  down  the  highway, 
-vhen  a slowly  moving  truck  pulled  into  his  lane.  It  was 
estimated  that  the  car  was  traveling  35  m.p.h.  when  it 
struck  the  rear  of  the  truck  which  was  moving  at  15 
m.p.h.  The  patient's  head  struck  the  windshield  causing 
1 local  ballooning  of  the  shattered  glass,  and  remained 
trapped  in  the  bulge  while  his  body  continued  to  travel 
rorward  and  upward,  in  effect  hyperextending  and 
:ompressing  the  neck. 


-rom:  University  of  Arizona  Health  Sciences  Center.  Dr.  Bamford, 
Department  of  Neurology,  Dr.  Pond,  Department  of  Radiology, 
lucson,  Arizona  85724. 


Shortly  after  the  accident  the  patient  complained  of 
vertigo,  and  his  wife  noted  that  he  was  somnolent.  Eight 
days  later  the  patient  noted  the  onset  of  left  facial  pain 
and  droop  and  sought  medical  attention.  The  patient's 
wife  denied  that  the  patient  had  any  risk  factors  for 
stroke. 

On  admission  he  had  a blood  pressure  of  140/72,  a left 
facial  paralysis,  bilateral  Babinski's  and  a confused 
mental  status.  A CT  scan  of  the  head  was  normal. 
Cervical  spine  x-rays  showed  anterior  wedging  of  the 
C5  vertebra. 

A few  hours  after  admission  the  patient  deteriorated 
and  manifested  in  addition  a right  gaze  palsy,  a drift  of 
the  left  arm,  and  an  intention  tremor  on  finger-to-nose 
testing  bilaterally  and  heel-to-shin  testing  on  the  left. 

Shortly  thereafter  the  patient  manifested  clonic 
activity  of  the  right  hemibody  and  a blood  pressure  of 
230/140.  Re-evaluation  revealed  a skew  and 
dysconjugate  gaze,  a peripheral  facial  palsy  on  the  left 
with  an  absent  corneal  reflex,  loss  of  pain  over  the  right 
side  of  the  face  with  a depressed  right  corneal  reflex,  left 
papatal  weakness,  a plegic  left  arm,  loss  of  pain  over  the 
right  hemibody,  and  an  intention  tremor  of  the  left  leg. 
Deep  tendon  reflexes  were  normal,  except  for  depressed 
left  brachio-radialis  and  biceps  jerks  and  absent  ankle 
jerks.  The  following  day  the  patient  was  observed  to 
exhibit  paradoxical  respiration  on  the  left. 

A repeat  CT  scan  was  again  within  normal  limits.  CSF 
was  clear  with  a normal  opening  pressure,  cell  count, 
protein  and  glucose.  Evaluation  for  vasculitis  and 
coagulopathy  was  negative. 

In  spite  of  a stormy  one  month  hospital  course  fraught 
with  medical  complications  the  patient  was  finally 
discharged  in  an  improved  but  disabled  condition 
manifested  by  nocturnal  dyspnea,  dysphagia,  dysphonia, 
a mild  right  gaze  palsy,  left  facial  weakness,  anesthesis  to 
pain  over  the  right  face  and  body  and  an  intention 
tremor  of  the  left  arm  and  leg.  Very  slight  improvement 
followed  over  the  next  15  months.  A CT  scan  (Figure) 
performed  one  year  after  discharge  documented  a left 
cerebellar  hemispheric  infarct. 

A cerebral  angiogram  was  not  performed  at  any  time 
because  the  diagnosis  was  clinically  obvious  and 
management  conservative. 

Discussion  of  Case 

In  cervical  hyperextension  and  rotation  injuries  it  has 
frequently  been  demonstrated  that  intimal  tearing  of 
the  vertebral  artery  occurs.  Thrombosis  or  dissecting 
aneurysm  formation  then  follows.  The  vulnerable 
segments  of  the  artery  are  between  the  transverse 
foramina  of  the  axis  and  atlas®’^  and  between  the 
posterior  arch  of  the  atlas  and  the  occiput.^  The 
posterior  inferior  cerebellar  artery  is  frequently 
affected^  because  of  its  origin  from  the  damaged 
vertebral  artery. » 

In  the  above  case  report  the  presence  of  vertigo, 
anesthesia  to  pain  over  the  right  hemibody,  and  left 
sided  ataxia  would  be  compatible  with  a left  PICA 
occlusion  suggested  by  the  third  CT  scan.  There  is  no 
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Figure 

CT  scan  performed  one  year  after  discharge,  demonstrating 
the  presence  of  an  old  left  cerebellar  hemispheric  infarct. 


(vertigo,  facial  paralysis)  as  well  as  within  both  cerebral 
hemispheres  (confusion).  His  first  concern  should  be  to 
ensure  that  a lesion  in  the  posterior  fossa  was  not 
precipitating  hydrocephalus,  or  alternatively  that  a 
hemispheric  lesion  was  not  producing  central 
herniation.  A posterior  fossa  mass  producing 
hydrocephalus  is  usually  accompanied  by  a severe 
headache,  as  long  as  the  patient  is  alert  enough  tc 
complain.  Central  herniation  presents  with  the  pupillary 
changes  of  the  diencephalic  syndrome,  followed  by 
extrinsic  and  intrinsic  ocular  muscle  paralysis.  None  of 
these  symptoms  or  signs  were  evident  in  this  case.  An 
emergency  CT  scan  confirms  the  lack  of  displacement  of 
normal  structures.  The  normal  CT  scan  on  admission 
however  is  quite  compatible  with  recent  infarction,  as  is 
the  previous  and  subsequent  stuttering  course.  The 
normal  CT  scan  may  also  be  seen  in  brainstem  anc 
cerebral  contusion,  a condition  most  severe  at  the  time 
of  injury,  rather  than  more  than  one  week  later. 

Having  concluded  that  a stroke  has  occurred,  the 
clinician  must  attempt  to  determine  whether  it  was  due 
to  atherosclerosis  or  some  other  mechanism.  The! 
younger  the  victim  the  less  likely  it  is  to  bei 
atherosclerotic  and  the  possibility  of  blood  vessel  disease! 
or  injury  should  be  considered  (vasculitis-ESR,  VDRL 
chronic  meningitis  - CSF;  accelerated  atherosclerosis  -I 
cholesterol,  GTT).  One  should  also  consider  alteration 
of  blood  constituents  such  as  hyperviscosity  syndromes 
polycythemia,  chronic  lymphatic  leukemia,  primary 
thrombocytosis  and  thrombotic  thrombocytopenii 
purpura. 


question,  however,  that  other  areas  of  the  brainstem 
and  possibly  even  the  rostral  cervical  spinal  cord  and 
posterior  cerebral  artery  territories  were  involved  as 
well. 

Two  unusual  features  presented  themselves  in  this 
case.  1)  This  type  of  injury  has  not  previously  been 
reported  to  occur  in  automobile  accidents. 
Hyperextension  occurs  commonly  in  whiplash  injuries, 
but  in  this  case  hyperextension  occurred  with  axial 
loading  and  this  latter  component  may  be  a very 
significant  contributing  factor.  2)  Most  patients  with 
traumatic  vertebral  artery  occlusion  have  the  onset  of 
their  neurologic  symptoms  shortly  after  the  injury  with 
occasional  cases  continuing  to  deteriorate  up  to  24  hours 
later.  This  patient  is  remarkable  in  that  his  most 
significant  neurologic  deterioration  occurred  more  than 
one  week  after  his  injury. 

The  Approach  to  Differential  Diagnosis 

On  admission  to  the  emergency  room,  when  the 
patient  was  noted  to  complain  of  vertigo  and  to  have 
confusion,  a left  facial  paralysis  and  bilateral  Babinski's, 
the  examining  physician  should  recognize  that 
dysfunction  is  occurring  within  the  posterior  fossa 

106  FEBRUARY  1982  • XXXIX  • 2 


References 

1.  Tissington  Tatlow  WF,  Bammer  HG:  Syndrome  of  vertebr. 
artery  compression.  Neurology  1957;7:331-340. 

2.  Latchaw  RE,  Seeger  JF,  Gabrielson  TO:  Vertebrobasilar  arteri. 
occlusions  in  children.  Neuroradiology  1974;8:141-147. 

3.  Murray  DS:  Post-traumatic  thrombosis  of  the  internal  carotid  an 
vertebral  arteries  after  non-penetrating  injuries  of  the  neck.  Bri 
Surg  1957;44:556-561. 

4.  Hanus  SH,  Moer  TD,  Harter  DH:  V'etebral  artery  occlusio 
complicating  yoga  exercises.  Arch  Neurol  1977;34:574-575. 

5.  Nagier  W:  Vertebral  artery  obstruction  by  hyperextension  of  th 
neck:  Report  of  three  cases.  Arch  Phys  Med  Rehah  1974;54:640-641 

6.  Okawara  S,  Nibbelink  D:  Vertebral  artery  occlusion  followin 
hyperextension  and  rotation  of  the  head.  Stroke  1974;54:237-241 

7.  Schellhas  KP,  Latchaw  RE,  Wendling  LR,  Gold  LH/ 
Vertebrobasilar  injuries  following  cervical  manipulation.  JAM. 
1980;244:1450-1453. 

8.  Toole  JF,  Tucker  SH:  Influence  of  head  position  upon  cerebr. 
circulation.  Studies  on  blood  flow  in  cadavers.  Arch  iieuroKChicng 
1960;2:616-623. 

9.  Schneider  RC,  Schemm  GW:  Vertebral  artery  insufficiency  i| 
acute  and  chronic  spinal  trauma,  with  special  reference  to  th 
syndrome  of  acute  central  vertical  spinal  cord  injury.  / Neurosuij 
1961;18:348-360. 


Oncology 

J 


Guidelines  for  Physicians 
In  Addressing  Sexuality 
Concerns  of  Patients 
with  Cancer 

Karen  Redding,  M.S.W. 

Mary  E.  Hotvedt,  Ph.D. 

Diane  S.  Fordney,  M.D. 

Susan  Leigh,  R.N.,  B.S. 


Editors: 

David  S.  Alberts,  M.D. 
Ellen  M.  Chase,  B.S. 


Introduction 

In  examining  sexuality  and  its  relationship  to  cancer 
and  its  treatment,  three  questions  have  been  addressed 
n a recent  study.  These  were:  1)  Do  patients  want  to 
discuss  sexual  concerns?  2)  Who  should  initiate  such  a 
discussion?  3)  How  might  it  be  initiated?  The 
recommendations  were:  1)  Yes,  patients  do  want  to 
discuss  sexual  concerns.  2)  Patients  expect  the 
ahysician  to  bring  up  the  topic  of  sexuality.  3)  Patients 
are  less  likely  to  go  to  a "sex  counseling  clinic"  when 
experiencing  sexual  concerns  and  prefer  a didactic 
approach  (e.g.,  specific  counseling  with  information). i 


•rom;  Section  of  Hematology-Medical  Oncology,  Department  of 
'nternal  Medicine  and  the  Cancer  Center  (Ms.  Redding,  Ms.  Leigh); 
Department  of  Family  and  Community  Medicine  (Dr.  Hotvedt);and 
Department  of  Obstetrics  and  Gynecology  (Dr.  Fordney),  University 
)f  Arizona,  Arizona  Health  Sciences  Center,  Tucson,  Arizona  85724. 


Although  some  attention  has  been  paid  in  the 
literature  to  organ-specific,  treatment-specific,  and 
psychosocial  correlates  of  sexual  dysfunction  with 
cancer  patients,  little  attention  has  been  paid  to 
providing  information  and  guidelines  to  the  physician  in 
eliciting  and  treating  these  sexual  concerns.^ 
Additionally,  it  has  been  noted  that  approximately  60% 
of  all  sexual  problems  can  be  managed  in  a clinical  setting 
by  the  primary  contact  physician. s Where  then  does  the 
physician  begin  in  identifying  and  treating  sexual 
concerns? 

The  purpose  of  this  article  is  to:  1)  summarize  the 
range  of  organ-specific,  treatment-specific,  and 
psychosocial  correlates  of  sexual  problems  that  cancer 
patients  may  experience;  and  2)  provide  a model  by 
which  to  detect,  treat,  or  refer  a sexual  problem  to  a sex 
therapy  specialist. 

Defining  "Sexuality" 

Sexuality  can  be  defined  as  having  several 
components:  l)  a person's  view  of  himself/herself  in 
terms  of  body  image,  attractiveness,  worth, 
competency,  and  degree  of  satisfaction  in  experiencing 
pleasure;  and  2)  including  a variety  of  behaviors 
including  cuddling,  stroking,  kissing,  touching, 
carressing,  as  well  as  masturbation  and  sexual 
intercourse.  We  view  physical  contact  as  a basic  human 
need  which  often  becomes  that  much  greater  when  a 
person  experiences  a debilitating  illness.  Patients  do  need 
physical  contact — the  degree  varying  from  individual  to 
individual.  Sexual  intercourse  may  be  a part  of  this 
contact,  but  not  necessarily  an  essential  part.  Equally 
important  is  the  patient's  concept  of  himself/herself  as  a 
sexual  being. 

Concerns;  Organ-Specific 

Organ-specific  sexuality  problems  have  been 
associated  with  several  cancers,  including:  breast  and 
gynecologic  cancers,  as  well  as  cancer  of  the  prostate, 
testis,  penis,  colon,  bladder,  and  head  and  neck.  Some  of 
the  initial  sexual  concerns  that  patients  may  experience 
following  any  surgical  intervention  may  include: 

1.  Sterility  — Will  1 be  sterile?; 

2.  Loss  of  libido  — Will  1 lose  my  interest  in  sex  or  my 
ability  to  perform?; 

3.  Limitations  on  sexual  activity  — How  soon  after  surgery 
can  I have  sex?  How  frequently?  Will  I communicate  my 
disease  to  my  partner?  Will  intercourse  promote 
infection?  Lower  my  blood  count?  Hurt?  Be  too 
stressful? 

It  has  been  noted  that  although  gynecologic  cancers 
and  breast  cancer  may  not  disrupt  physiological 
functioning,  they  do  affect  a woman's  sense  of  well- 
being and  feminine  identity.'’  As  a result,  sex 
dysfunction  occurs,  with  women  reporting  difficulty  in 
becoming  aroused,  lubricated,  or  achieving  orgasm. 

Patients  with  urologic  malignancies — cancer  of  the 
prostate,  testis,  or  penis — usually  experience  loss  of 
sexual  functioning  in  that  the  treatment  may 
temporarily  or  permanently  disrupt  the  mechanisms 
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required  for  erection,  emission,  and  ejaculation.'^ 
Additionally,  following  therapy,  patients  may 
experience  pain,  physical  fatigue,  depression,  and 
anxiety,  all  of  which  may  decrease  sexual  drive. » 

Male  stoma  patients  often  experience  impotence.  Sex 
dysfunction  is  reported  in  almost  all  male  patients 
following  bladder  excision  and  in  50%  following  A-P 
resection  for  cancer  with  colostomy.'’  While  surgery  can 
account  for  true  physiological  impairment  in  most  cases, 
psychological  effects  of  ostomies  are  also  seen.  Both 
male  and  female  stoma  patients  have  been  reported  to 
feel  insecure,  to  find  it  difficult  to  resume  social 
activities,  and  to  regard  themselves  as  social  outcasts.’^ 

Although  no  specific  studies  have  been  done  on  the 
relationships  of  head  and  neck  cancers  to  sexual 
functioning,  it  has  been  reported  that  patients  with  this 
type  of  cancer  experience  a reduced  level  of  social 
functioning  as  well  as  an  increased  dependency  on 
others. Sexual  concerns  are  not  about  physiological 
functioning,  but  rather  about  losses  in  self-worth, 
attractiveness,  and  physical  contact  with  partners. 
Concerns:  Treatment-Specific 

Specific  treatments  for  cancer  have  been  reported  to 
affect  sexual  functioning.  For  example,  radiation 
therapy  may  cause  temporary  to  permanent  sterility  in 
male  patients  receiving  treatment  to  the  pelvis  for 
testicular  tumors,  leukemia,  Hodgkin's  disease,  or  non- 
Hodgkin's  lymphoma. ’3  Female  patients  with  Hodgkin's 
disease  who  receive  irradiation  to  the  pelvis  without 
oophoropexy  always  become  sterile, i"*  while  those 
undergoing  oophoropexy  and  lead  shielding  may  also 
become  infertile  (— 50%).i5  Body  image  issues  for  both 
men  and  women  receiving  radiation  therapy  include  the 
permanent  markers  or  tattoos  to  the  chest  and  back 
areas,  and  the  loss  of  body  hair  (scalp,  armpit,  and  pubic), 
often  resulting  in  a patient's  feeling  like  a child  or  feeling 
emasculated,  mutilated,  or  embarrassed. 

Sexual  problems  related  to  chemotherapy  may  include 
infertility  in  the  male  patient  being  treated  for 
Hodgkin's  disease  with  MOPP  (meclorethamine 
[nitrogen  mustard],  vincristine  [Oncovin], 
procarbazine,  prednisone)^*’  and  in  male  patients 
receiving  doxorubicin,  cyclophosphamide,  and  high- 
dose  methotrexate  for  the  treatment  of  soft  tissue 
sarcoma.'^  These  chemotherapeutic  agents,  which  do 
not  always  cause  sterility  in  females,  may  still  produce 
endocrine  dysfunction  leading  to  premature 
menopausal  symptoms.’®  In  addition  to  making  sexual 
functioning  difficult,  this  dysfunction  can  lead  to  more 
serious  physiological  conditions  (i.e.,  osteoporosis, 
cardiac  problems).  Fortunately,  in  many  cases,  this  can 
be  managed  by  prescribing  hormone  replacement 
therapy. 

When  radiation  therapy  and  chemotherapy  are 
combined,  gonadal  toxicity  is  enhanced  in  both  males 
and  females,'^  '®  In  addition,  recent  studies  indicate  that 
preoperative  cryopreservation  of  semen  (sperm- 
banking) is  not  always  a possibility,  either  because  of 
poor  semen  quality’”  or  because  of  decreased  sperm 
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counts  at  the  time  of  diagnosis. 

Other  pharmaceutical  agents,  whether  used  alone  for 
symptom  management,  or  in  conjunction  with 
anticancer  drugs,  may  have  an  adverse  affect  on  sexual 
functioning.  Such  drugs  include  antihypertensives, 
anticholinergics,  antihistamines,  and  psychoactives 
(e.g.,  antipsychotics,  antidepressants,  alcohol,, 
marijuana,  and  sedatives,  as  well  as  opiates). 20 

Finally,  the  wide  range  of  side  effects  (e.g.,  alopecia,, 
anorexia,  nausea,  vomiting,  fatigue)  that  a patient  may 
experience  while  undergoing  radiation  therapy  and 
chemotherapy  may  also  affect  sexuality. 

Concerns:  Psychosocial  Correlates 

A patient's  identity  as  a sexual  being  is  called  intc' 
question  by  the  entire  disease  and  treatment  process 
Common  issues  are: 

1.  Self-esteem  — Am  1 still  attractive,  useful,  the  same 
man  or  woman  1 was  before?; 

2.  Vulnerability  — Will  I be  abandoned  or  rejected?; 

3.  Mutilation  — Despite  my  lost  limb,  am  1 still  a whole 
person?  Do  I still  belong?;  and 

4.  Mortality  — Should  I resume  intimacy  when  I know 
that  I may  die  and  make  the  loss  for  my  loved  one  tha 
much  more  difficult? 

Studies  have  shown  that  fears  of  unacceptability 
rejection,  and  isolation  cause  more  anxiety  in  cancel 
patients  than  do  fears  of  recurrence,  pain,  and  death. ^ 

Given  the  number  of  ways  that  cancer  and  it: 
treatment  can  and  do  affect  sexuality,  we  suggest  .■ 
model  that  the  physician  can  use  easily  in  detecting  am 
dealing  with  a patient's  sexual  concerns. 

The  PLISSIT  Model 

The  PLISSIT  model,  developed  by  Annon  in  1974, i 
a form  of  brief  sexual  therapy  originally  designed  for  th> 
use  of  primary  care  physicians.  The  title  is  an  acronyn 
for  the  series  of  interventions  a physician  may  emplo 
with  patients.  P is  for  permission;  LI  stands  for  limite. 
information;  SS  is  for  specific  suggestions;  and  IT  mean, 
intensive  therapy — the  point  at  which  the  physician  ma 
need  to  make  a referral  to  a qualified  sex  therapist.  W 
will  use  the  PLISSIT  model  to  indicate  useful  ways  fo 
the  physician  to  help  cancer  patients  with  sexual  issue* 

The  process  starts  with  a few  questions  by  th 
physician  regarding  sexual  functioning.  These  can  b 
asked  along  with  other  routine  questions  abou 
toleration  of  treatment  or  the  ability  to  work.  Fo: 
example:  "Many  cancer  patients  express  concerns  abou 
their  sexuality.  Have  you  noticed  a change  in  your  sexui 
satisfaction  since  you  began  treatment?"  Or,  "Do  yo 
have  any  questions  on  how  this  surgery  (or  treatmenil 
might  affect  your  sexuality?"  If  the  patient  and  his/he 
partner  report  no  problems,  the  physician  has  at  leas 
brought  up  the  topic  so  that  the  patient  may  feel  mor 
comfortable  in  discussing  it  at  a later  point. 

History  Taking 

When  initial  questioning  discloses  sexual  problems, 
brief  sexual  history  should  be  taken  which  focuses  o 
the  current  problem  rather  than  the  patient  s entir 
sexual  history.  Five  issues  need  to  be  covered.  These  ar( 


1.  Description  of  the  Problem  — In  the  patient's  terms, 
vhat  is  going  on? 

2.  History  of  the  Problem  — When  did  it  first  occur?  Is  it 
hronic  or  episodic?  What  preceded  the  problem?  Has  it 
;otten  better  or  worse? 

i 3.  Cause  of  the  Problem  — This  is  the  patient's  view, 
|orrect  or  not,  of  the  source  of  concern. 

1 4.  Previous  Treatment  Attempts  — What  has  the  patient 
|lone  or  been  doing  to  correct  the  problem,  and  how 
uccessful  has  self-treatment  been? 

5.  Goal  of  Brief  Therapy  — What  does  the  patient  hope  to 
chieve  by  discussing  the  problem  with  the  physician?  Is 
t a realistic  outcome?^’^^ 

’LISSIT  Model:  Permission 

I The  first  level  of  intervention  is  that  of  allowing  the 
jopic  of  sexuality  to  be  discussed  in  an  open  and 
itraightforward  manner.  In  order  to  do  this,  several 
things  are  necessary: 

I 1.  Self-evaluation  — Decide  on  a level  of  intervention 
jhat  is  comfortable  for  you; 

i 2.  Listen  — Allow  the  patient  to  describe  his/her 
concerns  and  the  current  change  that  has  taken  place  in 
physical  and  sexual  areas; 

. 3.  Acknowledge  — Acknowledge  the  patient's  concern 
py  providing  positive  support.  Support  might  be  shown 
py  stating  that  the  concern  is  valid  and  important,  one 
hat  is  often  experienced  by  other  patients,  and  one  in 
which  improvement  can  be  made. 

PLISSIT  Model:  Limited  Information 
I The  second  level  of  intervention,  that  of  providing 
limited  information  to  the  patient,  occurs  when  a 
Ijhysician  describes  to  the  patient  the  possible  effects  of 
j/arious  treatments  (e.g.,  surgery,  chemotherapy, 
radiotherapy)  on  sexual  functioning,  as  well  as  the 
impact  that  emotions  (fear,  depression,  anger)  may  have 
bn  libido  and  sexual  function.  It  is  helpful  to  describe  the 
■ange  of  sexual  expectations  that  a patient  may  have, 
;iven  his/her  physical  condition,  and  to  deal  with  any 
nisconceptions  or  concerns.  Most  often  these  concerns 
■elate  to:  1)  the  appropriateness  of  maintaining  sexual 
|:ontact;  2)  a fear  of  self-damage;  3)  a fear  of  being 
jrontagious  to  the  partner;  4)  worsening  of  the 
prognosis  or  the  tumor  with  active  sexual  contact;  and 
|5)  assumptions  about  losing  sexual  function  altogether. 
It  is  important  to  stress  that  adequate  sexual  function  is 
physiologically  multifaceted,  and  that  while  some 
rumors  or  treatments  may  cause  irrevocable  loss,  most 
are  not  causes  of  permanent  or  total  loss.  Thus,  the 
jiifference  between  physical  and  psychological  loss  is 
j'arely  clear.  What  becomes  important  is  that  of  maxi- 
\nizing  sexual  potential.  Even  a patient  who  has  lost  his 
penis  or  testes  or  her  clitoris  and  vagina  has  sexual 
potential  and  can  maintain  physical  intimacy. 

®LISSIT  Model:  Specific  Suggestions 
' The  third  level  of  intervention  occurs  with  patients 
whose  situations  require  more  than  support  and  limited 
Information.  This  is  where  specific  suggestions  (SS)  are 
'nade  and  are  followed  by  short  sessions  over  a few 
jveeks. 


Specific  suggestions,  in  general,  are  task-oriented  and 
are  given  in  manageable  amounts  so  that  the  patient 
(and  partner)  can  experience  success  in  carrying  them 
out.  Strategies  for  suggestions  include  the  following: 

1.  Communication  Enhancement  — The  physician  can  act 
as  a mediator  and  promoter  of  in-depth  discussion 
between  partners  on  the  effect  that  the 
disease/treatment  process  has  had  on  the  relationship.  A 
couple  appearing  angry,  sad,  or  distant  with  each  other 
can  be  given  the  homework  assignment  of  spending  ten 
minutes  each  evening  in  a private  discussion  of  the 
events  and  feelings  experienced  by  each  during  the  day. 
After  couples  carry  this  out  successfully  for  a week  or 
two,  the  assignment  can  be  enhanced  by  hand-holding 
or  cuddling  during  these  private  talk  sessions.  Couples 
can  be  taught  to  actively  listen  to  each  other's  fears  and 
concerns,  to  give  permission  to  the  other  for  honest 
statements  of  feeling,  and  to  learn  to  negotiate  difficult 
issues.  As  a backup  resource  for  enhancing 
communication,  many  church  groups  and  civic 
associations  hold  marriage  encounter  groups  or  couples' 
communication  workshops.  Attendance  may  be  useful 
to  patients  and  also  to  physicians  interested  in 
improving  their  counseling  skills.  Bach's  book  The 
Intimate  Enemy^^  is  a good  resource  for  more 
communication  enhancement  techniques. 

2.  Education  — Assuming  that  the  physician  has  given 
limited  information  in  response  to  patient  concerns,  it 
may  be  appropriate  to  suggest  educational  material  to  a 
patient  and  partner.  Books  such  as  The  ]oy  of  or  A 
Good  Agep^  read  by  both  partners,  will  encourage 
discussion  of  sensuality  and  intimacy  despite  physical 
problems. 

3.  Redefinition  of  Goals  — When  intercourse  is  difficult 
or  impossible,  the  physician  can  encourage  a couple  to 
touch,  cuddle,  or  kiss  to  satisfy  intimacy  needs.  For 
example,  a young  man,  bedridden  with  Hodgkin's 
disease,  was  given  sponge  baths  and  massages  by  his 
wife.  These  were  accompanied  by  candlelight,  soft 
music,  wine,  and  pleasantly  scented  soaps  and  oils.  This 
ritual  satisfactorily  replaced  much  of  their  usual  love- 
making.  Even  a very  ill  patient  can  give  and  get  pleasure 
from  body  stroking  and  cuddling  in  such  a session. 

4.  Behavior  Modification  — Negative  or  unsuccessful 
behaviors  can  be  stopped  and  exchanged  for  gratifying 
ones  once  communition  improves  and  goals  are 
redefined.  Intercourse,  for  example,  is  unlikely  to  be 
mutually  satisfying  or  even  to  occur  if  one  or  both 
partners  are  depressed,  anxious,  angry,  or  in  pain.  The 
physician  can  suggest  a ban  on  any  sexual  activity  that  is 
not  mutually  pleasurable  while  new  behavior  is 
encouraged.  For  example,  a middle-aged  woman  with 
recurring  breast  cancer  and  her  husband  were  angry  and 
frustrated  with  each  other  over  their  diminished  sexual 
contact.  When  intercourse  occurred,  it  resulted  in  more 
anger  and  less  satisfaction.  The  couple  was  advised  to 
refrain  from  intercourse.  After  completing  several 
communication  exercises  successfully,  they  were  told  to 
each  ask  for  three  intimate,  touching  acts  during  the 
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next  week.  The  first  week,  the  woman  asked  her 
husband  to  brush  her  hair,  to  give  her  a back  rub,  and  to 
pamper  her  by  putting  her  to  bed  and  bringing  herb  tea 
after  each  chemotherapy.  The  husband  asked  for  a head 
massage,  a shower  together,  and  a few  minutes  of 
cuddling  before  sleep.  After  a few  weeks,  the  couple 
broke  the  intercourse  ban,  although  they  now  continue 
the  request  lists  as  part  of  their  new  intimate  behavior. 
PLISSIT  Model:  Intensive  Therapy 

The  fourth  and  final  level  of  intervention  is  that  of 
intensive  therapy.  This  intervention  generally  pertains 
to  those  patients  who  have  experienced  the  following; 
1)  prior  long-standing  sexual  problems;  2)  severely 
disturbed  or  stressed  marital  relationships;  or  3)  long- 
term spousal  alienation.  When  one  of  these  cc^nditions 
exists,  the  physician  needs  to  identify  a competent 
therapist  (e.g.,  psychiatrist,  psychologist,  social  worker, 
sex  therapist)  for  referral  and  to  provide  that  therapist 
with  the  necessary  medical  and  social  information.  In 
Arizona,  the  Arizona  Association  of  Sex  Educators, 
Counselors,  and  Therapists  (ASECT)  in  Phoenix  can 
provide  information  on  qualified  sex  therapists  available 
in  each  area.  In  this  way,  both  the  needs  of  the  patient 
for  mcare  intensive  assistance  as  well  as  those  of  the 
therapist  for  adequate  information  relating  to  the 
physiologic  aspects  of  the  disease  process  are  met.  We 
emphasize  the  value  of  the  physician's  use  of  the 
PLISSIT  model  with  patients,  even  in  difficult  cases 
where  referral  is  necessary.  The  physician's 
involvement  and  concern  increases  the  likelihood  of  the 
patient's  follow-through  with  the  therapist. 

Conclusion 

In  summary  most  cancer  patients  experience  sexual 
concerns  and  prefer  to  have  the  topic  of  sexual 
functioning  initiated  by  their  doctor.  The  physician  can' 
introduce  this  topic  by  asking  questions  related  to 
organ-specific,  treatment-specific,  or  psychosocial 
sexual  concerns.  By  using  the  PLISSIT  model,  these 
concerns  may  be  lessened  by  acknowledging  and 
listening  to  what  is  bothersome  to  the  patient  as  well  as 
by  providing  limited  information  as  to  the  physiological 
and  psychological  basis  of  the  difficulty.  Depending  on 
the  time  factor  and  comfort  level  of  the  physician, 
specific  suggestions  may  be  offered  to  lessen  the  stated 
difficulty.  When  more  intense  difficulty  is  noted,  a 
physician  may  utilize  the  resources  of  an  experienced 
marital/sex  therapist. 

We  are  aware  that  cancer  specialists  are  often  stressed 
by  the  demands  of  their  profession  and  their  high 
standards  of  patient  care.  Nonetheless,  we  have  found 
that  physicians  who  can  discuss  with  their  patients 
personal  concerns  such  as  sexuality  derive  considerable 
satisfaction  from  this  helping  role  and  that  the 
doctor/patient  relationship  is  greatly  improved.  We  hope 
that  in  this  article  we  have  given  physicians 
1)  permission  to  discuss  sexual  concerns;  2)  limited 
information  on  organ-,  treatment-,  and  psychosocial- 
specific  sexual  concerns;  3)  specific  suggestions  on  the 
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inclusion  of  sexuality  in  their  quality-of-life 
management  with  patients;  and  4)  information  on 
referral  for  intensive  therapy. 
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A 38-year-old  lady  has  had  hypertension  for  four 
ears.  This  has  been  controlled  with  medication.  Prior  to 
n intraveneous  pyelogram,  several  special  images  are 
iken.  (Figure  1) 

What  is  the  procedure? 

I What  is  the  abnormally? 


I'om:  The  Department  of  Diagnostic  Radiology,  Scottsdale  Memorial 
lOspital,  7400  East  Osborn  Road,  Scottsdale,  Arizona  85251. 


Figure  1 


Continut'd  on  Next  Page 


ARIZONA  MEDICINE 


111 


Answer: 

Transvenous  Digital 
Subtraction  Angiography 
Right  Renal  Artery  Stenosis 
with  Poststenotic  Dilatation. 

Transvenous  digital  subtraction  angiography  (DSA)  is 
a new  technique  which  allows  relatively  non-invasive 
imaging  of  any  arterial  system.  Pioneered  at  the 
University  of  Arizona,  this  technique  has  been  most 
extensively  used  for  the  evaluation  of  cerebrovascular 
and  renovascular  disease,  two  of  the  major  causes  of 
morbidity  in  the  United  States  today. 

DSA  is  simpler,  quicker,  less  invasive,  and  less  costly 
to  the  patient  than  catheter  angiography.  Because  it  can 
be  performed  on  outpatients,  the  costs  of  hospitalization 
for  angiography  are  avoided.  A catheter  is  placed 
through  an  antecubital  vein,  with  its  tip  in  the  basilic 
vein  or  superior  vena  cava.  Forty  to  fifty  milliliters  of 
contrast  material  (the  same  contrast  as  for  an  IVP)  are 
injected,  and  images  are  obtained  after  allowing  4 to  6 
seconds  for  the  contrast  to  transit  the  pulmonary 
circulation.  The  computer  subtracts  a mask  image 
(taken  before  the  contrast  material  reaches  the  arteries) 
from  each  successive  image,  thereby  removing  all 
portions  of  the  image  which  have  not  changed.  In  this 
way,  the  flow  of  the  dilute  contrast  material  into  the 
arteries  can  be  clearly  demonstrated,  and  diagnostic 
images  are  obtained.  (Figure  1)  Because  an  antecubital 
venipuncture  is  done,  outpatients  may  leave  the  x-ray 
department  as  soon  as  the  exam  is  over.  The  potential 
risks  of  the  procedure  relate  only  to  contrast  material 
sensitivity,  and  therefore  are  of  the  same  magnitude  as 
for  an  IVP. 

Patient  motion  during  an  image  sequence  constitutes 
the  largest  single  problem  in  DSA.  Any  patient  motion 
changes  the  subtraction  register,  degrading  images  and 
limiting  diagnostic  usefulness.  Methods  of 
resubtracting  images  (called  postsubtraction)  and  of 
moving  the  subtraction  mask  (reregistration)  are 


Figure  2 

Compare  catheter  arteriogram  to  DSA  study.  Note  post 
stenotic  dilatation  on  the  right. 


currently  operative  in  some  systems,  and  partially  solv 
this  problem.  Low  output  cardiac  states  increase  dilutio 
of  the  contrast  material  in  the  pulmonary  circulation  an 
heart,  and  this  also  can  produce  less  than  optim, 
images.  Nevertheless,  early  studies  have  shown  thi 
70%  or  more  of  subtraction  angiograms  are  diagnosti 
In  our  patient,  right  renal  artery  stenosis  w^ 
discovered  on  DSA  prior  to  a routine  outpatient  IVl 
Angiography  confirmed  the  stenosis  of  the  proxim 
right  renal  artery.  (Figure  2)  She  is  currently  considerin 
the  alternatives  of  surgery  and  percutaneoi 
transluminal  angioplasty. 
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For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
OUR  NEXT  AINTIARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first  I 

TWO  WAYS  YOUl 
WILL  SAVE  MONEY  Wm 


Introducing 

RUFEN*  (ibuprofen) 


$150  REBATE  AND  RUFEN  IS 

DIRECT  TO  YOUR  PRICED  LOWER 
PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  ibuprofen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC 
BOOTS  IBUPROFEI 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFEI 
may  be  substituted  for 
Motrin®,  because  it  is  bio 
equivalent.* 

Original  research  byTi 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  Intro- 
duced it  ourselves  else- 
where around  the  world, 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin*  (ibuprofen)  is  a registered  trademark  of  The  Up)ohi  I 


I 


vKTHRmC  PATIENTS 
3UPROFEN  THERAPY 


You  first  came  to  know 
as  Motrin  (ibuprofen), 
lanufactured  by  Upjohn. 
Now,  as  we  have  estab- 
shed  facilities  in  America, 
'e  hope  you'll  come  to 
now  Boots  brand  name 
)r  ibuprofen  as  RUFEN. 

aOEQUIVALEINCY? 
)F  COURSE.* 

hat's  why  you  may  substi- 
Jte  RUFEN  for  Motrin. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATEl 

A 25^  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


on  file. 

ntributions  made  to:  International  League  Against  Rheumatism. 
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'w>  Tablets 


WHEN  YOU’RE  WRITING  YOUR  NEXT  "^fen 
PRESCRIPTION  EOR IBUPROEEN, 

PLEASE  REMEMBER: 


® 


RUFEIN 


RUFEIN 


RUFEN 

RUFEIN 

RUFEIN 


OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 


COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 


CONTRIBUTES  25^  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 


IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 


(IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 


(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochurt 

RUFEN*  Tablets 

(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  ar 
symptoms  of  rheumatoid  arthritis  and  osteoarthrit 
during  acute  flares  and  in  the  long-term  manageme 
of  these  diseases.  Safety  and  effectiveness  have  n 
been  established  for  Functional  Class  IV  rheumato. 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive 
ibuprofen.  or  with  the  syndrome  of  nasal  polyps,  angi 
edema  and  bronchospastic  reactivity  to  aspirin  or  otb 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS 
WARNINGS:  Anaphylactoid  reactions  have  occurrr 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINC 
CATIONS).  Peptic  ulceration  and  gastrointestin 
bleeding,  sometimes  severe,  have  been  reporte 
Peptic  ulceration  and  gastrointestinal  bleeding,  som 
times  severe,  have  been  reported.  Peptic  ulceratio 
perforation,  or  gastrointestinal  bleeding  can  end  fatal 
however,  an  association  has  not  been  establishe 
Rufen  should  be  given  under  close  supervision  to  patier 
with  a history  of  upper  gastrointestinal  tract  diseas 
and  only  after  consulting  the  ADVERSE  REACTION 

In  patients  with  active  peptic  ulcer  and  active  rheum 
told  arthritis,  nonulcerogenic  drugs,  such  as  gol 
should  be  attempted.  If  Rufen  must  be  given,  the  patie 
should  be  under  close  supervision  for  signs  of  ulc  , 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  visic 
scotomata,  and/or  changes  in  color  vision  have  been  i 
ported.  If  developed,  discontinue  Rufen  and  administ 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  wi 
Rufen;  caution  should  be  used  in  patients  with  a histo 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  proloi 
bleeding  time  Use  with  caution  in  patients  with  intrins 
coagulation  defects  and  those  taking  anticoagulant 

Patients  should  report  signs  or  symptoms  of  gastroi 
testinal  ulceration  or  bleeding,  blurred  vision  or  oth 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insi 
ficiency.  patients  on  prolonged  corticosteroid  theraf 
this  therapy  should  be  tapered  slowly  when  adding  Ruft 
DRUG  INTERACTION:  Coumann-type  anticoagulan 
The  physician  should  be  cautious  when  administerii 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blo< 

)0y0l3 

PREGNANCY  AND  NURSING  MOTHERS:  Rufi 


I Fiope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  thie  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "M^ically  Necessary'  as  required  by  the  laws  of 
your  state. 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 
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should  not  be  taken  during  pregnancy  nor  by  nursii 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reactii 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigt 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distret 
nausea  and  vomiting,  indigestion,  constipation,  abdor 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  a'l 
flatulence)  Central  Nervous  System:  dizziness*,  hea 
ache,  nervousness.  Dermatologic:  rash*  (includli 
maculopapular  type),  pruritus.  Special  Senses:  tinniti 
Metabolic:decreased  appetite,  edema,  fluid  retentic 
Fluid  retention  generally  responds  promptly  to  dn 
discontinuation  (see  PRECAUTIONS). 

*lncidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinai:  gastric  or  duodenal  ulcer  with  blee 
ing  and/or  perforation,  hemorrhage,  melena.  Centi 
Nervous  System:  depression,  insomnia.  Dermatolo 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  mul 
forme.  Special  Senses:  amblyopia  (see  PRECAUTION 
Hematologic:  leukopenia,  decreased  hemoglot 

and  hematocrit.  Cardiovascular:  congestive  heu 
failure  in  patients  with  marginal  cardiac  functic 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liv 
function  Central  Nervous  System:  paresthesias,  h 
lucinations.  dream  abnormalities.  Dermatologic:  a 
pecia.  Stevens- Johnson  syndrome.  Special  Sense: 
Conjunctivitis,  diplopia,  optic  neuritis.  HematologI 
hemolytic  anemia,  thrombocytopenia,  granulocytoper 
bleeding  episodes.  Allergic:  fever,  serum  sickne: 
lupus  erythematosus  syndrome.  Endocrine:  gyr 
comastia.  hypoglycemia  Cardiovascular:  arrhythmi  I 
(Sinus  tachycardia,  bradycardia,  and  palpitation  I 
Renal:  decreased  creatinine  clearance,  polyuria,  azi 
temia.  I 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shot,  i 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urir  J 
alkaline  diuresis  may  benefit.  1 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  i{* 
thritis  and  osteoarthritis,  including  flareups  of  chror  I 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d.  ^ 
Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  i 
necessary  tor  relief  of  pain.  Do  not  exceed  2.400  n f 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  witho  i 
prescription.  ! 


♦Data  on  file. 
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As  I See  It 
SB  1001 
Arizona  Health  Care 
Cost  Containment  System 

With  the  enactment  of  SB  1001, 
AHCCCS,  Arizona  now  joins  with  the 
other  forty-nine  states,  in  its  own  unique 
version  of  Medicaid.  The  need  for  the 
infusion  of  federal  dollars  into  our  system 
of  care  for  the  indigent  and  medically 
needy  was  a political  one.  Likewise,  the 
decision  to  try  a capitated  prepaid 
reimbursement  system  as  opposed  to  fee- 
for-service  mode  utilized  by  the  other 
forty-nine  states  in  their  implementation 
of  Medicaid  was  also  a decision  mandated 
by  political  preference.  Arizona  is  now 
engaged  in  this  three-year  experiment 
which  will  find  some  of  us  destined  to  act 
as  "providers"  under  the  plan,  all  of  us  as 
taxpayers.  Early  on  I made  no  political 
friends  on  the  Hill  by  stating  my  personal 
feelings  about  the  original  version  of  the 
plan,  namely  that  I felt  it  to  be 
"unworkable,  unacceptable  and  an 
economic  illusion."  The  final  version, 
now  enacted  legislation,  has  allowed 
some  moderation  in  my  views.  By  virtue 
of  significant  alterations  in  the  extent  of 
services  offered,  groups  covered,  insisted 
upon  by  HHS,  and  wording  changes, 
insisted  upon  by  your  Association,  I feel 
the  plan  can  be  made  workable.  1 feel  it 
will  be  found  acceptable  by  many  desiring 
to  act  in  a provider  capacity.  It  will  bring 
financial  relief  for  the  county  health 
programs.  With  careful  implementation 
and  proper  emphasis,  quality  of  care  and 
access  to  care  should  not  suffer  in  this 
population  group.  1 do  not  believe  it  will 
prove  effective  in  its  cost  containment 
features  as  envisioned  by  the  bidding 
process  with  financial  reimbursement  to 
hospitals  provided  on  a prospective  basis 
and  to  physicians  on  a capitated  prepaid 
mode  utilizing  "primary  care  providers" 
grouping  as  its  base. 

The  general  provisions  of  the  Bill  are 
being  sent  to  all  Association  members  for 
a general  reference  tool.  An  ad  hoc 
committee  representing  the  state  medical 
association  has  been  appointed  to  liaison 
with  the  Department  of  Health  Services 
in  the  development  of  rules  and 
regulations,  particularly  as  they  impact 
on  provider  services.  There  are  many 
additional  physicians  via  county  medical 


societies  and  specialty  groups  being  asked 
to  contribute  their  expertise  to  various 
aspects  of  the  plan  in  development  of 
rules  and  regulations.  Hopefully  these 
can  be  appropriately  channeled  so  a 
unified  and  meaningful  effort  will  be 
achieved.  The  Department  of  Health 
Services,  under  Dr.  James  Sarn,  is  now 
engaged  in  the  mammoth  task  of 
implementing  the  program,  with  a target 
date  set  for  October  1982.  The  work  of 
identifying  potential  providers,  defining 
standards,  developing  criteria  for 
determining  qualified  bids,  developing 
contract  formats,  establishing  rules  and 
regulations  for  provider  service,  and 
developing  methodology  for  the  selection 
of  providers  is  all  in  a developmental  stage 
at  this  time. 

Out  of  all  of  this,  1 think  some  relevant 
comments  can  be  made: 

1.  The  physician's  concern  about 
participation  or  non-participation  should 
continue  to  focus  on  the  uncompromising 
capacity  to  give  quality  care  to  those  he  or 
she  serves.  This  will  require  individual 
decisions  based  on  a variety  of  factors, 
e.g.,  location  and  type  of  practice, 
community  need,  personal  feelings  about 
method  of  payment  and  freedoms  within 
the  system,  to  name  a few. 

2.  Successful  operation  of  the 
AHCCCS  will  necessitate  the  ability  to 
attract  and  maintain  physician 
participation.  The  plan  places  primary 
emphasis  on  the  use  of  capitated  coverage 
for  its  enrollees  particularly  through 
primary  care  physicians.  The  language, 
however,  does  allow  for  fee-for-service 
coverage  (the  likely  predominant  mode 
for  specialized  services  to  SSI  recipients, 
specialized  procedures,  and  specialty 
referral  not  covered  by  HMO  groups, 
non-enrolled  providers  for  emergency 
services,  and  in  rural  communities  where 
prepaid  care  is  non-existent).  I think  it  not 
unlikely  that  the  flexibility  required  for 
proper  implementation  will  and  should 
allow  for  a mix  of  reimbursement  modes 
utilizing  each  type  in  its  most  appropriate 
environment  of  population  mix  so  that 
optimum  cost  containment  without 
sacrifice  of  quality  can  be  achieved. 

3.  Maricopa  County  Hospital,  Kino 
Community  Hospital,  and  their 
respective  teaching  programs  will  likely 
remain  the  dominant  providers  in  their 
respective  metropolitan  areas  provided 
they  can  maintain  community  and 
political  support.  The  framework 
certainly  exist  in  Maricopa  County,  via 
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existing  satellite  clinics  and  hospitals, 
which  should  allow  an  opportunity  for 
primary  providers  from  the  private  sector 
to  make  a positive  contribution  in  some 
form  of  subcontractural  arrangement. 

4.  The  inclusion  of  non-indigents  as 
possible  enrollees  under  the  plan  will 
make  management  and  implementation 
more  difficult  and  expensive.  Rewording 
of  the  final  version  of  the  Bill  does  give 
this  group  individual  freedom  of  choice 
regarding  entry  into  the  program. 
Separate  selective  rating  of  this  group 
from  the  indigent  and  medically  needy 
population  obviates  any  cost  containment 
features.  What  we  have  under  the  plan, 
unfortunately,  is  a state  run  health  care 
program  rather  than  a successful  effort  to 
mainstream  our  indigent  and  medically 
needy  population.  But  changes  can  be 
made  and  indeed  our  leadership  directed 
toward  constructive  improvements  in  the 
plan  will  be  necessary  to  encourage  a 
continued  committment  of  quality 
medical  care  to  this  group  of  Arizona 
Citizens. 

In  the  final  analysis,  the  present 
framework  of  the  plan  will  bring  financial 
relief  to  grieving  counties.  Hopefully, 
political  wisdom  will  allow  both  time  and 
flexibility  to  work  their  wonders.  Both 
will  be  required  to  bring  needed  support 
from  the  physician  community. 

Clyde  W.  Kurtz,  M.D. 

President.  ArMA 


Renal  Transplantation 

The  University  of  Arizona  Health 
Sciences  Center  and,  indeed,  Arizona's 
transplant  program  continues  actively. 
This  parallels  the  national  experience. 
The  number  of  renal  transplants 
performed  in  the  United  States  has 
gradually  increased  toward  4,500  per 
year.  Of  these,  37%  are  living  related 
donor  transplants  and  the  remainder  are 
from  cadavers. 1 The  expectation  for  a one 
year  graft  survival  for  living  related  renal 
transplants  today  is  78.6%  and  that  for 
cadaveric  grafts  is  55%. ^ The  one  year 
patient  survival  rates  for  living  related 
and  cadaveric  recipients  are  95%  and  88%, 
respectively.  There  has  been  a dramatic 
improvement  in  renal  transplant 
recipient  survival,  achieved  through  the 
less  aggressive  use  of  steroid  therapy  for 
rejection  in  most  transplant  centers  in 
spite  of  the  inclusion  of  large  numbers  of 
high  risk  diabetic  and  older  patients  in  the 
transplant  population. 


The  loss  of  renal  allografts  in  the  first 
year  is  due  primarily  to  irreversible 
rejection  which  occurs  within  the  first 
three  months  of  transplantation.  The 
prevention  of  this  rejection  is  the  major 
goal  of  clinical  transplantation  today  and 
can  be  achieved  by  better  tissue  typing  of 
donor  and  recipient  and/or  by  better 
immunosuppression. 

The  HLA-A  and  -B  tissue  typing 
utilized  by  many  centers  for  selecting  a 
donor  for  a specific  recipient  is  not  a 
highly  reliable  method  for  predicting 
prolonged  allograft  survival.  In  those 
cases  where  there  are  the  best  HLA-A 
and  -B  matches,  there  are  a slightly  better 
result  than  with  the  worse  matches. ^ The 
fifty  plus  antigens  in  the  HLA-A  and  -B 
system  requires  a very  large  national  pool 
of  recipients  to  allow  for  the  best 
matching  (4  antigen  match)  to  be 
achieved  at  all  times.  Such  has  not  proven 
practical  up  to  this  time. 

The  emergence  of  the  HLA-DR  tissue 
typing  system  with  its  limited  eight 
antigens  has  brought  tissue  typing  to  the 
forefront  again.  The  HLA-DR  tissue 
typing  system  with  its  limited  eight 
antigens  has  brought  tissue  typing  to  the 
forefront  again.  The  HLA-DR  antigens 
may  be  largely  responsible  for  the 
induction  of  the  immune  response  to  the 
allograft.  The  eight  DR  antigens  will 
allow  a smaller  recipient  pool  to  achieve 
the  2 antigens  required  for  a full  match. 
The  report  of  Ting  et  al.^  indicates  that 
HLA-DR  typing  may  be  a powerful  tool 
and  eliminate  the  need  for  other  types  of 
HLA  tissue  typing.  However, 
confirmation  of  these  findings  by  other 
groups  with  large  numbers  of  recipients 
will  be  required. 

The  immunosuppression  available 
today  is  mostly  nonspecific  in  type: 
azathioprine,  prednisone,  antithymocyte 
globulin,  and  local  radiation  of  the  renal 
allograft.  All  of  these  are  useful  in  the 
prevention  and  treatment  of  rejection, 
but  they  are  associated  with  an 
appreciable  morbidity  and  are  responsible 
for  most  of  the  mortality  due  primarily  to 
their  nonspecificity. 

The  improvement  in  cadaveric  renal 
allograft  survival  in  the  past  few  years 
from  40%  to  55%  is  related  to  several 
factors.  The  administration  of  blood 
transfusions  (usually  five  or  more)  to  the 
recipient  prior  to  transplantation  has 
been  demonstrated  to  cause  a 20% 
increase  in  one  year  cadaveric  survival. 
Why  the  RBC's  and  WBC's  in  the  packed 
red  blood  cell  transfusions  have  allowed 
these  improved  results  is  not  understood. 
Some  type  of  specific  suppression  of  the 
immune  response  is  theorized  since  the 
WBC's  with  their  associated  HLA 
antigens  are  required  to  achieve  this 
blood  transfusion  effect. 

Although  no  new  forms  of  therapy 
have  been  widely  applied  clinically  since 


1967,  cyclosporin  A^  is  a uniqi 
immunosuppressive  that  holds  gre 
promise.  Once  control  studies  to  leai 
how  to  use  it  properly  are  completed,  tl 
world-wide  use  of  this  drug  will  be  i 
additional  potent  nonspecif, 
immunosuppressive  agent.  SpecifI 
immunosuppression  remains  to  I 
achieved.  | 

There  are  10,000  patients  in  the  Uniti 
States  who  are  in  need  of  a cadaveric  ren 
allograft.  The  supply  of  kidneys  has  n 
increased  in  the  past  several  years.  Tl] 
number  of  potential  donors  remaiij 
large,  due  to  the  number  of  motor  vehic( 
accidents.  An  increased  mortality  froi 
the  victims  of  motorcycle  accidents  h 
developed  since  the  repeal  of  the  helm] 
laws  in  many  states.  Brain  death  has  be<( 
accepted  as  a legal  definition  of  death  \ 
the  Arizona  Supreme  Court.  For  tij 
number  of  organs  for  transplantatic 
purposes  to  be  achieved,  all  physicia  j 
must  think  about  the  need  for  orgar^ 
Transplant  teams  are  available  to  assist 
organ  procurement  activities  in  any  paj 
of  the  state® 

Charles  F.  Zukoski,  M.D.  | 

Department  of  Surgery  i 

Louis  J.  Kettel,  M.D.,  Dean 
University  of  Arizona  College  of  Medici 
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ddress  of  the 
resident 

Without  question,  the  80s  will  stand  as 
e of  the  most  exciting  and  memorable 
cades  in  the  history  of  our  great 
untry.  A political,  economic,  and  social 
naissance  is  clearly  in  the  making 
herein  great  challenges  and 
portunities  will  abound.  For  medicine 
d the  American  Medical  Association,  a 
St  of  extraordinary  scientific  and 
litical  events  will  occur. 

The  AMA  is  about  to  have  another 
citing  meeting.  They  get  more  exciting 
ch  time.  And  the  attention  of  the  nation 
on  all  of  you  and  the  decisions  you  will 
ike. 

There  are  many  important  issues 
fore  the  House  of  Delegates  at  this 
terim  session.  Among  them  is  Report  C 
the  Board  of  Trustees  on  health 
mpower  to  which  I draw  your  special 
:ention  and  urge  you  to  give  careful 
idy. 

This  report  clearly  and  responsibly 
scribes  the  role  of  health  manpower  in 
? production  and  allocation  of  medical 
'vices,  a role  that  will  change  with  a 
pidly  changing  environment.  The 
aort  will  help  physicians  make  choices 
propriate  to  their  needs  and  the  needs 
their  patients  during  these  volatile 
les. 

1 would  also  like  to  tell  you  something 
our  very  excellent  relationship  with 
esident  Reagan  and  his  administration. 
Dr.  Boyle,  Dr.  Sammons,  Mr.  Miller, 
d I met  with  the  President,  Mr.  Meese, 
d members  of  the  White  House  staff 
t August.  It  was  a highly  productive 
;eting  with  a full  exchange  of  ideas  over 
broad  range  of  health  subjects.  Since 
at  time  there  have  been  a series  of 
?etings  between  various  members  of 
r staff  and  the  President's  health  team. 

I am  happy  to  report  that  our 
mmunication  with  the  Reagan 
ministration  is  better  than  we  have  had 
th  any  administration,  and  I believe  we 

II  be  able  to  fully  express  the  viewpoint 
the  Association  and  be  listened  to 

entively.  We  do  indeed  have  an 
cellent  and  meaningful  relationship. 
Cost  of  medical  care  is  a leading 
tional  concern  today.  Our  health  care 
1 was  $247  billion  in  1980,  9.4  percent 
the  gross  national  product,  an  increase 
15.2  percent  over  1979,  and  the  biggest 

!sented  during  the  American  Medical 
sociation.  Interim  Meeting,  Sunday, 
cember  6,  1981,  Las  Vegas,  Nevada. 


annual  rise  in  the  past  fifteen  years. 
Private  health  costs  were  $143  billion,  or 
57.8  percent  of  the  total.  This  was  a drop 
in  the  private  share  of  costs  from  74.1 
percent  in  1965  when  government 
assumed  greater  responsibility  for  health 
care  of  the  poor,  disabled,  and  aged.  These 
are  staggering  sums  unless  viewed  from 
the  perspectives  of  inflation  and 
economy,  advances  in  medical 
technology,  and  increased  demand  for 
services. 

Inflation  alone  accounts  for  60  percent 
of  the  increased  health  cost.  About  30 
percent  is  attributable  to  increased 
demand  per  capita,  and  10  percent  is  due 
to  population  growth.  Improved 
technology,  manifest  by  intensity  of  care, 
is  a major  factor  in  cost. 

Infant  mortality  is  an  excellent  example 
of  technologic  achievement.  In  my  home 
state  of  Arizona,  where  I practice 
pediatric  surgery  and  have  seen  the 
surgical  care  of  children  advance  from 
primitive  to  highly  sophisticated,  we 
scored  impressive  gains  in  infant 
mortality  through  implementation  of  a 
state-wide  system  of  detection  of  high- 
risk  pregnancies,  transportation,  and 
neonatal  intensive  care  centers.  The 
result  was  a dramatic  fall  in  Arizona's 
infant  mortality  rate  from  17.3  percent  to 
8.3  percent  over  the  last  fourteen  years. 

I am  proud  of  the  Arizona  program, 
which  incidentally  reflects  a nation-wide 
effort,  and  to  share  in  the  satisfaction  of 
observing  its  remarkable  benefits.  The 
cost  were  considerable,  but  the  infant 
lives  saved  were  well  worth  it. 

Let  me  ask,  what  is  cost  effective 
medical  care?  Or  what  is  the  price  of  a life, 
as  I saw  headlined  in  a London  newspaper 
that  discussed  cutting  off  dialysis  money 
at  age  50,  or  of  a limb,  or  a heart,  or  a 
mind? 

Good  medical  care  achieves  the  optimal 
result  possible  for  a given  condition  and 
circumstance.  Cost  effective  care  should 
be,  at  least  in  the  minds  of  many,  good 
care  which  is  worth  it.  The  difficulty 
comes  in  trying  to  agree  what  is  worth 
what,  when,  and  to  whom? 

Obviously,  some  prices  are  too  high, 
and  some  even  too  low.  But  there  is  a 
range  of  middle  ground  where  reasonable 
people  agree  that  the  price  is  right,  and 
the  care  is  well  worth  it.  Within  this  range 
the  vast  bulkof  medical  care  expenditures 
lie  today,  and  that  care  is  cost  effective. 

Let  me  further  ask,  do  we  spend  too 
much  for  our  health  care  in  this  country? 
Are  health  costs  out  of  step  with  the 
general  economy,  and  the  needs  of  the 
people? 

Is  it  too  much  for  94  cents  out  of  every 
$10  we  spend  to  go  to  save  life,  relieve 
pain,  restore  function,  preserve 
productivity,  and  enhance  the  quality  of 
our  lives? 

If  the  vast  bulk  of  medical  care  demand 


in  our  country  is  met  at  a cost  that  is 
largely  reasonable,  which  1 believe  is  the 
case,  then  we  spend  about  what  is 
necessary  to  meet  that  demand. 

But  if  the  demand  itself  is  excessive, 
which  I also  believe  is  true,  then  indeed 
we  spend  more  than  necessary. 

The  best  way  to  achieve  significant, 
long  range  control  of  medical  care 
expenditures,  without  compromising 
quality  or  availability,  is  to  cut  the  need 
for  that  care.  This  can  be  done. 

Hospital  costs  were  $99.6  billion  in 
1980,  over  40  percent  of  the  total  health 
expenditures,  and  the  largest  single 
health  expense  item.  Inflation  is  the 
primary  cause  of  rising  hospital  costs,  and 
labor  and  energy  account  for  the  great 
bulk  of  the  expense,  much  of  which  is 
beyond  control  of  individual  hospitals. 
Today,  a hospital  stay  averages  close  to 
$300  per  day. 

Clearly,  alternatives  to  hospital  care 
offer  a major  opportunity  to  control 
health  expenditures.  Ambulatory,  or 
outpatient,  surgery  is  an  excellent 
example.  There  were  approximately  24 
million  operations  performed  last  year  in 
the  United  States,  and  about  one-third,  or 
8 million,  were  suitable  for  ambulatory 
care.  Substantial  savings  are  possible  here 
because  the  facility  cost  for  an  outpatient 
operation  is  one-half  that  when  the  same 
is  performed  in  a hospital. 

Other  alternates  to  hospital  care,  such 
as  preadmission  testing  for  patients  going 
into  the  hospital,  convalescent  home  care, 
and  ambulatory  treatment  centers,  also 
cut  hospital  days.  In  addition,  ambulatory 
care  is  often  more  accessible  and 
convenient  and  reduces  patient  anxiety. 

If  we  actively  encourage  increased 
development  and  use  of  legitimate 
alternatives  to  hospitalization,  such  as  I 
have  described,  we  will  effectively  control 
costs  of  medical  care  without 
compromising  quality. 

Consumer  choice  and  procompetition 
are  modern  terms  for  certain  legislation 
that  purports  to  address  rising  medical 
costs  by  creating  incentives  for  the  public 
to  buy  less  expensive  health  insurance 
with  a high  front-end  deductible. 

There  is  much  discussion  on  the 
definition  of  words  like  consumer  choice 
and  procompetition.  Some  in  Congress 
want  us  to  think  that  competition  is 
something  new  in  medical  care.  We  know 
otherwise.  There  has  always  been 
competition.  What  we  would  like  to  see, 
from  the  AMA  point  of  view,  is  a shift  to 
the  concept  of  consumer  choice — and,  in 
the  legislative  sense,  to  financial 
involvement. 

In  truth,  consumer  choice,  unlike 
procompetition  which  primarily 
regulates,  is  far  more  than  a legislative 
adjective.  It  denotes  a perceptive  modern 
philosophy  in  medical  care.  Consumer 
choice  recognizes  that  patients  will  utilize 
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medical  services  more  or  less  according  to 
their  personal  responsibility  to  pay  for 
those  services,  and  that  greater  personal 
responsibility  will  discourage 
unnecessary  utilization. 

More  important,  consumer  choice 
signifies  our  belief  that  care  is  enhanced 
overall  if  patients  are  fully  involved  in  the 
choice,  payment  for,  and  evaluation  of 
their  own  medical  services. 

If  we  further  promote  this  broad 
philosophy  of  consumer  choice  and 
strongly  emphasize  the  benefits  patients 
will  derive  from  greater  personal 
involvement  in  meeting  their  health 
needs,  significant  control  of  utilization 
and  expense  can  be  achieved. 

To  enhance  your  clear  understanding 
of  competition  as  the  word  is  being  used 
in  health  care,  I commend  to  you  Report 
N of  the  Council  on  Medical  Service 
which  is  before  this  House. 

Now,  some  shocking  facts:  Smoking 
accounts  for  350,000  premature  deaths 
each  year,  80  percent  of  chronic  lung 
disease,  83  percent  of  lung  cancer  in 
males,  43  percent  of  lung  cancer  in 
females,  77  million  excess  work  loss  days 
per  year  (20  percent  of  all  work  loss  days), 
and  150  million  excess  sick-bed  days  per 
year. 

Smoking  is  a cause  of  arteriosclerotic 
heart  disease,  chronic  pulmonary  disease, 
respiratory  tract  cancer,  cancer  of  the 
bladder,  kidneys,  pancreas,  and  peptic 
ulcer. 

Smoking  in  pregnancy  retards  fetal 
growth,  increases  spontaneous  abortions 
and  neonatal  deaths,  and  leads  to 
deficiencies  of  growth  and  development 
of  the  child. 

The  life  expectancy  of  a young  man 
between  thirty  and  thirty-five  years  old, 
who  smokes  twopacksofcigarettesa  day, 
is  shortened  by  nine  years. 

In  1977  there  were  464,000  cases  of 
alcoholism  in  short-stay  hospitals  alone, 
over  106,000  cases  of  cirrhosis  of  the 
liver,  and  18,000  cases  of  alcoholic 
psychosis. 

The  average  hospital  stay  for  a case  of 
primary  alcoholism  is  eight  days,  and  this 
accounts  for  more  than  three  million 
inpatient  bed  days  per  year. 

There  were  53,000  vehicular  accident 
deaths  last  year,  and  two  million  disabling 
injuries.  Half  of  the  deaths  and  one- 
fourth  of  the  injuries  were  caused  by 
drinking. 

Traffic  accidents  are  the  leading  cause 
of  deaths  in  young  people.  Half  are 
alcohol  related. 

Falls  are  second  only  to  vehicular 
accidents  in  accidental  deaths,  and  cause 
60  percent  of  the  total  injuries. 

Half  of  the  fatal  falls  are  caused  by 
drinking,  half  of  the  deaths  from  fire,  half 
of  the  drownings,  and  half  of  the  suicides. 

People  who  follow  good  health  habits 
such  as  not  smoking  or  drinking,  regular 
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exercise,  proper  weight  maintenance,  and 
regular  sleep,  will  live  five  to  ten  years 
longer. 

You  all  know  the  horror  stories.  In  fact, 
much  of  the  smoking  data  came  from  a 
superb  report  prepared  by  our  own 
Council  on  Scientific  Affairs  just  two 
years  ago,  and  some  of  the  figures  on 
vehicular  accidents  are  in  Report  LL  of 
the  Board  of  Trustees  which  is  before  you 
at  this  meeting. 

Given  the  clinical  facts,  I ask  you,  for 
the  moment,  to  confine  your  attention  to 
the  cost  aspects.  The  impact  is  staggering. 

According  to  federal  estimates, 
illnesses  and  accidents  caused  by 
damaging  life  patterns  account  for  more 
than  half  of  the  $247  billion  total  health 
care  expenditures  in  this  country. 

Think  of  it.  We  spent  nearly  $125 
billion  last  year  on  largely  preventable 
illnesses  and  accidents.  Clearly, 
prevention  could  save  enormous  sums, 
far  more  than  all  other  cost  containment 
efforts  combined. 

In  addition,  prevention  will  enhance 
well-being  and  quality  of  life.  And 
although  the  immediate  savings  from 
prevention  will  be  partially  offset  by  cost 
shift  to  a later  time  and  a different 
medical  need,  the  overall  benefits  will 
remain  substantial. 

For  many  years  the  Association  has 
assiduously  informed  the  public  of  the 
disastrous  health  consequences  of 
smoking,  drinking,  accidents,  and  other 
life  pattern  aberrations.  Physicians  have 
individually  led  the  way,  and  we  have 
made  substantial  gains. 

But  we  must  not  relent.  Our  campaign 
to  educate  the  profession  and  the  public 
must  be  intensified,  and  major  new 
emphasis  laid  on  the  enormous  dollar 
savings  possible  through  prevention. 

We  have  a distinguished  record  in  cost 
containment.  Our  National  Commission 
on  the  Cost  of  Medical  Care,  our 
partnership  in  the  Voluntary  Effort,  our 
cost  containment  programs  with  state 
societies,  and  our  legislative  activities 
have  been  effective.  Now  we  must 
increase  that  effort,  redefine  our 
objectives,  expand  our  present  programs, 
and  undertake  new  and  innovative 
approaches. 

I have  described  three  such  approaches 
where  significant  cost  containment  can 
be  achieved  by  controlling  demand 
without  sacrifice  of  quality  or  availability: 

1)  alternatives  to  hospitalization; 

2)  expansion  of  consumer  choice 
philosophy;  and  3)  prevention  through 
improved  patterns  of  living. 

Each  afford  our  Association  an 
opportunity  to  lead  the  private  sector  to 
substantial  and  realistic  cost  containment 
without  government  regulation.  I 
recommend  these  programs  to  you. 

I further  believe  we  should 
aggressively  promote  a fundamental. 


coherent,  and  long-range  national  polic 
on  the  cost  of  medical  care  which  contaii 
at  least  the  three  following  principles: 

1.  Quality  and  availability  of  medic 
care  must  be  maintained. 

2.  Cost  containment  must  nc 
adversely  affect  quality  and  availability 

3.  Control  of  demand  is  the  mo 
effective  way  to  control  costs. 

Every  cost  containment  proposal  f( 
health  care  should  be  tested  against  sui 
a policy. 

And  finally,  I am  proud  to  report  th 
physicians  have  vigorously  resisted  tl 
powerful  inflationary  forces  thataboun 
and  have  voluntarily  restrained  the  ra 
of  increase  of  professional  fees  to  a lev 
less  than  the  national  average.  This 
hard  evidence  of  the  profession's  intent 
control  the  costs  of  medical  care. 

But  again,  we  must  not  relent,  and  I c< 
upon  every  physician  to  continue 
restrain  fee  increases,  and  to  implemei 
individual  programs  of  cost  awarene 
and  efficient  business  management 
their  practices  in  order  toachieve  realist 
cost  containment. 

When  I addressed  you  during  rr 
inaugural  ceremony  last  June,  I said,  "Oi 
agenda  for  the  80s  must  indue 
innovative  and  dynamic  cost  programs, 
we  do  not  affirmatively  lead  the  priva 
sector  in  cost  containment,  we  will  ha' 
that  initiative  torn  from  our  grasp." 

We  have  provided  that  leadership. 

Today,  six  months  later,  the  need  fi 
strong  leadership  to  contain  cost  and 
promote  an  effective  national  policy  c 
the  cost  of  medical  care  is  even  mo 
urgent. 

It  is  imperative  and  logical  that  tl 
American  Medical  Association  contini 
that  leadership. 

Daniel  T.  Cloud,  M.D. 

President, 
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Congratulations  from  the  Arizona 
Medical  Association  to  these  recently 
elected  County  Medical  Society  officers 
who  will  serve  during  1982: 

Cochise: 

President — Richard  H.  Weyer,  M.D., . 
Sierra  Vista;  Vice-President — William  C. 
McCormick,  D.O.,  Sierra  Vista;  and 
Secretary-Treasurer — John  B.  Sawyer, 
M.D.,  S ierra  Vista. 

Coconino: 

President — Tomas  E.  Vorpaehl,  M.D., 
Flagstaff;  Secretary-Treasurer — Leonard 
A.  Wright,  M.D.,  Flagstaff. 

Graham: 

President — Thomas  F.  Griffin,  Jr., 
M.D.,  Safford;  Vice-President — Bruce 
Curtis,  M.D.,  Safford;  Secretary — 
Jogeswar  Rath,  M.D.,  Safford. 

Greenlee: 

President — Joseph  S.  Magill,  M.D., 
Morenci;  Secretary-Treasurer — Jorge. 
O'Leary,  M.D.,  Morenci. 

Maricopa: 

President  — John  C.  Bull,  M.D., 
Phoenix;  President-Elect — Robert  V. 
Stephens,  M.D.,  Phoenix;  Vice- 
President — Robert  E.  Westfall,  M.D., 
Phoenix;  Secretary  — R.  Michael 
O'Harra,  M.D.,  Phoenix;  Treasurer — 
Marvin  C.  Schneider,  M.D.,  Phoenix. 


Mohave; 

President — Walter  K.  Sosey,  M.D., 
Lake  Havasu  City;  Vice-President — 
Morris  E.  Powell,  M.D.,  Riviera; 
Secretary-Treasurer — Merton  W.  Olson, 
M.D.,  Lake  Havasu  City. 

Navajo: 

President — Armando  Olivares,  M.D., 
Holbrook;  Vice-President — Rosalinda  F. 
Casanova,  M.D.,  Holbrook;  Secretary- 
Treasurer — Norton  Freedom,  Holbrook. 
Pima: 

President — Robert  S.  Hirsch,  M.D., 
Tucson;  President-Elect — Christopher  T. 
Maloney,  M.D.,  Tucson;  Vice- 
President — William  N.  Neubauer,  M.D., 
Tucson;  Secretary-Treasurer — Ronald  P. 
Spark,  M.D.,  Tucson. 

Pinal: 

President — Manuel  Ma.  Guerrero,  III, 
M.D.,  Casa  Grande;  Secretary- 
Treasurer — Romeo  B.  Fandino,  M.D., 
Casa  Grande. 

Santa  Cruz: 

President — Karl  L.  Meyer,  M.D., 
Nogales;  Secretary-Treasurer — Delmar 
R.  Mock,  M.D.,  Patagonia. 

Yavapai: 

President — Kenneth  L.  Raessler,  M.D., 
Prescott;  Vice-President — Stephen  W. 
Dahn,  M.D.,  P rescott;  Secretary- 


More  than  125  ArMA  members  from  around  the  state  registered  for  New 
Horizons  in  the  Management  of  Insulin-Dependent  Diabetic,  the  first  program 
in  the  ArMA-sponsored  Current  Perspectives  CME  series.  Standing  (left  to 
right)  are  members  of  the  faculty:  Robert  L.  Nielsen,  M.D.,  the  Mason  Clinic, 
Seattle;  Michael  A.  Bush,  M.D.,  U.C.L.A.;  and  Philip  Levy,  M.D.,  Jerome  H.  ■ 
Targovnik,  M.D.,  Laurance  B.  Nilsen,  M.D.,  and  Neil  Trachtenberg,  M.D.  of 
Phoenix.  Not  shown  — Stanley  R.  Shorb,  M.D.  of  Phoenix. 
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Treasurer  — Wayne  E.  Beck,  M.D., 
Prescott. 

Yuma: 

President — Robert  L.  Anderton,  M.D., 

Yuma;  Vice-President  — Harry  R. 
Tennant,  M.D.,  Yuma;  Secretary- 
Treasurer — Frank  Herrera,  M.D.,  Yuma. 

Elections  have  not  as  yet  been  held  in 
Apache  and  Gila  Counties. 

Robert  A.  Price,  M.D.,  of  Phoenix 
added  another  honor  to  his  long  list  of 
accomplishments  in  November  when  he 
was  one  of  ten  physicians  selected  as 
"Family  Doctors  of  the  Year"  by  Good 
Housekeeidng  magazine  and  the  American 
Academy  of  Family  Physicians. 

Raymond  C.  Pogge,  M.D.,  who 
practiced  in  Casa  Grande  for  ten  years, 
retired  January  1,  1982.  Dr.  Pogge  plans 
to  write  four  books,  one  each  about  the 
four  types  of  medical  practice  he  has  been 
involved  with  during  his  life. 

Martin  G.  Fronske,  M.D.  of  Flagstaff 
was  elected  into  the  Northern  Arizona 
University  Hall  of  Fame  for  his 
accomplishments  in  treating  NAU 
athletes  from  1914-1968.  Dr.  Fronske 
won  the  Bronze  Medal  in  High  Jumping  at 
the  1908  Olympics. 

Charles  W.  Swetman,  M.D.  of  Flagstaff 
was  program  director  for  Coconino 
County's  Annual  Midwinter  Seminar 
which  was  held  January  27-30.  1982,  in 
Telluride,  Colorado. 


Chairman’s 

Report 


J 


Articles  of 
Incorporation  and 
Bylaws  Committee 


The  word  "Bylaws"  to  many  members 
of  many  organizations  is  like  waving  a red 
flag  in  front  of  a bull.  We  know,  however, 
that  it  is  the  motion,  not  the  red  color, 
that  aggravates  the  bull.  So,  too,  we 
should  know  that  bylaws  are  not  that 
aggravating.  The  opposite  reaction  is  to 
ignore  the  bylaws  and  then  wonder  why 
problems  arise. 

Bylaws  are  the  fundamental  rules  or 
laws  of  an  organization.  These  basic  rules 
relate  principally  to  itself  as  an 
organization,  rather  than  to  the 
parliamentary  procedure  that  it  follows. 
Bylaws  will  vary  according  to  the  size  and 
activity  of  an  organization  but  will 
generally  contain,  at  least,  the  name,  its 
objects,  members,  officers,  meetings, 
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executive  board,  committees, 
parliamentary  authority  and  amend- 
ments. Bylaws  are  the  most  important 
rules  which  an  organization  must 
compose  for  itself  and  it  should  be  a 
unified  document. 

While  there  are  no  specific  rules  and  an 
organization  may  have  wide  latitude  in 
writing  its  bylaws,  certain  factors  must  be 
considered.  The  intent  should  be  specific 
but,  as  necessary,  general  enough  to 
allow  future  modifications  without 
changing  the  intent.  The  language  should 
be  clear  and  concise  and  should  avoid  any 
questions  of  misinterpretation.  Where 
future  changes  are  anticipated,  the 
wording,  if  it  is  to  be  included  at  all, 
should  be  general  enough  to  allow 
changes.  The  entire  function  and 
operation  of  the  organization  must  be 
kept  in  mind  throughout  the  writing  of 
bylaws  so  there  will  be  no  conflict 
between  different  sections. 

Amending  the  bylaws  is  the  most 
common  point  of  contact  of  members  of 
an  established  organization.  Circum- 
stances may  warrant  a simple  change, 
introduction  or  elimination  of  a single 
item.  The  efforts  of  the  Articles  of 
Incorporation  and  Bylaws  Committee 
this  year  illustrates  an  occasional 
necessary  action.  The  entire  bylaws  were 
reviewed  to  eliminate  the  content  that  is 
no  longer  appropriate,  to  allow 
conformity  with  current  practices  of  the 
Association,  and  to  provide  more 
effective  services  to  the  members.  The 
many  proposed  changes  will  be  presented 
to  the  House  of  Delegates  at  the  Annual 
Meeting. 

Charles  E.  Henderson,  Chairman 
Articles  of  Incorporation 
and  Bylaws  Committee 


Medical 

History 


Military  Medicine 
on  the  Arizona  Frontier 
Circa  1870-1880 

John  W.  Kennedy,  M.D. 

Following  the  close  of  the  Civil  W, 
miners,  prospectors,  and  ranche 
resumed  the  trek  into  the  Southwe; 
The  frontier  army  posts  had  bei 
abandoned  or  severely  depleted  of  troo 
by  the  needs  of  the  war  effort  in  the  ea< 

With  the  influx  of  miners,  settlers,  ai 
travelers  there  began  again  tl 
depradations  by  the  Indian  raiders.  TJ 
brought  the  troops  back. 

The  Arizona  Apache,  fighting  for  hor 
and  game  land,  met  their  match  in  oi 
General  Crook.  He  ran  no  garris( 
campaign,  but  one  of  continuous  fie 
pursuit  and  destroy  missions.  He  becan 
a scrouge  to  the  Indian  desperadoe 
While  Crook  defeated  them,  he  alwa 
kept  his  promise  to  the  Indians  and  f 
this  they  respected  and  trusted  hit 
Unfortunately,  the  same  cannot  be  sa 
for  many  Indian  agents  and  other  troc 
commanders  who  were  sent  to  the  are 

The  number  of  active  military  posts 
the  Arizona  Territory  varied.  One  of  tl 
last  to  be  established,  in  1877,  was  Fo 
Huachucha.  It  has  remained  continuous 
an  active  post,  with  a short  hiatus  aft 
World  War  II  and  with  a modern  missio 
it  still  retains  the  barracks,  warehouse 
quarters  and  parade  grounds  as  it  was  | 
the  Geronimo  campaign  days.  | 

If  you  would  care  to  test  your  locatie 
knowledge  of  Arizona  Territory  forts  ai 
camps — give  these  place  names  a try.  Fo 
Yuma — well,  that  was  easy,  but  it  w 
really  on  the  California  side,  tl 
warehouses  were  on  the  Arizona  sid 
Fort  Mohave,  one  time  terminus  of  tl| 
Colorado  River  steamboats  and  of  tH 
Mohave  Trail,  a land  supply  route  for  til 
Army  across  California;  Camp  Beal 
Springs  noted  for  its  clear  spring  wati 
and  named  for  Lt.  Beale,  of  the  Arn' 
Camel  Corps  fame;  Fort  Whipple,  nowl 
Veterans  facility;  Camp  Verde,  Foj 
Apache,  Camp  Reno,  Fort  McDowe 
Camp  Crittenden,  Fort  Grant,  Can 
Stephen  D.  Little  and  Fort  Bowie.  If  yc 
are  still  with  us,  try  Fort  Lowell,  Fo' 
Defiance,  Camp  Hualapai,  Camp  Lincol 
Camp  Supply  and  Camp  Thomas.  The' 
are  others  but  this  gives  you  an  idea  of  tl 


Fort  McDowell  1981  — Hospital  Steward's  Quarters.  The  hospital  has  long 
since  disappeared. 


Fort  McDowell  1981  — Ruins  of  the  Headquarters  Building. 


despread  troop  activity  between  1851 
len  the  First  Dragoons  arrived  at  Fort 
fiance  and  1899  when  the  25th 
antry  served  at  Fort  Huachuca. 
Vledical  officers  who  accompanied 
ese  troops  were  a varied  lot.  A few  were 
gular  Army  doctors,  such  as  Leonard 
ood  who  arrived  in  1885  and  made  the 
it  Geronimo  Campaign  with  Captain 
wton  based  at  Fort  Huachuca.  His  later 
reer  was  distinguished  and  varied,  such 
physician  to  President  McKinley; 
)mmander  of  the  Rough  Riders,  Teddy 
losevelt  was  the  Executive  Officer; 
ilitary  Governor  of  Santiago  and 
ivana  Cuba,  Army  Chief  of  Staff,  and 
er  Governor  General  of  the  Philippine 
ands.  Walter  Reed  served  at  Fort 
lache  (1876)  long  before  his  yellow 
/er  exploits  in  Cuba. 

But,  the  greater  proportion  were 
ntract  surgeons.  Acting  assistant 
rgeons  who  signed  for  a stipulated 
riod  of  service.  John  Charles  Handy 
Tie  to  Arizona  as  a contract  Army 
rgeon;  he  later  entered  private  practice 
Tucson,  and  became  the  first 
lancellor  of  the  University  of  Arizona. 
' met  an  untimely  death  from  wounds 
stained  in  a gun  fight  on  the  streets  of 
icson.  Goodfellow,  of  Tombstone, 
ide  an  emergency  trip  to  consult, 
erated;  but  the  patient  succumbed  of 
iltiple  abdominal  wounds. 

Vlore  is  known  of  some  of  the  hospital 
:ilities,  at  the  Army  forts,  than  of  the 
ysicians  who  manned  them,  in  these 
note  areas  with  meager  knowledge, 
pplies,  or  for  that  matter,  hospital 
ilities  of  any  consequence. 

\ trove  of  data  on  the  physical 
aracteristics  of  posts  and  stations  of 
s era  is  contained  in  Circular  No.  4 from 
? Surgeon  General's  Office  dated  1870 
John  S.  Billings,  Assistant  Surgeon, 
5.  Army.  This  covered  all  of  the  active 
sts  in  the  continental  United  States. 
And  lest  you  forget  who  Billings  was 
d what  a prominent  part  he  played  in 
idicine  during  his  time,  you  should  be 
Tiinded  that  he  served  as  a combat 
rgeon  during  the  Civil  War  and 
?reafter  for  thirty  years  in  the  Surgeon 
■neral's  office.  He  began  the  Index 
adieus,  which  was  later  the  Quarterly 
imulative  Index  of  Medical  Literature; 
signed  the  Johns  Hopkins  Hospital; 
aired  a committee  that  modernized  the 
nitation  system  of  Memphis, 
nnessee  after  a yellow  fever  epidemic; 
^anized  and  served  in  various  official 
aacities  of  the  American  Public  Health 
sociation  and  designed  the  hospital  for 
a University  of  Pennsylvania  Medical 
hool;  designed  the  Peter  Brigham 
)spital  in  Boston,  Massachusetts;  and 
B city  hospital  in  Sydney,  Australia, 
lis  gives  you  a glimpse  of  the 
despread  talent  and  interests  of  John 
lings.  This  Circular  No.  4 was  derived 


from  material  which  he  compiled  from 
reports  of  the  medical  officers  on  field 
duty  at  the  various  posts. 

So  what  were  the  conditions,  medically 
speaking  in  these  areas?  For  the  most 
part,  abysmal  even  by  standards  of  that 
day. 

A report  on  Camp  Lowell,  Tucson, 
Arizona  Territory  reads  in  part:  "The 
Post  is  on  the  eastern  outskirts  of  the  old 
Mexican  town  of  Tucson. "Then  followed 
a description  of  the  terrain  and  climate. 
The  report  continues, "Thecampeonsists 
of  two  lines  of  A tents  with  a street  in 
between  them.  These  are  the  quarters  for 
the  men.  The  mess  room  consists  of  two 
hospital  tents,  roughly  fitted  together, 
with  tables  and  benches.  The  hospital  is 
an  old  adobe  building  on  the  main  street 


of  the  town,  at  a distance  of  about  one 
thousand  yards  from  the  camp.  Even 
were  this  building  in  good  condition,  its 
position  in  the  center  of  the  town,  its 
proximity  to  the  irrigated  fields  in  the 
river  bottom,  its  distance  from  camp,  and 
the  smallness  of  its  rooms,  render  it 
undesirable  as  a hospital;  but  when,  in 
addition  to  this,  its  leaky  roof,  worn  out 
floor,  and  rain  washed  walls  are  taken 
into  consideration,  and  the  series  of  old 
sinks  that  are  covered  up  in  its  enclosure, 
it  is  found  to  be  totally  unfitted  for  such  a 
use."  The  report  goes  on  to  say  that  all  of 
this  was  appreciated  by  the  post 
commander  and  medical  officer  and  that 
they  had  applied  for  permission  to  build 
an  adobe  hospital  of  twelve  beds  but  this 
was  not  favorably  considered.  "There  is 
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no  well  attached  to  the  building;  all  of  the 
water  used  in  the  hospital  has  to  be 
carried  frorn  the  well  about  four  hundred 
yards  distant.  Water  could  readily  be 
found  in  the  hospital  enclosure  but  the 
presence  of  sinks  forbids  the  sinking  of  a 
well  in  this  place.  Medical  supplies  are 
obtained  from  San  Francisco,  a year's 
supply  being  required  at  one  time.  There 
are  about  two  thousand  inhabitants 
consisting  of  American  and  Mexican 
people  in  the  town." 

In  1869  the  mean  strength  was  103, 
there  were  227  cases  of  illness,  114  of 
malarial  fever,  six  of  scurvy,  six  of 
venereal  disease  and  two  deaths. 

At  Camp  Grant,  Arizona  Territory,  the 
information  was  furnished  by  the 
Assistant  Surgeon,  Charles  Smart, 
United  States  Army.  He  reported  "The 
hospital  at  first  consisted  of  a building  30 
by  16  feet  which  is  the  ward;  but  recently 
a wing  was  added  to  it,  18  by  18  feet,  as  a 
dispensary,  storehouse  and  surgeon's 
office.  The  ward  is  furnished  with  eight 
iron  bedsteads,  and  has  an  average 
occupation  of  eight,  giving  per  man  650 
feet.  Often  there  are  more  patients 
admitted  than  the  hospital  can 
accommodate  and  in  this  case  hospital 
tents  are  pitched  adjoining  and  furnished 
with  iron  bedsteads."  He  goes  on  to 
describe  something  of  the  food.  He  said 
that  vegetables  were  obtained  from  the 
subsistence  department  preserved  in 
cans,  but  the  main  supply  was  from  the 
Company  gardens  in  the  river  bottoms. 
Onions  and  potatoes  were  sometimes 
brought  from  Sonora  via  Tombstone,  at 
25  cents  per  pound.  Chicken  and  eggs 
were  scarce,  having  to  be  brought  from 
Tucson  or  Maricopa  Wells,  while  butter 
was  almost  unknown. 

"The  diseases  are  all  malarial,  and 
prevail  to  such  an  extent  during  the 
autumn  and  winter  months  astounfitthe 
garrison  for  any  active  service.  In  1868, 
fevers  were  so  general  that  the  affected 
troops  had  to  be  moved  from  the  post  to  a 
temporary  convalescent  camp,  28  miles 
south,  on  the  road  to  Tucson.  In  1868, 
they  reported  296  cases  of  illness  with 
1731  were  malaria,  266  with  dysentery, 
five  with  venereal  disease,  27  with  scurvy 
and  two  deaths."  In  these  records  the 
cause  of  death  is  not  listed. 

Camp  Mohave  over  on  the  Colorado 
River,  was  reported  by  Acting  Assistant 
Surgeon,  F.  S..  Stirling  and  he  described 
the  hospital,  "The  hospital  is  an  old, 
dilapidated  stockade  building,  not  worth 
repairs,  with  dirt  roof  and  floor.  A new 
building  is  much  needed,  and  will  be 
commenced  as  soon  as  possible,  the  work 
to  be  done  by  the  troops.  The  present 
hospital  is  warmed  by  means  of  fireplaces, 
lighted  by  windows.  The  ventilation  is 
deficient.  The  ward  contains  six  beds. 
There  are  no  bath  or  washrooms;  a 
bathing  tub  is  used  in  the  ward." 
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"The  supply  of  water  is  afforded  by 
water  carts  at  the  river,  and  that  used  for 
drinking  purposes  is  cooled  in  'oyers'  or 
earthen  jars  covered  with  matting.  The 
water  of  the  Colorado,  although  muddy, 
does  not  produce  diarrhea  or  other 
unpleasant  effects. 

"Subsistence  and  other  stores  are 
received  by  light  draught  steamboats  on 
the  river.  Vegetables  are  scarce.  Potatoes 
and  onions  are  brought  250  miles  from 
California.  Milk  costs  $1.50  per  gallon; 
butter  $1.00  per  pound;  eggs  $1.00  per 
dozen;  potatoes  12  to  15  cents  per  pound. 
In  1868  there  were  263  cases  of  illness 
reported  with  26  malarials,  35  diarrhea 
and  dysentery,  61  venereal  disease,  11  of 
scurvy  and  3 deaths." 

Assistant  Surgeon  Charles  Smart 
reported  from  Camp  Verde  and  he 
described  the  hospital  as,  "A  small  log 
house,  15  by  13  feet  containing  three 
beds."  He  further  stated,  "There  was  no 
mess  room,  the  men  eating  their  rations 
in  quarters.  The  Officers  Quarters, 
miserable  hovels,  that  of  the 
Commanding  Officer,  being  formed  of 
rough  boards  with  gaping  seams.  Its  size 
was  12  by  13  feet."  The  log  hospital  was 
soon  abandoned  and  he  states,  "The  sick 
were  then  placed  in  a ward  of  hospital 
tents,  with  an  adobe  fireplace  and 
chimney  built  at  one  end.  The  average 
occupation  of  this  was  seven  men."  He 
reported  that  in  1869  there  were  146 
cases  of  illness  with  the  main  strength  of 
69  men.  There  were  51  cases  of  malarial 
fever,  21  of  dysentery,  2 of  venereal 
disease  and  no  deaths  reported. 

Camp  Whipple  was  reported  by 
Assistant  Surgeon  P.  Middleton.  It  was 
one  of  the  oldest  posts  and  was  the 
headquarters  of  the  Military  District  of 
Arizona.  He  noted  that  the  building  used 
as  a hospital  was  originally  erected  in 
1864,  as  the  quarters  for  the 
Commanding  Officer,  District  of 
Arizona.  "It  is  a strong  structure  of  hewn 
pine,  floored,  ceiled  and  plastered,  well 
lighted,  with  ridge  ventilation,  and 
warmed  by  open  fireplaces  and  stoves.  It 
can  accommodate  24  patients.  It  has  a 
kitchen,  a dispensary  and  a storeroom 
with  furnishings  complete  and  in 
excellent  condition.  The  bath  and 
washroom  has  the  water  supplied  from 
tanks  and  the  waste  water  carried  out  by 
lead  pipes.  It  is  situated  on  an  elevated 
ridge  about  midway  between  the  post  and 
the  town,  with  some  shade  trees  around 
it." 

He  continues,  "One  great  objection  to 
this  hospital  is  its  distance  from  the  post, 
and  among  other  things,  the  consequent 
labor  required  to  keep  the  tanks  supplied 
by  the  water  wagons.  There  is  no 
ambulance  at  the  post."  He  noted  that  the 
market  price  of  vegetables  is  20  cents  a 
pound.  The  cavalry  companies  have 
suffered  considerably  from  sickness  due 


to  lack  of  fresh  vegetables,  their  frequer 
absences  from  the  post,  placing  them  on 
poor  ration,  the  hard  riding,  want  ( 
sleep,  exposure  while  scouting,  and  tf 
poor  quarters  to  which,  until  recentl 
they  have  had  to  return  to  for  rest.  I 
addition  to  scurvy,  and  its  frequer 
accompaniment,  diarrhea,  intermittei 
and  remittent  fevers  are  the  only  diseasr 
present  at  the  post  and  its  vicinity." 

The  mean  strength  was  reported  , 
206,  the  number  of  illnesses  was  188,  ^ 
with  malaria,  36  with  dysentery,  18  wil 
venereal  disease  with  other  scatters 
cases  of  rheumatism  and  phthisis  but  r 
deaths  reported  that  year. 

From  this  brief  account  it  is  qui 
evident  that  at  the  time  of  this  repoi 
1870,  the  hospital  facilities,  the  sanita: 
facilities,  and  the  rations  at  these  cam] 
and  posts  left  a good  deal  to  be  desire 
The  troops  seemed  to  suffer  from  scurv 
and  it  is  rather  strange  that  there  w. 
little,  or  not  enough,  communication  wi 
the  Indians  to  learn  how  they  managed 
survive  without  its  incidence.  There  mu 
have  been  some  native  "greens"  whf 
the  Indians  used  in  their  diet  to  prevel 
this  disease.  In  my  reading  of  accounts  c 
conditions  among  the  Indians,  I have  n 
read  anything  about  scurvy  being  ; 
indigenous  disease  among  the  nati' 
Americans. 

The  physicians  who  served  with  tl 
Army  in  this  period  and  in  this  Territo 
had  very  primitive  hospital  facilities,  tl 
medical  and  surgical  equipment  w 
sparse,  malaria  was  endemic  and  so  w 
scurvy. 

The  1871  Circular  No.  3 from  tl 
Surgeon  General's  office  consisted  of 
rather  complete  report  of  surgical  cas 
treated  in  the  Army  of  the  United  Stat 
and  there  is  a section  devoted  to  "Arro 
Wounds." 

A Private,  Robert  Nix  of  the  14 
Infantry,  was  wounded  near  Can 
Lincoln,  Arizona  Territory  in  Octob 
1868  and  died  the  next  day,  sufferii 
multiple  arrow  wounds. 

A Private,  Andrew  Snowden  of  tl 
14th  Infantry,  while  stationed  at  Fo 
McDowell,  on  March  22,  1866,  w 
struck  on  the  back  of  the  head  by  i 
arrow  which  penetrated  his  skull.  It  w 
said  that  he  was  nine  days  traveling 
Maricopa  Wells  from  the  place  where  I 
was  wounded.  He  lived  for  about  thr 
weeks  and  post  mortem  showed  a bra 
abscess. 

Some  other  casualties  were  mor 
fortunate.  Private  William  Drum  w 
wounded  in  a fight  with  the  Apacl 
Indians  on  November  11,  1867  and  w 
admitted  to  the  post  hospital  at  Fo 
Whipple  the  following  day.  His  fa  I 
wound  healed  by  first  intention  and 
December  3,  1867  he  returned  to  dutl 
Private  Thomas  Dutton  had  an  arrd 
wound  of  the  neck,  and  was  admitted  tl) 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  ''D.A.  W,  ” ''No  Sub, ''  ofMedically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


Wellcome 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
/ North  Carolina  27709 


uproren 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups. . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p<  0.0001)  than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 

4 s 


Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 


1st  hour 


2nd  hour 


3rd  hour 


4th  hour 


T ime  after  drug  administration  (hours) 


Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 


TABLETS 


Motrin  400  mg 

ibuDrofenUDOhn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management  Safety  and  efficacy  have  nof  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported-  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution.jn 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspmn  Used  concomitantly  may  decrease  Motrin  blood  levels, 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal;  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,'  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic;  Rash*  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

■ Incidence  3%  to  9%. 

Incidence  less  than  1 in  WO 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System;  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causa!  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
IS  acidic  ancfexcreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration;  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400.  or  600  mg  t.i.d,  or  q i d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  tor  relief  of  pain 
Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-4-S 


r 's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It  s a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation,  Box 
19000,  Atlanta, 

GA  30326. 


A 

ARTHRITIS 

FOUNDATION 


J-8260-4 
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ay  after  his  injury  to  the  post  hospital  at 
lamp  Crittenden.  He  recovered  and 
eturned  to  duty  a week  later.  Private 
George  Dugan  of  the  8th  Cavalry  was 
bounded  near  Camp  Willow  Grove, 
Arizona  Territory  on  November  8,  1867, 
ly  an  arrow  which  penetrated  the 
losterior  side  of  his  chest.  He  died 
lecember  17, 1867.  At  autopsy  the  arrow 
^as  found  to  have  penetrated  the  chest  a 
ttle  above  the  diaphragm,  and  the  head 
f the  arrow  was  lying  in  contact.  There 
/as  also  an  abscess  at  the  same  site. 

Private  Conrad  Tragesor,  of  the  8th 
Cavalry,  was  wounded  by  the  Apache 
adians,  at  Sunflower  Valley,  on  March  9, 
870.  The  arrow  entered  the  left  side 
bout  four  inches  from  the  spine  above 
he  crest  of  the  ilium  and  from  below 
pward.  The  kidney  was  evidently 
ijured  as  the  patient  passed  bloody  urine 
1 small  quantities.  He  was  conveyed  by 
mbulance  to  Camp  McDowell  a distance 
f thirty  miles,  over  a rough  stony  and 
illy  road  and  died  the  next  day. 

In  discussing  these  cases  the  following 
uote  may  surprise  you.  "The  force  with 
/hich  arrows  are  projected  by  the  Indians 
; so  great  that  it  has  been  estimated  that 
he  initial  velocity  of  the  missile  nearly 
quals  that  of  a musket  ball.  At  a short 
istance,  an  arrow  will  perforate  the 
irger  bones  without  comminuting  them, 
r causing  a slight  fissure  only, 
esembling  the  effect  of  a pistol  ball  fired 
Trough  a pane  of  glass  a few  yards  off. 
"I  have  frequently  been  informed,  by 
fficers  who  served  on  the  Plains,  that  it 
?as  not  infrequent  for  an  Indian  to  send 
n arrow  fairly  through  the  body  of  a 
lorse  or  the  buffalo,  provided  the  missile 
intered  one  of  the  intercostal  spaces,  and 
id  not  impinge  on  bone  on  the  opposite 
ide." 

So  as  we  go  about  our  hospital  duties, 
nd  grouse  about  the  nursing  service,  the 
-ray  service,  and  the  paper  work;  stop 
nd  reflect  for  a moment,  or  at  least  five 
econds,  about  the  problems  which  faced 
ur  predecessors  who  came  with  the 
irmy  to  Arizona  Territory  just  about  one 
undred  years  ago. 
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The  minutes  appearing  in  this  section 
have  been  condensed.  A complete  copy 
of  the  minutes  of  any  meeting  will  be 
mailed  to  any  member  requesting  them. 


GOVERNMENTAL  SERVICES 
COMMITTEE 

The  Governmental  Services  Commit- 
tee met  on  November  18,  1981. 

The  position  paper  on  Health  Planning 
was  discussed  in  detail  with  revisions 
being  made.  It  was  moved  and  carried  to 
accept  the  proposed  position  paper  on 
Health  Planning  as  amended.  It  wasalso 
moved  and  carried  to  distribute  the 
policy  to  county  societies  and  various 
health  planning  agencies.  It  was 
recommended  to  submit  the  revised 
position  paper  on  Health  Planning  to  the 
Board  of  Directors  for  approval. 

Dr.  Kossuth  talked  to  the  committee 
about  voluntary  locally-based  planning, 
stressing  the  importance  of  physician 
representation  and  participation  at 
these  meetings.  It  was  moved  and 
carried  to  forward  the  report  of  the  AMA 
on  Voluntary  Locally-Based  Health 
Planning  tothecounty  medical  societies 
with  the  notation  that  the  report  was 
favorably  received  by  the  committee  and 
ask  that  the  county  societies  give  the 
report  serious  study. 

Dr.  Meyer  informed  the  committee  that 
the  AMA  is  advocating  repeal  of  the 
Health  Planning  Act  (HR  4554).  It  was 
moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  ArMA  support 
the  AMA’s  position  on  the  repeal  of  the 
Health  Planning  Act  as  amended  (HR 
4554). 

Other  items  discussed  were  the 
Arizona  Health  Care  Cost  Containment 
System,  long  range  planning  goals,  and 
the  past  chairman’s  report.  The 
committee  was  informed  that  the  State- 
wide Health  Coordinating  Council  is 
seeking  new  members  and  Dr.  Kossuth 
suggested  his  name  besubmitted.  It  was 
also  recommended  that  the  Executive 
Committee  suggest  another  physician 
for  the  council.  It  was  moved  and  carried 
to  recommend  to  the  Executive 
Committee  of  the  Arizona  Medical 
Association  that  Louis  C.  Kossuth,  M.D., 
be  suggested  for  appointment  to  the 
State-wide  Health  Coordinating 
Council.  It  was  further  recommended 
that  the  Executive  Committee  suggest 
one  other  medical  doctor  for  the 
council. 


EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on 
November  20,  1981 . 

Specialty  society  representation  in  the 
House  of  Delegates  by  the  American 
College  of  Physicians  and  the  Arizona 
Society  of  Internal  Medicine  was 
presented  to  the  committee.  According 
to  the  current  bylaws  both  organizations 
fall  under  the  same  board  of  medical 
specialties  and  ArMA’s  Board  of 
Directors  will  decidewhich  group  will  be 
represented  in  the  House.  The 
respective  organizations  are  requesting 
that  this  requirement  be  waived  and  that 
they  both  be  represented  in  the  House  of 
Delegates.  The  opinon  of  legal  counsel 
will  be  sought  In  the  matter. 

The  Arizona  Health  Care  Cost 
Containment  System  was  discussed 
among  the  members  of  the  committee, 
including  ArMA's  offer  to  provide  a 
committee  to  assist  in  the  writing  of  the 
rules  and  regulations. 

The  committee  was  advised  of  the 
vacancies  which  will  occur  in  1982  on 
the  Board  of  Medical  Examiners  and  it 
was  moved  and  carried  to  recommend  to 
the  Board  of  Directors  that  ArMA  submit 
to  the  Governor  of  the  State  of  Arizona 
for  consideration  for  appointment  to  the 
Board  of  Medical  Examiners  to  fill  the 
1982  vacancies  which  would  be  created 
with  the  expiration  of  the  terms  of  Arthur 
N.  Lindberg,  M.D.  on  March  1 and  Phillip 
Z Saba,  M.D.  on  July  1,  the  names  of 
John  T.  Clymer,  M.D.,  Paul  B.  Jarrett, 
M.D.  Albert  Rosenblatt,  M.D.,  and 
Richard  D.  Zonis,  M.D. 

Dr.  DeBenedetti  advised  that 
guidelines  for  the  Executive  Committee 
Contingency  Fund  had  been 
established.  They  are:  1 ) all  requests  for 
financial  assistance  received  by  the 
Association  be  presented  to  the 
committee  at  its  next  regularly 
scheduled  meeting;  2)  thata  spokesman 
for  the  group  requesting  such 
assistance  be  requested  to  attend  that 
meeting  and  speak  to  and  answer 
questions  regarding  the  intended 
project;  and,  3)  that  the  committee 
thereafter  have  full  discretion  relating  to 
the  granting  or  refusal  of  such  requests. 

It  was  moved  and  carried  that  the 
Arizona  Medical  Association  accept  the 
proposal  submitted  by  Lawrence-Leiter 
& Company  and  proceed  through  staff 
to  make  final  arrangements  for  the 
company  to  begin  its  management 
evaluation  and  review  process  as  soon 
as  feasibly  possible. 

It  was  moved  and  carried  to  approve 
the  request  of  the  Medical  Economics 
Committee  that  the  Arizona  Medical 
Association  would  provide  the  $650.00 
initial  promotion  costs  for  a seminar  on 
real  estate  investment  to  be  conducted 
at  the  Association’s  office  on  January 
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Flexible  Sigmoidoscopy 

A course  for  the 
primary  care  physician 

Friday  and  Saturday,  February  26-27, 1982 
at  The  Alamos  Resort,  Scottsdale 

The  two-day  program  will  include  presentations  on 
the  role  of  flexible  sigmoidoscopy  in  cancer  sur- 
veillance, the  diagnosis  of  colon  lesions,  patient 
preparation,  examination  techniques,  and  equipment 
maintenance.  Saturday  practicum  session  at  St. 
Luke’s  Medical  Center. 

The  program  has  been  approved  for  8 hours  of  Cate- 
gory 1 CME  credit. 

Sponsored  by  the  Department  of  Gastroenter- 
ology at  St.  Luke’s  Medical  Center,  Phoenix  in 
conjunction  with  the  Arizona  Society  of  Gastro- 
intestinal Endoscopy,  and  the  Phoenix  Society 
of  Gastroenterology. 

For  additional  information,  contact: 

Christine  Campbell,  Medical  Meeting  Planner 
St.  Luke’s  Medical  Center,  525  North  18th  Street 
Phoenix,  Arizona  85006 
(602)  251-8402 


30,  1982,  with  the  understanding  that 
such  costs  would  be  borne  out  of 
registration  fees,  should  sufficient 
registrations  be  received. 

It  was  moved  and  carried  that  the 
Arizona  Medical  Association 
recommend  the  appointment  of  Louis  C. 
Kossuth,  M.D.,  to  the  State-wide  Health 
Coordinating  Council  and,  further,  that 
the  Coconino  County  Medical  Society 
be  requested  to  suggest  one  of  their 
members  whom  they  felt  would  make  a 
qualified  candidate  for  a like 
appointment  and  that  such  name,  if 
received,  be  automatically  submitted  as 
an  additional  recommendation. 


Future 

Medical  Meetings ^ 

The  following  institutions  and  organizations  have 
been  accredited  for  their  continuing  medical 
education  programs  by  the  Liaison  Committee  on 
Continuing  Medical  Education 

Arizona  Chapter,  American  Cancer  Society 
Arizona  Heart  Institute 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O.  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital,  Mesa 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Phoenix 

St,  Luke's  Hospital  & Medical  Center,  Phoenix 

St.  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program, 

(THMEP)  T ucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

The  accredited  institutions  and  organizations  above 
produce  a variety  of  continuing  medical  education 
programs  Each  accredited  institution  and 
organization  is  responsible  fordesignating  which  of 
these  programs  meet  ArMA's  requirements  for 
Category  1 credit.  Physicians  who  participate  in 
programs  which  are  designated  Category  1 by 
accredited  institutions  will  receive  Category  1 credit 
toward  the  ArMA  Certificate  in  CME  and  the  AMA's 
Physician's  Recognition  Award. 

FEBRUARY 

International  Cataract  Surgery  Symposium 
1982 

February  15-17,  1982.  The  Alamos  Resort, 
Scottsdale,  Arizona.  Sponsor:  The  Eye 
Foundation.  Contact:  The  Eye  Foundation, 
421  N.  18th  St.,  Ste  105.  Phoenix,  Arizona 
85006. 


Pediatric  Update  1982 

February  15-18,  1982.  La  Posada  Resort 
Hotel,  Scottsdale,  Arizona.  Sponsor:  St. 
Joseph’s  Hospital  and  Medical  Center,  Dept, 
of  Pediatrics.  Contact:  Ronald  A. 

Christensen,  M.D.,  Department  of  Pediatrics, 
St.  Joseph's  Hospital  and  Medical  Center, 
350  West  Thomas  Road,  Phoenix,  AZ  85013. 
Approved  for  16  hours  of  Category  1 Credit. 

Frontiers  in  Ophthalmology 

February  18-20,  1982.  Arizona  Biltmore, 
Phoenix.  Sponsor:  St.  Luke's  Hospital 
Medical  Center.  Contact.  Christine 
Campbell,  Meeting  Planner,  St.  Luke’s 
Hospital  Medical  Center,  525  N.  18th  Street, 
Phoenix,  AZ  85006.  Approved  for  Category  1 
credit. 

ECG  Interpretation  & 

Arrhythmia  Management 

February  19-21,  1982.  Scottsdale.  Sponsor 
and  Contact:  International  Medical 

Education  Corp.,  64  Inverness  Drive  East, 
Englewood,  CO  80012.  Approved  for  16 
hours  of  Category  I credit. 

Training  In  Structural  Family  Therapy 

February  20-24,  1982.  Sponsor:  Philadelphia 
Child  Guidance  Clinic  and  Arizona  Family 
Learning  & Communications  Center. 
Contact:  Arizona  Family  Learning  & 
Communications  Center,  Metro  Medical 
Plaza,  Ste  B403,  3201  W.  Peoria  Ave., 
Phoenix,  AZ  85029.  Approved  for  Category  1 
credit  on  an  hour  per  hour  basis. 


Modulation  & Mediation  of 
Cancer  By  Vitamins 

February  23-26,  1982.  U of  A Cancer  Cer 
T ucson.  Sponsor:  U of  A College  of  Medid 
Contact:  Mary  Humphrey,  Cancer  Ce 
Division  U of  A Health  Sciences  Cer 
Tucson,  AZ  85724.  Approved  for  hour 
Category  1 credit. 

Fifth  Annual  Mid-Winter  Symposium 
in  OB/GYN 

February  24-26,  1982.  Scottsdale  Hi 
Hotel.  Sponsor:  Maricopa  County  Gen 
Hospital  and  Phoenix  OB/GYN  Soci 
Contact:  The  Secretary,  Phoenix  OB/C 
Society,  333  East  Virginia,  Ste  222,  Phoe 
AZ  85004. 

Eleventh  Annual  Day  of  Medicine:  Cril 
Care  Medicine 

February  26,  1982.  Arizona  Biltmt 
Phoenix.  Sponsor:  St.  Joseph’s  Hospital 
Medical  Center  and  Flinn  Foundati 
Contact:  Darlene  Graham,  Dept,  of  Inte 
Medicine.  St.  Joseph’s  Hospital  and  Med 
Center,  P.O.  Box  2071,  Phoenix,  AZ  85( 
Approved  for  6 hours  of  Category  1 crec 

Anesthesia  for  the  80’s 

February  26-28,  1982.  Doubletree  I 
Scottsdale.  Sponsor:  University  of  Ariz- 
College  of  Medicine,  Department 
Anesthesiology;  and  Arizona  Society 
Anesthesiologists.  Contact:  Beverly  Rich 
Arizona  Society  of  Anesthesiologists,  t 
West  Bethany  Home  Road,  Phoenix,  Arizd 
85013.  Approved  for  15.25  hours  of  Categ  i 
1 credit. 
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xible  Sigmoidoscoy 

jruary  26-27,  1982.  Alamos  Resort, 
)ttsdale.  Sponsor:  St.  Luke's  Hospital  and 
dical  Center,  Department  of  Gastroenter- 
gy.  Contact:  Christine  Campbell,  Medical 
eting  Planner,  St.  Luke’s  Medical  Center, 
North  18th  Street,  Phoenix,  AZ  85006. 
Droved  for  8 hours  of  Category  1 credit. 

h Annual  Taos  Lung  Disease  Symposium 

>ruary  26-28,  1982.  Taos,  New  Mexico. 
Dnsor:  American  Thoracic  Society,  New 
xico  Chapter.  Contact:  New  Mexico 

apter  of  the  American  Thoracic  Society, 
Truman  NE,  Albuquerque,  New  Mexico 
08. 

MARCH 

ergency  Care  Conference 

xh  1-3,  1982,  Westward  Look  Resort, 
:son.  Sponsor:  U of  A College  of  Medicine, 
ntact:  Office  of  Continuing  Medical 
jcation  and  Outreach,  U of  A Health 
ences  Center,  Tucson,  AZ  85724. 
Droved  for  hour  per  hour  Category  1 
dit. 

th  Valley  of  The  Sun  Dermatology 
nposium 

'ch  3-7,  1982.  Del  Webb's  La  Posada 
!ort.  Sponsor:  Phoenix  Dermatologic 
;iety.  Contact:  Joseph  M Scherzer,  M.D., 
4 Fourth  Street,  Scottsdale,  AZ  85251. 

anges  & Controversies  in  Pediatrics 

•ch  4-7,  1982.  Marriott  Hotel,  Tucson. 
)nsor:  U of  A College  of  Medicine. 
Dtact:  Office  of  Continuing  Medical 
ication  and  Outreach,  U of  A Health 
ences  Oenter,  Tucson  AZ  85724. 
Droved  for  hour  per  hour  Oategory  1 
dit. 

ranced  Trauma  Life  Support  Course 

'Ch  5-7,  1982.  Westward  Look  Resort, 
:son.  Sponsor:  U of  A College  of  Medicine, 
itact:  Office  of  Continuing  Medicine 
Jcation  and  Outreach,  Tucson,  AZ  85724, 
Droved  for  hour  per  hour  Category  1 
dit, 

Dupational  and  Environmental  Health  in 
lily  Medicine:  Clinical  and  Education 
jes 

'ch  8-9,  1982.  Sponsor:  College  of 
dicine.  Dept,  of  Family  & Community 
jicine  and  Az  Center  of  Occupational 
ety  and  Health.  Contact:  Kathleen  M.  Rest, 
’.A,,  U of  A Health  Sciences  Center,  Az 
iter  of  Occupational  Safety  & Health, 
;son,  AZ.  Approved  for  15  hours  of 
egory  1 credit. 

itroenterology  for  Clinicians 

'Ch  8-10,  1982.  Ramada  Safari  Resort, 
Dttsdale.  Sponsor:  Good  Samaritan 
spital  and  Samaritan  Health  Service/Sun 
morial  Institute.  Contact:  David  C.H.  Sun 
morial  Institute,  4129  E.  Sandy  Mountain 
id,  Scottsdale,  AZ  85253.  Approved  for 
2 hours  of  Category  1 credit. 

Iruction  Course  — Cataract  Extraction  & 
aocular  Lens  Implantation. 

rch  10-12,  1982,  Phoenix,  Arizona. 

Dnsor:  The  Eye  Foundation.  Contact:  The 
Foundation,  421  North  18th  Street, 
Denix,  AZ  85006. 


Ninth  Annual  Barrow 
Neurological  Symposium 

March  11-13,  1982.  La  Posada  Inn  Resort, 
Phoenix,  Sponsor:  St.  Joseph’s  Hospital  and 
Medical  Center,  Barrow  Neurological 
Institute.  Contact:  Richard  A.  Thompson, 
M.D,,  222  West  Thomas  Road,  Phoenix, 
Arizona  85013,  Approved  for  15  hours  of 
Category  1 credit. 

Clinical  Seminar  Series  “Endocrinology" 

March  13,  1982.  Granda  Royale,  Phoenix. 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education  & Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

4th  Annual  Symposium  on  current  Concepts 
in  the  Management  of  Acute  and 
Chronic  Pain 

March  13-14,  1982,  Scottsdale  Hilton. 
Sponsor:  Maricopa  County  General  Hospital. 
Contact:  Office  of  CME,  MCGH,  2601  E 
Roosevelt,  Phoenix,  AZ  85008.  Approved  for 
15  hours  of  Category  1 credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

March  13-15,  1982.  Arizona  Medical 

Association  Office,  Phoenix.  Sponsor:  ACLS, 
Az  Affilate  Amer.  Heart  Assoc.,  & ArMA. 
Contact:  Beverly  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona.  Provider  course  approved 
for  21  hours  of  Category  1 credit, 
Recertification  course  approved  for  13  hours. 

1st  Symposium  on  Hematologic 
Malignancies 

March  14-21,  1982.  Keystone  Lodge, 
Colorado.  Sponsor:  U of  A College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education  & Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Current  Perspective  III: 

Pediatrics 

March  17,  1982.  Arizona  Medical  Association 
Office,  Phoenix.  Sponsor:  Arizona  Medical 
Association.  Contact:  Arizona  Medical 
Association,  810  W.  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Approved  for  3V2 
hours  of  Category  1 credit. 

New  Horizons  in  Medicine 
March  18-19, 1982.  Good  Samaritan  Hospital. 
Sponsor:  Good  Samaritan  Hospital,  Div. 
Continuing  Medical  Education.  Contact: 
Imre  Sandor,  M.D.,  Chairman,  CME 
Committee,  Good  Samaritan  Hospital,  1033 
E.  McDowell  Road,  P.O.  Box  2989,  Phoenix, 
AZ  85062,  Approved  for  1 0 hours  of  Category 
1 credit. 

Injuries  of  the  Hand  — Acute  Care 
and  Rehabilitation 

March  18-20,  1982,  La  Posada  Resort, 
Phoenix,  Sponsor:  American  Society  for 
Surgery  of  the  Hand.  Contact:  ASSH,  2600 
South  Parker  Road,  Ste  132,  Aurora, 
Colorado  80014,  Approved  for  16  hours  of 
Category  1 credit. 

Diagnosis  and  Therapy  of  Cardiac  Disorders 

March  18-20,  1982.  Scottsdale  Hilton. 
Sponsors:  ArMA  and  Postgraduate  Medical 


Fourm,  Inc.  Contact:  Daniel  S.  Duick,  M.D., 
P.O.  Box  32567,  Phoenix,  AZ  85064. 
Approved  for  hour  per  hour  Cagetory  1 
credit. 

Third  Annual  Colloquium 

The  Tactile  System,  Implication  for 

Social  and  Emotional  Development 

March  19-21,  1982.  Caravan  Inn,  Phoenix. 
Sponsor:  Continuing  Education  Program  of 
America  and  The  Center  for  Neurodevelop- 
mental  Studies,  Inc,  Contact:  Nancy  Henry, 
The  Center  of  Neurodvelopmental  Studies, 
Inc,,  4248  E,  Campbell,  Phoenix,  Arizona 
85018. 

8th  Annual  Urological  Seminar 

March  20-21,  1982.  Alamos  Resort, 
Scottsdale.  Sponsor:  Maricopa  County 
General  Hospital.  Contact:  Office  of  CME, 
MCGH,  2601  E.  Roosevelt,  Phoenix,  Arizona 
85008.  Approved  for  14  hours  of  Category  1 
credit. 

Instruction  Course  — Cataract  Extraction  & 
Intraocuiar  Lens  Implantation 

March  24-26,  1982,  Phoenix,  Arizona. 

Sponsor:  The  Eye  Foundation.  Contact: 
Ronald  W.  Barnet,  M.D.,  421  N.  18th  Street, 
Ste  105,  Phoenix,  AZ  85006. 

St.  Luke’s  Focus  '82,  Thoracic  Medicine 

March  29-31,  1982.  Los  Alamos  Hotel, 
Scottsdale.  Sponsor:  St.  Luke's  Hospital. 
Contact:  Christine  Campbell,  Meeting 
Planner,  St,  Luke's  Hospital  Medical  Center, 
525  North  18th  Street,  Phoenix,  AZ  85006. 
Approved  for  hour  per  hour  Category  1 
credit. 

APRIL 


Arizona  Chest  Symposium 

April  1-3.  Doubletree  Inn,  Tucson,  Arizona. 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education  and  Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Malignancy 

April  7.  Arizona  Health  Sciences  Center. 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Educaiton  and  Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724, 
Approved  for  hour  per  hour  Category  1 
credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

April  14-16,  1982,  Arizona  Medical 
Association  Office,  Phoenix.  Sponsor:  ACLS, 
Az  Affiliate  Amer.  Heart  Assoc.,  ArMA. 
Contact:  Bevery  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013,  Provider  course 
approved  for  for  21  hours  of  Category  1 and 
Recertification  course  approved  for  1 3 hours. 

Pan  American  Cataract  & Intraocular  Lens 
Symposium 

April  17-19.  Scottsdale  Hilton.  Sponsor: 
American  Society  of  Contemporary 
Ophthalmology  and  the  Sight  Foundation. 
Contact:  The  Sight  Foundation,  Inc.,  10503 
Thunderbird  Blvd.,  Ste  9,  Sun  City,  AZ  85351 , 
Approved  for  16  hours  of  Category  1 credit. 


ARIZONA  MEDICINE  131 


The  David  C.H.  Sun  Memorial  Institute  presents 

Gastroenterology  for  Clinicians 
"New  Approaches  to  G.I.  Problems” 

March  8-10,  1982  Ramada  Safari  Resort  Scottsdale,  Arizona 
Co-sponsored  by  Good  Samaritan  Hospital 


This  symposium  highlights  the  most  recent  treatments 
for  digestive  disorders  and  liver  diseases,  with 
attention  to  new  approaches  for  patient  manage- 
ment problems.  Participants  are  invited  to  bring 
their  own  case  studies  for  discussion,  and  open 
dialogue  with  visiting  professors  is  encouraged. 

Faculty 

Fenton  Schaffher,  Chairman 


J.  Edward  Berk,  MD 
William  Y.  Chey,  MD 
David  L.  Earnest,  MD 
William  S.  Haubrich,  MD 
Joseph  B.  Kisncr,  MD,  PhD 


James  E.  Maynard,  MD,  PhD 
Telfer  B.  Reynolds,  MD 
Arthur  D.  Schwabe,  MD 
Rudolf  F.  Thocni,  MD 
Jerome  D.  Waye,  MD 


The  Symposium,  including  two  breakfasts  and  a cocktail  reception, 
is  $270.00  for  physicians  and  $1 10.00  for  fellows  and  residents. 

A.M  A Category  I and  American  Academy  of  Family  Physicians 
Credit  - I6V2  Hours 

For  more  information  contact: 

Mrs.  David  C.H.  Sun 
David  C.H.  Sun  Memorial  Institute 
4129  E.  Sandy  Mountain  Road 
Scottsdale,  Arizona  85253 
(602)  948-1064 
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raining  in  Structural  Family  Therapy 

pril  17-21,  1982.  Sponsor:  Philadelphia 
hild  Guidance  Clinic  and  Arizona  Family 
taring  & Communicaitons  Center.  Contact: 
rizona  Family  Learning  & Communicaitons 
enter,  Metro  Medical  Plaza,  Ste  B403,  3201 
Peoria  Ave.,  Phoenix,  Arizona  85029. 
pproved  for  Category  1 credit  on  an  hour 
=r  hour  basis. 

;h  Annual  Update 
rimary  Care 

pril  20-24.  Arizona  Health  Sciences  Center, 
ucson.  Sponsor:  U of  A College  of  Medicine, 
ontact:  Office  of  Continuing  Medical 
ducation  and  Outreach,  U of  A Health 
ciences  Center,  Tucson,  AZ  85724. 
pproved  for  hour  per  hour  Category  1 
edit. 

3uthwestern  Cardiac  Symposium 

pril  30-May  1.  Hyatt  Regency,  Phoenix. 
Donsor:  St.  Luke’s  Hospital  and  Medical 
enter.  Contact:  Christine  Campbell, 
edical  Meeting  Planner,  St.  Luke's  Hospital 
Medical  Center,  Phoenix,  AZ  85006. 
pproved  for  hour  per  hour  Category  1 
edit. 

MAY 


Bio-Nutritional  Labs  Presents 

The  Office 
Treatment  of 
Obesity 

Up  to  date  information  on  its  causes,  effects 
and  solutions,  supplemented  by  a 

Physician’s  Manual  and  a Patient  Workbook. 

Saturday,  March  27,1982 

The  Pointe — 7677  N.  16th  St.,  Phoenix,  Arizona 

Information  Presented  By: 

Paul  A.  Lessler,  M.D.  Steven  M.  Polin,  M.D. 

Janet  Evans,  R.D.  Gerald  A.  Levine,  M.D. 


dvanced  Cardiac  Life  Support 
ecertification/Provider  Course 

lay  13-15,  1982.  Arizona  Medical 
ssociation  Office,  Phoenix.  Sponsor:  ACLS, 
z Affilate  of  the  Amer.  Heart  Assoc.,  ArMA. 
ontact:  Beverly  Richter,  Arizona  Medical 
ssociation,  810  West  Bethany  Home  Road, 
hoenix,  Arizona  85013.  Provider  course 
Dproved  for  21  hours  of  Category  1 credit 
td  Recertification  approved  for  13  hours. 

linical  Seminar  Series 
trauma” 

lay  15,  1982.  Phoenix.  Sponsor:  Univeristy 
f Arizona  College  of  Medicine.  Contact: 
ffice  of  Continuing  Medical  Education  and 
utreach,  U of  A Health  Sciences  Center, 
ucson,  Arizona  85724.  Approved  for  hour 
sr  hour  Category  1 credit. 

MONTHLY  OR  WEEKLY 


hrine  Medics  Meeting 

econd  Tuesday  of  each  month.  Doctors 
iospital,  5:45  p.m.  J.  South  Classroom, 
ponsor:  Shrine  Medics.  Contact:  Robert  C. 
,riggs,  M.D.,  5121  N.  Central  Ave.,  Phoenix, 
Z 85012. 


Iffice  Psychiatry  for  the 
^imary  Provider 

id  Monday  of  month,  4811  N.  7th  Street, 
loenix,  AZ.  Sponsor:  Arizona  Health  Plan, 
ontact:  T.R,  Bittker,  M.D.,  Box  5000, 
loenix,  AZ  85010.  Approved  for  Category  1 
edit. 

ounter  Transference  Group 

eekly,  Thurs,  8-10  p.m.  Sponsor:  Phoenix 
lychiatric  Council.  Contact:  James  E. 
ampbell,  M.D. ,5051  N. 34th  St.,  Phoenix,  AZ 
>018.  Approved  for  2 hours  Category  1 
edit. 


Topics  and  Workshops: 


• Obesity — Pathophysiology  and  Associated 
Problems. 

• Nutritional  Assessment. 

• Use  of  High  Biological  Value  Protein* 

• Behavior  Modification 

• Office  Procedures — Patient  Monitoring,  Office 
Records  and  Economics. 

• Patient  Health  Insurance  Ooverage. 

This  seminar  is  designed  to  meet  the  criteria  for 
Category  1,  Continuing  Medical  Education  Credit 
as  required  for  licensing  by  the  Board  of  Medical 
Ouality  Assurance. 

‘Because  of  their  high  therapeutic  index,  our 
products  are  available  only  to  physicians  who 
complete  the  seminar. 

Seminar  Registration 


Dr 

Specialty Phone: 

Staff  Member 

Address 

City,  State Zip 

No.  of  Physicians at  $75.00  $ 

No.  of  Staff  Members at  $35.00  $ 

Lunch  will  be  provided.  Total  Enel.  $ 

If  you  are  unable  to  attend  this  seminar,  but  would 
like  to  be  notified  of  the  next  seminar  date,  please 
check  here.  □ 

Mail  check  and  registration  form  to: 

Bio-Nutritional  Labs  • 1821  E.  48th  Place 

Los  Angeles,  Ca.  90058  (213)  234-4453 


Monthly  Meeting  of  Tucson  Radiologists 

Last  Tues.  of  month.  Plaza  International, 
Tucson,  AZ.  Sponsor:  U of  A Medical  Center, 
Dept,  of  Radiology.  Contact:  Irwin  M. 

Freundlich,  M.D.,  U of  A Health  Sciences 
Center,  Dept,  of  Radiology,  Tucson,  AZ 
85724.  Approved  for  2 hours  Category  1 
credit. 

Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  am  in  Phoenix:  1st 
Tues.— Phoenix  Indian  Hospital,  2nd  Tues.— 
Maricopa  County  Hospital,  3rd  Tues  — Good 
Samaritan  Hospital,  4th  Tues.— St.  Joseph's 
Hospital.  Sponsor:  Maricopa  County 

Hospital  (Phoenix  Hospital's  Affiliated 
Pediatric  Program).  Contact:  J.  Kipp 
Charlton,  M.D.,  2601  E.  Roosevelt,  Phoenix, 
AZ  85008.  Approved  for  1 hour  per  session 
Category  1 credit. 

Review  of  Forensic  Pathology 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a.m.,  120  S.  6th  Ave., 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H H.  Karnitschnig, 
M.D.,  120  S.  6th  Ave.,  Phoenix,  AZ.  Approved 
for  1 hour  per  session  Category  1 credit. 


ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10,000, 
Phoenix.  AZ  85064.  Contact:  Ravi  Koopot, 
M.D 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m.,  second  floor 
classroom 


ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ.  85008. 
Contact:  Arnold  L.  Kendall,  M.D. 

A.S.H.  Psychiatric  Grand  Rounds 

2nd  Wed.,  1:00-2:00  p.m.,  J-6  Conf.  Rm., 

Contact:  Dr.  Conger  & Staff 

Clinical-Pathological  Conference 

3rd  Wed.,  1:30-2:30  p.m.  General  Services 

Bldg.,  Conf.  Rm. 

Medical  Grand  Rounds 

4th  Wed.,  1:00-2:00  p.m.,  Medical  Bldg.  Conf. 

Rm. 


BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St.  Joseph's 
Hospital  and  Medical  Center,  350  W.  Thomas 
Rd..  Phoenix,  AZ  85013.  Sponsor:  St  Joseph's 
Hospital  & Medical  Center.  Contact:  John  R. 
Green.  M.D.  Approved  for  1 hour  Category  1 
credit. 

Neurology  Teaching  Conference 

Tuesdays,  8:30-9:30  a.m..  Eighth  Floor  Conf. 
Room. 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9:15  a m.,  on  first  and  third 
and  5th,  Eighth  Floor  Conference  Room. 


Neuro-ophthalmology  Conference 

Mondays,  7:30  a m.  in  8th  floor  neurology 
conference  room. 

Spinal  Injury  Conference 
Wednesdays,  8:15-9:15  a m.,  on  second  and 
fourth  weeks,  in  Neuropathology  Conf. 
Rm.— a multidisciplinary  review  of  admission 
by  neurosurgeons,  orthopedists,  and 
rehabilitation  specialists. 
Neuro-opthalmology  Conference. 

Weekly,  7:30  a m.,  8th  floor  conference  Rm. 

Neuropathology  of  Gross 

Specimens  Conference 

Thursday,  7:30-8:30  a.m.  in  the  Morgue. 

Neurology-Neurosurgical 

Fridays,  8-9  a.m..  First  Floor  Conference  Rm. 

Neuropathology  or 

Neuroradiology  Conferences 

Friday,  9 a.m..  Neuropathology  in 

Neuropathology  Conference  Rm., 

Neuroradiology  in  First  Floor  Conference 

Rm. 

Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  Rm. 
Neurosurgical  Journal  Club 
Saturdays,  9-11  am.  in  Eighth  Floor 
Conference  Rm. 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City,  AZ 
85372.  Contact:  Martha  R.  Newby,  ED.D., 
Director  of  Education. 

Medical  Department  Continuing  Medical 
Education 

4th  Wednesday,  12  Noon,  Cl  19.  May,  July, 
Sept.  & Nov. 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon,  Educ. 
Center  Classroom  I & II,  May,  July,  Sept,  & 
Nov. 

Surgical  Department  CME 

4th  Friday,  7 a.m.,  Educ.  Center  Classrooms  I 
& II.  Contact:  Brian  Updegraff,  M.D. 

CAMELBACK  HOSPITAL 

5055  N.  34th  St.,  Phoenix,  AZ  85018.  Sponsor: 
Camelback  Hospital.  Contact:  T.  F.  Reid,  Jr., 
M.D. 

Clinical  Conference 

3rd  Tuesday,  8-9  a m. 


DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L A.  Rosati,  M.D.  Approved  for 
category  1 credit. 

CME  Programs 

Weekly  Tuesday,  7 p.m.,  Cafeteria-West  End. 
Clinical  Conference  — Dept,  of  Medicine 

Weekly  Thurs.,  12:30-1 :30  p.m.  Buffet  Lunch, 
Grande  Rm. 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1 :30  p.m.  Grande  Rm. 

Pediatric  Case  Conference 

2nd.  Friday,  12:30  p.m.,  Grande  2 


DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information. 


Physicians  Continuing  Education  Prograt 

1st  Thursday,  12:30  p.m..  Classrooms. 


EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N.  Wilmont  Road,  Tucson,  AZ  857 
Contact:  Eric  G.  Ramsay,  M.D.  Approved 
Category  1 credit. 

Family  Practice  Department  Meeting 

1st  Monday,  12  Noon,  (March,  June,  Se 
and  December)  Contact:  R.  Grossman,  M 


FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N.  Beaver  Street,  P.O.  Box  12i 

Flagstaff  AZ  86002,  Contact:  B. 

Hirschberg,  M.D.,  CME  Program  Clinii 

Conference.  Approved  for  category  1 crer  i 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm. 

Clinical  Conferences 

Weekly  Tuesdays,  12:30  p.m.,  Tollefson  R 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m..  Hospital  Conf.  R 

Mortality  & Morbidity  Conference 

1st  Thursday,  12:30  p.m..  Hospital  Conf.  R 


GOOD  SAMARITAN 
HOSPITAL 


»e 


1033  East  McDowell  Rd.,  Phoenix, 
Contact:  W.  J.  Howard,  M.D.  Approved 
category  1 credit. 

Anatomical  Path.  & Cytology 
Weekly,  Mondays  4:00-5:00  p.m.,  S-4  C 
Rm. 

Gynecological  Section  Conference 
2nd  Monday,  12:30-1:30  p.m..  West  Rm 
Monday  Noon  Conference 
Weekly,  12:00-1:00  p.m.  R-2  Conf.  Rm. 
Mortality/Morbidity,  Surgery  Comm. 

2nd  Monday,  11:30-2:00  p.m..  West  Rm. 
Obstetrical  Section  Conference 
1st  Monday,  12:30-1:30  p.m..  West  Rm. 
Pulmonary  Disease  Grand  Rounds 
Weekly,  12:00-1:00  p.m.,  D-5  North 
Family  Practice  Conference 
Weekly,  Tuesday,  12:00-1:00  p.m.,  Fc, 
Practice  Conf.  Rm. 

Pediatric  Grand  Rounds 

3rd.  Tuesday,  7:30-8:30  a m..  Contact:  P 

Bergeson,  M.D. 

Phoenix  Plastic  Surgery 

Residency  Conference 

Weekly,  5 p.m. -6  p.m..  Education  Buildi 

Contact:  Robert  McGregor,  M.D. 

PM  & R Noon  Inservice 
2nd  & 4th  T uesday,  1 2 Noon,  R-2  Conferer 
Rm. 


Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m.,  West  F 
Contact:  John  A.  Bruner,  M.D. 

Combined  Cardiovascular  & Family  Pract 
Conf. 

1st,  2nd,  & 4th  Wed.,  12:00-1:00  p.m.,  [' 
North. 

Learning  Disabilities  i 

Weekly,  10:30-12:30  p.m.,  R-2  Conf.  Rm.  i 

OBGYN  Dept.  Review  & Statistics  • 

Weekly,  12:30-3:00  p.m.,  OBGYN  Conf.  P: 
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St.  Luke’s 

FOCUS ’82 

A seminar  on  thoracic  medicine 

March  29-31, 1982 
The  Alamos  Resort  Hotel 
Scottsdale,  Arizona 


Course  Description: 

The  three-day  seminar  will  focus  on  the  latest 
developments  in  the  areas  of  bronchogenic 
carcinoma  and  coccidioidomycosis.  The  role  of 
immunotherapy  in  bronchogenic  carcinoma, 

CT scanning  of  solitary  pulmonary  nodules,  and 
the  appropriate  use  of  broncho -plastic  procedures 
with  bronchogenic  carcinoma  will  be  some  of 
the  topics  discussed.  Cocci  related  topics  to 
be  covered  will  include  the  role  of  immunotherapy 
in  cocci,  the  current  status  of  cocci  vaccines, 
and  cocci  in  the  immune  suppressed  patients. 


Faculty: 

Bronchogenic  Carcinoma— F.G.  Pearson,  M.D., 
Toronto,  Canada  • Richard  Matthay  M.D.,  New 
Haven,  Connecticut  • Frederick  P.  Stitik,  M.D., 
Norfolk,  Virginia 

Coccidioidomycosis— Antonio  Catanzaro,  M.D., 

San  Diego,  California  • Demosthenes  Pappagianis, 
M.D.,  Davis,  California  • John  Galgiani,  M.D., 
Tucson,  Arizona 


Sponsored  by  St  Luke's  Hospital  Medical  Center 
Phoenix,  Arizona 

For  additional  information,  write  or  call: 

Christine  Campbell/ Medical  Meeting  Planner 

St.  Luke’s  Hospital  Medical  Center 

525  North  18th  Street /Phoenix,  Arizona  85006 

(602)251-8402 


lecological  Pathology 

ekiy,  Thursday,  1:00-2:00  p.m.,  S-4  Conf. 

Radiology  Conference 

Thursday,  12:00-1:00  p.m.,  F151, 
liology  Conf.  Rm. 

}enix  Ultrasound  Soc.  Meeting. 

dical  Education  Building,  Contact:  Dr. 
1 Ora 

jroiogy  Grand  Rounds 

ekIy,  Thursday,  9:00-10:00  a.m.,  D-5 
rth. 

gicai  Grand  Rounds 

ekiy,  7:00-8:30  a.m.,  East  Room 

nor  Treatment  Planning  Conf. 

I & 4th  Thursdays,  12:00-1:00  p.m.,  F151 
jiology 

nt  Tumor  Gyn  Conference 

i Friday,  12:30-1:30  p.m..  West  Rm. 

dicai  Grand  Rounds 

ekiy,  Friday,  8:00-9:00  a.m..  West  Rm. 

Liropathy  Conference 

it  Friday,  1:15-2:15  p.m.,  S-4  Morgue. 

rchiatry  Grand  Rounds 

ekiy  Friday,  11:30-1:00  p.m..  East  Rm. 


KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

0 E.  Ajo  Way,  T ucson,  AZ.  85713.  Contact: 
; C.  Ramsay,  M.D.,  Approved  for  Category 
edit. 

Jical  Conference 

3kly,  12:30  p.m..  Contact:  Chief  Medical 
ident. 


Surgical  Connference 

Weekly,  Mondays,  Contact:  R.  Fischer,  M.D. 

Cardiology  Conference 

4th  Tuesday,  12:30  p.m.,  Contact:  B.  Phibbs, 

M.D. 

Clinical  Pharmacology  Conference 

5th  Tuesday,  12:30  p.m..  Contact:  M.  Katz, 
Clinical  Pharm. 

Neurology  Conference 

1st  & 3rd.  Tuesday,  12:30  p.m..  Contact:  J. 

Laguna,  M.D. 

Radiology  Conference 

2nd  Tuesday,  12:30  p.m..  Contact:  M.  Baker, 

M.D. 

Medical  Conference 

Weekly,  Thursday,  12:30  p.m..  Contact:  Chief 
Medical  Resident 

OB/GYN  Pathology  Conference 

Weekly,  Thursday,  (except  2nd)  1:30  p.m.. 
Contact:  J Wurzel,  M.D. 

Psychiatry  Journal  Club 

Weekly,  Thursday,  12  Noon,  Contact:  Jose 
Santiago,  M.D. 

Medical  Conference 

Weekly,  Friday,  12:30  p.m..  Contact:  Chief 
Medical  Resident 

MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave.,  Phoenix,  AZ  85008 

Continuing  Medicai  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.. 
Conference  Rms. 


Clinical  Conferences 

2nd  & 4th  Wednesday,  12-1  p.m.,  Medical 
Staff  Lounge 

MARICOPA  COUNTY 
GENERAL  HOSPITAL 

2601  E.  Roosevelt,  Phoenix,  AZ  85008. 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p.m..  Contact:  S.  Schaffner,  M.D. 

Chest  Surgery  Conference 

Weekly,  Mondays,  1:30  p.m.,  Santa  Cruz  Rm. 
Hematology  Conference 
2nd  Tuesday,  1:00  p.m..  Contact:  Walt 
Koppenbrink,  M.D. 

OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday,  12  Noon,  Santa  Cruz  Room 

Obstetrical  Problem  Conference 

Weekly  Tuesday,  7:30  a.m.,  Yavapai  Rm. 

Orthopedic  Conference 

Weekly  Tuesday,  7:30  a m.,  Santa  Cruz  Rm. 

Pediatric  Grand  Rounds 

2nd  T uesday,  7:30-8:30  a.m..  Contact:  Robert 

Ganelin,  M.D. 

Urology  Discharge  Planning  Conference 

Weekly,  11:30  a.m..  Station  42 

Hand  Surgery  Conference 

Weekly  Wed,  a.m.,  Santa  Cruz  Rm. 

Neurosurgery  Discharge  Planning 

Weekly  Wed.,  1:30  p.m..  Station  42. 
OB/Neonatology  Seminar 
Weekly,  Wed.  7:30  a.m.,  Yavapai  Rm. 

Clinical  Psychiatric  Conference 

Weekly,  Wed.,  11-12  p.m..  Mental  Health 
Annex,  Rm.  1346. 
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Surgery  Conference 

Weekly  Wed.,  7-8  a.m.,  Surgical  Dept. 
Current  Concepts  in  Medicine  & Surgery 
1st  Thursday,  1 p.m..  Dr.  Hospital  Class  Rm., 
Contact:  Dr.  Tamsky. 

Cardiology  Conference 
Weekly  Thurs.,  2 p.m.,  Santa  Cruz  Rm. 
OB/GYN  Resident  Conference 
Weekly  Thurs.,  12  p.m.,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  Rm. 

OB/GYN  Surgical  Pathology  Conf. 

Weekly  Friday,  7:30  a m,,  Yavapai  Rm. 
Orthopedic  X-Ray  Conference 
Weekly  Friday,  7:30  a.m.,  Santa  Cruz  Rm. 

MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  85201. 
Contact:  Daniel  J.  Kuntz,  M.D. 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm. 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N.  20th  Ave,,  Phoenix,  AZ  85015. 
Contact:  Leonard  M.  Lapenson,  M D., 
Approved  for  Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium. 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday,  12  noon,  5th  floor  auditorium. 

PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St.,  Phoenix,  AZ  85016. 
Contact:  Leland  L.  Fairbanks,  M.D., 
Approved  for  category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  a m..  Contact:  D. 

Randall,  M.D. 

Clinical  Staff  Teaching  Conference,  Rm.  A. 
Wed.  Weekly,  8:00  a.m. 

Otolaryngology  Grand  Rounds 

4th  Wednesday,  4-5  p.m..  Conference  Rm.  A, 

Contact.  N.  Wendell  Tood,  M.D. 

Family  Practice/Emergency  Room  Teaching 
Conference 

Thursday  Weekly,  7:30-8:30  a.m.,  Conf.  Rm. 
A,  Contact:  Drs.  L.  Fairbanks  & E.Y.  Hooper. 

PHOENIX  MEMORIAL 
HOSPITAL 

1201  S.  7th  Ave.,  Phoenix,  AZ  85036.  Contact: 
George  Scharf,  M.D.  Approved  for  Category 
1 credit. 

Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf.  Rm. 

Clinical  Conferences 

Weekly  Tuesday,  12:30  p.m.,  Kiva 
Conference  Rm. 

Tumor  Board  Conference 

Weekly  Friday,  12  p.m.,  Kiva  Conf.  Rm. 

Contact:  H.  Kimball,  M.D. 

SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street,  Scottsdale,  AZ  85251. 
Contact:  W.  S.  Williams,  M.D.,  Approved  for 
Category  1 credit. 

Family  Practice  Conference 

1st  Monday,  12:30  p.m..  Doctors'  Lounge 


Emergency  Medical  Services  Conference 
2nd  Monday.  12:30  p.m..  Doctors’  Lounge 
Neurology/Neurosurgery  Conference 
3rd  Monday,  12:30  p.m..  Doctors’  Lounge 

CPC  Conference 

4th  Monday,  12:30  p.m..  Doctors’  Lounge 

Pediatrics  Conference 

5th  Monday,  12:30  p.m..  Doctors’  Lounge 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Medical  Subspecialties 

5th  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m..  Doctors’  Lounge 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors’  Lounge 
Gl/Med/Surg/Radiology  Conference 

2nd  Friday,  12:30  p.m.,  Doctors’  Lounge 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ  85013. 
Contact:  Joseph  C.  White,  M.D. 

OB/GYN  Section  Conference 

3rd  &4th  Mondays,  12:30-1:30  p.m.,  1st  Floor 

Conf.  Rm. 

Genetics  Conference 

Weekly  Monday,  12:30  p.m..  Pediatric 
Department. 

Pediatric  Rounds 

Weekly  Monday,  Wed.  & Friday,  10:30  a.m.. 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a m..  Contact:  J.  Kipp 

Charlton,  M.D. 

ECG  Conference 

Weekly  Tuesday,  12:30  p.m..  Pediatric 
Department. 

Medical  Grand  Rounds 

Weekly  Wednesday,  8 a m.,  1st  Floor  Conf. 

Room. 

Visiting  Professor  Formal  Presentation 

Weekly  Thursday,  8 a m.,  PIMC 
Visiting  Professor  Informal  Presentation 

Weekly  Thursday,  9:30  a m.,  1st  floor  Conf. 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly  Thursday,  12:30  p.m.,  PIMC 
Nephrology  Conference 
Weekly  Fridays,  12:30  p.m..  Pediatric 
Department. 

ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road,  Tucson,  AZ.  Contact: 
Eric  G.  Ramsay,  M.D.  Approved  for  Category 
1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday,  12  p.m..  Contact:  Wm. 
Moteforte. 

Ophthalmology  Morbidity/Mortality  Conf. 

4th  Tuesday,  12:15  p.m..  Contact:  Kim 
Sowards. 

Current  Concepts  in  Medicine 

Weekly,  Tuesday,  12  p.m..  Auditorium. 
Hematology-Oncology  Conference 
Last  Wednesday,  12:15-1 :15  p.m..  Contact:  S. 
Salmon,  M.D. 


ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ,  Conta 
Gerald  L.  Hansbro,  M.D. 

Cardiac  Conference 

Weekly  Monday,  12:15  p.m..  Auditorium 

Chest  Conference 

4th  Monday,  12:15  p.m.,  Phillips  Auditorii 

Surgery  Conference 

1st  Tuesday,  12:15  p.m..  Auditorium 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.m..  Auditorium 

Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday,  12:15  p.m..  Auditorium 

Pulmonary  Case  Conferences 

1st  Thursday.  7:30  a m.,  Phillips  Auditoric 

Psychiatry  Conference 

3rd  Thursday,  7 a.m..  Auditorium 

Combined  Medical  General 

Practice  Conference 

1st  Friday,  12:15  p.m..  Auditorium 

Toxicology  Grand  Rounds 

2nd  Friday,  7:30  a m..  Auditorium 

Ophthalmology  Conference 

1st  Saturday,  8:30  a m..  Auditorium 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St.  Mary’s  Road,  Tucson,  AZ  857i 
Contact:  see  below. 

Monthly  Specialty  Conference  — 

Dept,  of  Surgery 

1st  Monday,  7:30  a.m..  Century  Rm. 
Contact:  Med.  Staff  Office. 

Grand  Rounds:  Medical  Surgical,  Fam 

Practice,  Pathology,  Radiology 

Weekly  Thursday 

Emergency  Medicine  Lectures 

Weekly  Thursday,  8 a.m..  Century  Room  . 

Mental  Health  Update 

1st  Friday,  11:30-1:00  p.m.,  Century  Rm.  / 

Cardiology  Conference 

Weekly  Friday,  8:00-9:00  a.m..  Century  Rr^ 

Contact:  Anthony  Forte,  M.D. 

TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716.  ^ 
Contact:  Eric  G.  Ramsay,  M.D.  Approved 
Category  1 credit. 

Cardiology  Conference 

Weekly  Monday,  except  last,  12  Not 

Contact:  M.  Maximov,  M.D. 

Dermatology  Conference 

4th  Monday,  5:00  p.m..  Contact:  R.  Mill 

M.D. 

Endocrinology  Conference 

Last  Monday,  12  p.m..  Contact  M.  Park 
M.D. 

Perinatal  Conference  , 

2nd  Monday,  7:30  p.m..  Contact:  J.  Lohmt 
M.D. 

Surgical  Dept.  Conference  j 

2nd  Monday,  12  Noon:  Contact:  C.  Pel 
Crowe,  Jr.,  M.D.  | 

Chest  Conference 

1st  Tuesday,  12  noon.  Contact:  Willie' 

Nevin,  M.D.  ^ 

Hematology  Conference 

4th  Tuesday,  12  Noon,  Contact:  M.  Box] 

M.D. 
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The  Psyche,  The  Soma  and  The  Heart 


A seminar  examining  psychological  and  behavioral  aspects  of  cardiovascular  disease  and 
its  treatment,  including  associated  depressions,  sexual  dystunction  and  grief  reactions. 


Saturday,  April  3, 1982  • The  Arizona  Biltmore  Resort,  Phoenix 


Faculty: 


Robert  S.  Eliot,  M.D. 

University  of  Nebraska  Medical  Center 
Omaha,  Nebraska 


Cynthia  Scalzi,  R.N. 
U.C.LA.  School  of  Nursing 
Los  Angeles,  California 


Richard  Obershow,  M.S.W. 
Grief  Center 
Burnsville,  Minnesota 


Stephen  B.  Shanfield,  M.D. 
University  of  Arizona 
Tucson,  Arizona 


Sponsored  by  Behavioral  Health  Services 
St.  Luke’s  Medical  Center,  Phoenix 


Approved  for  7 hours  of  CME  credit  (category  1) 

For  additional  information,  contact:  Christine  Campbell 

Medical  Meeting  Planner 
St.  Luke's  Medical  Center 
525  N.  18th  Street 
Phoenix,  Arizona  85006 
(602)  251-8402 


fectious  Disease  Conference 

d Tuesday,  12  noon,  Contact:  B.  Friedman, 
.D. 

ephrology  Conference 

Id  Tuesday,  12  noon.  Contact:  Dr.  Seltzer, 
rthopedic  Conference 
;t  Tuesday,  7:30  p.m..  Contact:  Jay  Katz, 
.D. 

;diatric  Grand  Rounds 

it  & 3rd  Tuesday,  12:30  p.m..  Contact:  Dr. 
ghtner. 

europhysiology  Conference 

id  Tuesday,  5 p.m..  Contact:  Robert  Foote, 
.D. 

linical  Pathology  Conference 

ist  Wednesday,  8:00  a.m..  Contact:  Dr. 
jchs. 

imily  Practice  Meeting 

Id  Wednesday,  12:30  p.m.,  Jan.,  April,  July, 
Oct.  Contact:  C.  Mangelsdorf,  M.D. 

edical  Conference 

eekly  Wednesday,  (except  last),  8:00  a.m., 
3ntact:  M.  Fuchs,  M.D. 
eurology-Neurosurgery  Conference 
eekly  Wednesday,  12  noon.  Contact:  H.  W. 
jschsbaum,  M.D. 
irmatology  Conference 
t Thursday,  12  noon.  Contact:  R.  Friedman, 
D. 

iuroradiology  Conference 

eekly  Thursday,  5:00  p.m..  Contact:  N. 
)mar,  M.D. 


Tumor  Conference 

Weekly  Thursday,  12  noon.  Contact:  Cancer 
Committee. 

Pulmonary/Infectious  Disease 
Case  Conference 

2nd  Thursday,  7:30  a.m..  Contact:  William 
Nevin,  M.D. 

G— I Conference 

Weekly  Friday,  12  noon.  Contact:  George 
Kerrihard,  M.D. 

Interhospital  Nuclear  Medicine  Conference 

Weekly  Friday,  7:15  a.m..  Contact:  S.V.  Hilts, 
M.D. 

OB/GYN  Conference 

1st  Friday,  7:30  a.m..  Contact:  Charles  Parker, 
M.D. 

OB/GYN  Pathology  Conference 

3rd  Friday,  7:30  a.m..  Contact:  R.  Spark,  M.D. 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road,  Phoenix, 
AZ  85012.  Contact:  Alfred  Heilbrunn,  M.D. 
Approved  for  Category  1 credit. 

Gl  X-Ray  Clinical  Correlation  Conf. 

1st  & 3rd  Monday,  1 p.m.,  Rm.  C435,  Contact: 
Drs.  Sanowski,  & Nielsen. 

Medical/Surgical  Gl  Conference 

1st  & 3rd.  Mondays,  3 p.m.,  Rm.  3134, 

Contact:  Dr.  Kozarek,  Ext  413.  Dr.  Mertz,  Ext 

493. 


Gl  Pathology  Conf. 

2nd.  & 4th  Monday,  1 p.m..  Path  Conf.  Rm, 
Contact:  Dr.  Sanowski.. 

Orthopedic  Surgery  Conference 

2nd.  Monday,  7:30  a m.,  Rm  3134,  Contact: 

Dr.  Russo. 

Surgery  - Pathology  Conference 

4th  Monday,  4:00  p.m.,  Rm  2128,  Contact:  Dr. 
Mertz  & Dr.  Lanard. 

Vascular  Conference 

2nd  Monday,  3 p.m.,  Rm.  3134,  Contact:  Dr. 
Cintora 

Gl  Grand  Rounds 

Weekly  Tuesday,  1 p.m..  Contact:  Drs. 
Sanowski,  Kozarek,  after  Gl  Grand  Rounds 
Rm  T-5. 

Housestaff  Pulmonary  Disease  Teaching 
Conf. 

Weekly  Wed.,  3-4  p.m.,  Rm.  41 15,  Contact:  Dr. 
Rohwedder,  Ext.  388. 

Cardiology  Conference 

2nd  Thursday,  1 p.m..  Room  T-5,  Contact:  Dr. 

Habibzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  Contact:  Dr.  Rohwedder 
or  Dr.  Gill. 

Gl  Consultant  Rounds 

1st  Thursday,  1:30  p.m.,  Rm.  T-5. 

Medical  Service  Grand  Rounds 

Weekly  Friday,  11  a.m.,  Rm.  T-5,  Contact:  Dr. 
Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  a.m..  Room  T-5,  Contact  Dr. 
Zeller 
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PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below.  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a. m. -2:30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a. m. -2:30  p.m. 


TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 

Medical  Surgical  Chest  Conference 

Weekly  Tuesday,  2 p.m..  Contact:  Dr.  Young 

Medical  Grand  Rounds 

Weekly  Wed.,  12-1:00  p.m.,  VA  Hospital  Staff 

Conf.  Rm.  & (AHSC),  Contact:  Jay  Smith, 

M.D. 

Surgical  Grand  Rounds 

Weekly  Wed.,  4:00  p.m..  Contact:  Dr.  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm. 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m..  Bldg.  107, 

Contact:  J.  Fitzharris,  D O. 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly  Friday,  12  p.m..  Contact:  Dr.  Sibley. 


YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield,  M.D  Approved  for  category  1 
credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday,  7:00  a m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a.m. 


U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine,  Tucson, 
AZ  85724.  Robert  M.  Anderson,  M.D.,  Dir.  of 
CME.  Contact:  See  below.  Approved  for 
category  1 credit. 

Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc. 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly  Thursday,  4-5  p.m..  Room  5403 
Anesthesiology  Case  Discussion 
Weekly  Wed.,  7:00  a m.,  AHSC,  Dining  Rm. 
C&D 


Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m.,  AHSC  Dining  Room, 
C&D,  Contacts:  Drs.  Otto  & Zehngut. 
Cancer  Center  Tumor  Board  Seminar 
3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC 

Auditorium,  Contact:  Cancer  Center 
Cardiac  Catheterization  Conference 
Weekly  Friday,  4:00  p.m..  Contact:  Dr. 
Temkin. 

Cardiology  Research  Conference 

Weekly  Tuesday,  7:30  a.m..  Contact:  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact:  Dr. 
Byrne-Quinn 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5505. 
Contact:  Jerry  Goldston,  M.D.,  Department 
of  Surgery. 

Dermatology  Rounds 

Weekly  Wed.,  11:30  a.m..  Contact:  Dr.  Lynch 
Endocrinology  Seminar 
Weekly  Thursday,  12-1  p.m..  Contact:  Dr. 
Johnson 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 a.m.,  AHSC,  Contac:  Dr. 

Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact:  S. 
Paplanus 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  a.m.,  AHSC, 
Contact:  Dr.  T.  Hunter 

Head  & Neck  Tumor 
Management  Conference 

Weekly  Wed.,  4:00  p.m..  Contact:  Dr. 
Manning 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  6505. 
Contact:  S.  Salmon,  M.D.,  Dept,  of  Internal 
Medicine. 

Medical  Grand  Rounds 

Weekly  Wed.,  12-1  p.m.,  AHSC,  Contact:  Dr. 
J.  Smith. 

Neuromuscular  Disease  Conference 

Weekly  Friday,  1 1:30  a.m..  Contact:  Dr.  Stern 

Neuropathology  Review  Conference 

Thursdays,  8:30  a m.,  Rm.  5120,  UAHSC. 
Neuroradiology  Conference 
Weekly  Thurs.,  5:00  p.m..  Contact:  Dr.  P C. 
Christenson 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m..  Contact:  Dr. 
Stern. 

Neuropathology  Case  Review 

Weekly  Friday,  8:30  a m.,  AHSC,  Contact:  Dr. 
P.  Johnson. 

Neurosciences  Seminar 

Weekly  Tuesday  & Friday,  7:30  a m.,  AHSC, 
Contact:  Dr.  C.  Bamford 

Nuclear  Medicine 

Weekly  Thursday,  7:30  am.,  AHSC 
Radiology  Conference  Rm. 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a.m.,  AHSC,  Contact:  Dr.  J. 

Herschler 

Orthopedic  Rounds 

Saturday,  8:00  a m..  Contact:  Dr.  Peltier. 

Pain  Conference 

3rd  Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
C&D,  Contact:  Drs.  Hameroff  & Cork. 

Pathology  Seminar 

Weekly,  4:30-5:30  p.m.,  AHSC,  Rm.  5120. 
Contact:  Dr.  P.  Finley 


Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m.,  AHSC,  Contact:  Dr.  A. 
R.  Graham. 

Pediatric  Grand  Rounds 

2nd  & 4th  T uesdays,  12  p.m.,  AHSC,  Contact: 
Dr.  H.  Thompson 

Pediatric  Problem  Patient  Conference 

Weekly  Wed.,  8:00  a.m..  Contact  Dr.  Walson 
Pediatric  Research  Forum 
Weekly  Tuesday,  7:30  a.m..  Contact:  Dr. 
James  Jones 

Pediatric  Specialty  Conference 

Weekly  Friday,  8:00  a m..  Contact:  Dr.  Philip 
Walson. 

Psychiatric  Grand  Rounds 

Weekly  Wednesday,  5:30  p.m.,  AHSC,  Rm. : 
8403,  5th  Floor  Auditorium  I 

Psychiatric  Monthly  Case  Conference 

2nd  Friday,  7:30  a m..  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital 

Pulmonary  Rounds 

Weekly  Friday,  11:30  a.m..  Contact:  Dr 
Benjamin  Burrows. 

Chest  Radiology 

Weekly  Monday.  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich,  M.D., 
Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 
Weekly  Wednesday,  7:30  a.m.,  AHSC, 
Contact:  Dr.  Christenson 
Radiation  Oncology  Planning  Conference 
Weekly  Friday,  8:30-10:00  a.m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr.  Freundlich 
Gastrointestinal  Radiology 
Weekly  Tuesday,  5-6  p.m.,  AHSC,  Contact: 
Radiology  Dept. 

Radiology-Rheumatology  Conference 

Weekly  Thursday,  7:45  a.m.,  UAHSC,  Library 
Rm.1535C. 

Uroradiology  (Genitourinary  Radiology) 

2nd  & 4th  Mondays,  7:30-  8:30  a.m.,  AHSC, 

Contact:  Dept,  of  Radiology 

Renal  Pathology  Conference 

1st  & 3rd  Thurs.,  11:30  a.m..  Contact:  Dr. 

Nagle. 

Residents  Noon  Conference 

Weekly  Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 
Resident's  Conference 
Wednesday,  weekly  5-6  p.m.,  Diag. 
Radiology  Conf.  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  a.m.,  Rm.  5403,  AHSC, 

Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 
Weekly  Wed.,  8:00  a.m..  Contact:  Dr 
Wangensteen. 

Vascular  Surgery  Conference 

Weekly  Tuesdays,  5-6  p.m.,  AHSC  Dining 
Room  E. 

Joint  Thyroid  Conference 

1st  & 3rd  Tuesdays.,  1-2:00  p.m.,  AHSC,  Rm 
6505,  Contact:  S.  C.  Werner,  M.D. 

Trauma  Conference 

Monday, 4:00  p.m.  UAHSC,  Rm.  4410, 
Contact:  Dr.  Peltier. 

Toxicology  Conference 

Weekly  T uesday,  8:00  a m..  Contact:  Dr.  Keith 

Likes 

Tucson  Ultrasonography  Group 

Weekly  Wed.,  4:30  p.m.,  AHSC,  Contact:  Dr.  I 
Freundlich. 

General  Urology  Conference 

Weekly  Thursday,  12:00  noon,  AHSC  & VA 
Hospital  Contact:  Dr.  G.  W.  Drach. 
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INVESTMENT  OJALITY 
GEMSTONES 
AVAILABLE  FOR  TRADE 


MY  CLIENT  HAS  INVESTMENT  QUALITY  EMERALDS, 
RUBIES,  SAPPHIRES,  TOURMALINE,  TANZANITE, 
TSAVORITE  AND  SPINAL  AVAILABLE  TO  TRADE 
FOR  ARIZONA  REAL  ESTATE. 

RESIDENTIAL  PROPERTIES  AND  UNDEVELOPED 
LAND  IN  THE  PHOENIX  AND  SCOTTSDALE  AREA 
WOULD  BE  OF  PARTICULAR  INTEREST,  HOWEVER 
REAL  ESTATE  THROUGHOUT  ARIZONA  WOULD  BE 
CONSIDERED. 


CONTACT 


GARY  BELL 
Office:  954-6161 

Home:  956-2509 


Merrill  Lynch 
Realty 


Tom  Fannin 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTURE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


you  WORKED  HARD 


it  will  last  a lifetime 

PL  AGUE  SHOP 

Wood  plaques  — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


HEALTH  CARE  COSTS 

A Continuing  Chaiienge  to  the  Physician 

Most  patients  are  satisfied  with  the  access  to  and  quality  of  health  care.  But  they  are  concerned  about  rising  cost 
Unfortunately,  many  of  them  do  not  understand  how  their  own  attitudes  and  behaviors  impact  directly  on  medic 
costs. 

To  help  patients  gain  a better  understanding  of  the  many  factors  contributing  to  rising  health  care  costs,  the  Arizor 
Medical  Association  has  prepared  a patient  education  brochure.  How  to  Cut  Your  Health  Care  Costs,  fordistributic 
in  physicians’  offices.  The  importance  of  having  a personal  physician  and  following  the  doctor's  advice,  the  mo 
economical  use  of  the  emergency  room  and  other  hospital  services,  the  relationship  between  good  health  habits  an 
reduced  medical  costs  are  just  a few  of  the  areas  of  concern  which  are  explained  in  easy-to-understand  language. 
How  to  Cut  Your  Health  Care  Costs  can  save  you  and  your  staff  time  in  explaining  many  important  facts  about  heall 
care.  Order  your  supply  today. 


BROCHURE  ORDER  FORM  — HOW  TO  CUT  YOUR  HEALTH  CARE  COSTS 

Please  send  me copies  of  the  How  to  Cut  Your  Health  Care  Costs  brochure. 

Name  

Address  

City  State Zip 

ArMA  Members  — $10.00  per  100  Single  copies  IOC 
Non-Members  — $15.00  per  100  Single  copies  15C 

Make  your  check  payable  to  the  Arizona  Medical  Association  and  mail 
with  the  order  form  to  810  West  Bethany  Home  Road,  Phoenix,  Arizona  85013. 


140  FEBRUARY  1982  • XXXIX  • 2 


IRMS  ' BROCHURES  * PERSONALIZED  PRINTING  * ADDRESSING  * 
NOUNCEMENTS  * LETTERHEADS  * ENVELOPES  * OFFICE 
RMS  ’ BUSINESS  CARDS  ^ LABORATORY  AND  X-RAY  SLIPS  * RX 
RMS  * BROCHURES  ’ PERSONALIZED  PRINTING  ^ ADDRESSING  * 
NOUNCEMENTS  ^ LETTERHEADS  ENVELOPES  ^ OFFICE 
RMS  • BUSINESS  CARDS  ‘ LABORATORY  AND  X-RAY  SLIPS  * RX 
RMS  ' BROCHURES  ' PERSONALIZED  PRINTING  ' ADDRESSING  * 
'NOUNCEMENTS  * LETTERHEADS  " ENVELOPES  * OFFICE 
RMS  ' BUSINESS  CARDS  " LABORATORY  AND  X-RAY  SLIPS  * RX 
RMS  * BROCHURES  ’ PERSONALIZED  PRiNTiNG  * ADDRESSING  * 
NOUNCEMENTS  ' LETTERHEADS  * ENVELOPES  * OFFICE 
RMS  ’ BUSINESS  CARDS  ‘ LABORATORY  AND  X-RAY  SLIPS  * RX 
RMS  * BROCHURES  - PERSONALIZED  PRINTING  ' ADDRESSING  ’ 
NOUNCEMEIMTS  * LETTERHEADS  * ENVELOPES  * OFFICE 
RMS  ' BUSINESS  CARDS  " LABORATORY  AND  X-RAY  SLIPS  * RX 
RMS  " BROCHURES  ' PERSONALIZED  PRINTING  * ADDRESSING  * 
NOUNCEMENTS  * LETTERHEADS  ‘ ENVELOPES  ' OFFICE 
RMS  * BUSINEI 
RMS  * BROCF 
NOUNCEMl 
RMS  ’ BUSINE 
RMS  * BROCF 
NOUNCEME 
RMS  * BUSINEI 
RMS  * BROCFi 
NOUNCEME 
RMS  * BUSINE 
RMS  * BROCF 
NOUNCEM^- 
RMS  * BUSINE 
RMS  * BROCF 
NOUNCEME 
RMS  * BUSINE 
RMS  * BROCF 
NOUNCEM 
RMS  * BUSINE 
RMS  * BROCF 


WE  PRINT  WITH  PRIDE 


THE  ARIZONA  MEDICAL  ASSOCIATION 

Offers 

SUBSTANTIAL  SAVINGS  TO  MEMBERS 
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Phoenix  Members 

Telephone  246-8901 


Call  or  Write  “Press”  Preston 
Printing  Department 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Tucson  Members 

Ask  Operator  for  Enterprise  265 


All  Other  Members 

Call  Collect  246-8901 


NOUNCEMEN^S  ' L ETT  EH  Em  D S ENVELOPES  OFFICE  FORMS 
RMS  * BUSINESS  CARDS  * LABORATORY  AND  X-RAY  SLIPS  * RX  FORMS  * 
RMS  * BROCHURES  ' PERSONALIZED  PRINTING  * ADDRESSING  * MAILING 
NOUNCEMENTS  ‘ LETTERHEADS  * ENVELOPES  ’ OFFICE  FORMS 


PAMENT  HISiORY 
PATIENT  IN.FORMATION 
* ANNOUNCEMENTS  * 

’ PATIENT  HISTORY 
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Classified 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


m 

|.  Prekup  &.  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central,  Suite  509-C  Phoenix.  Az  85012 
(602)  279-1884. 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


Louis  Jacob 

General  Agent 
10210  N 32nd.  Street 
Suite  210 

Phoenix,  Arizona  85028 
(602)  971-2632 

• Tax  Shelter  Programs 

• Individual  & Group 

• Life.  Health  and  Pensions 

• Auto.  Fire.  Theft 


We  Want  You  With  Us 

II I L.  Louis  Jacob  Agency 

^■1  Complete  Insurance  Services 
w Call  Us  for  an  Auto  Quote 
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PROFESSIONAL 

OPPORTUNITIES 


3ROW  WITH  US  IN  SUNNY  ARIZONA 

’he  INA  Healthplan  needs  physicians  in 
amily  practice  and  most  specialties  in 
’ucson  and  Phoenix,  Competitive 
alaries  and  comprehensive  benefits 
ncluding  a professional  development 
irogram,  retirement  plan,  and  group 
ncentive  bonus  are  provided.  If  team 
nteraction  and  casual  living  interest 
'ou,  send  your  CV  to:  Professional 
delations,  INA  Healthplan,  Inc.,  6115 
'Jorth  7th  Street,  Phoenix,  AZ  85014. 

>RACTICE  FOR  SALE 

Established  internist  wanting  to  retire. 
Office  is  located  in  a professional  plaza, 
)n  a major  street,  and  is  convenient  to 
Doctor’s,  St.  Luke’s,  and  Good 
Samaritan  Hospitals.  Selling  physician 
)pen  to  negotiations  for  sale  of  building 
md  land. Call  — (602)279-1884, 


SCOTTSDALE  MEDICAL  PRACTICE 

Dpportunity  to  take  over  an  existing 
general  medical  practice  in  Scottsdale, 
-ive  exam  rooms,  lab.,  reception,  etc. 
Approximately  1300  square  feet, 
-ocated  alone  in  a densely  populated 
area  of  northeast  Scottsdale.  Call  — 
:602)832-7071. 

REAL  ESTATE 

SKI  SUNRISE 

Dne,  2 and  3 bedroom  condominiums  at  ’ 
Sports  Village  in  Pinetop,  Arizona  — 
Daily,  weekly  and  monthly  rates.  For 
nformatlon  Call  — (602)954-5270 


OSBORN  MEDICAL  CENTER 

444  West  Osborn  Road.  A high  quality 
medical  building  in  an  excellent  Central 
Corridor  location  near  St.  Joseph’s 
Hospital  has  full  service  office  suites 
available  for  1-4  doctor  practices  at 
competitive  rates.  Attached  parking 
garage  for  doctors  and  staff,  radiology 
and  retail  pharmacy  on  premises. 

For  details  call  H.  Higgins,  Manager, 
(602)277-2993. 


MEDICAL  SUITES  FOR  LEASE 

Medical  office  space  available  for  lease, 
with  suites  ranging  from  718-1648 
square  feet,  in  the  North  Phoenix 
Medical  Center,  9200  North  Third  Street, 
adjacent  to  John  C.  Lincoln  Hospital 
and  Trauma  Center.  Reasonable  rental 
rates  are  offered  with  flexible  lease 
terms  and  leasehold  improvement 
allowance.  For  further  information, 
contact  Harold  Kennedy,  Association 
Administrator,  John  C.  Lincoln  Hospital 
and  T rauma  Center,  921 1 North  Second 
Street,  Phoenix,  Arizona  85020,  or  call 
(602)943-2381,  Ext.  1201. 


BEAUTIFUL  CONDOMINIUM 
Condominios  Pilar 
San  Carlos  Bay,  Mexico 
For  Rent 

Two  Bedroom,  Two  Bath,  Fully 
equipped.  Beautiful  180  degree  view  of 
the  ocean.  Swimming  pool.  Boating. 
Fishing.  Restaurant.  $65  a day  plus 
utilities  and  maid  service.  Call  — 
(602)795-4925  for  reservations.  Ask  for 
Marge. 


PiNETOP  MOUNTAIN  CABIN  — 

FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  Winter  activities,  such  as  skiing 
the  White  Mountains  of  Arizona.  Call  — 
Dr.  Carl  Reiser  in  Winslow  (602)289- 
2371  days,  289-5081  evenings. 


FLAGSTAFF  OFFICE  AVAILABLE 
FOR  RENT 

General  practice  or  specialty,  lab,  x-ray, 
nurses  station,  surgery  room,  two 
examining  rooms,  large  waiting  room. 
Contact;  Fred  Croxen,  P.O.  Box  542, 
Flagstaff,  AZ  86002  (602)774-1020. 


PART-TIME  NORTHSIDE 
MEDICAL  OFFICE 

Fully  furnished,  five  afternoons  a week. 
Next  door  to  John  C.  Lincoln  Hospital. 
Call  — Bruce  Thoeny,  Manager 
(602)264-5553. 


ATTENTION  PROFESSIONALS 

Why  rent  when  you  can  own?  Are  you 
renting  your  telephone  system  from 
Mountain  Bell?  If  so,  you  are  over- 
paying! Why  not  let  the  professional  at 
Interstate  Telecommunications,  Inc. 
compare  your  Bell  system  against  our 
systems.  We  can  show  you  a cost 
effective,  state-of-the-art,  telephone 
system  for  a fraction  of  the  cost; 
because  with  the  money  you  normally 
pay  Bell,  you  will  be  paying  on  yourown 
system.  Give  us  a call  today!  We’ve  got 
your  number  . . . 

Interstate  Telecommunications,  Inc. 

3507  North  Central  Ave.,  Ste.  300 
Phoenix,  Arizona  85012 
Telephone:  (602)263-5332 
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THE  PATIENT  THINKS 


■i 


U KNOW  ITS  REALLY 
XIETY  SYMPTOMS 


fflis  presenting  symptoms:  palpitations,  chest  pain, 
f chronic  exhaustion  and  occasional  difficulties  in  breathing. 

■ Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
^levels  of  anxiety  and  apprehension. 

Fbr  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important.  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

\Auum« 

diazeparryRDche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


Please  see  summary  of  product  information  on  the  following  page. 


VALlUM(diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (nol  for  sole  Iherapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Chiidren  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
seventy  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  In  impaired  renal  or  hepatic  lunctioh. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  IS  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  Iherapy, 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b I d to  q i d . alcoholism,  10  mg  t i d.  or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d 
or  q I d , adjunctively  in  convulsive  disorders.  2 to  10  mg 
b i d to  q I d Geriatric  or  debilitated  patients:  2 to  2'/z 
mg,  1 or  2 times  daily  inilially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Chi/cfren  1 to  2'/z  mg  t.i  d. 
or  q,i  d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied;  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white,  5 mg.  yellow;  10  mg.  blue — 
bottles  of  100*  and  500,*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100. 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10 1 

^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

•i'Supplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutiey,  New  Jersey  07110 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 
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trust  in  money^ 

but put your 
money  in  trust/' 

Oliver  Wendell  Holmes 
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HUGHES-CAUHAN. 
THEnRSTSnPIO 
A SMOOTHER  OPERATION. 

We  know  that  there’s  a business  side  to  every  doctor’s  office. 

Which  is  why  we’ve  developed  a line  of  products  and  services 
that  are  ideally  suited  just  for  you.  Like  automatic  telephone 
answering  systems,  dictating  machines,  copiers  that  can  trim 
copies  to  statement  size,  color- coded  filing  systems  and  even 
customized  billing  and  accounting  systems.  In  short,  anything 
and  everything  to  help  your  office  run  smoother  and  more 
professionally 

But  we  don’t  stop  there.  At  Hughes-Calihan,  service  is  a 
very  important  part  of  what  we  sell.  After  all,  we  know  that 
time  is  money,  so  we  want  to  do  everything  we  can  to  mini- 
mize your  downtime.  And  we  do.  With  a staff  of  expertly  trained 
service  technicians  who’ll  take  care  of  all  your  servicing  and 
repair  needs. 

So  don’t  wait.  Call  Hughes-Calihan  today  And  take  the  first 
step  to  a smoother  operation. 


Phoenix:  4730  N.  16th  St./264-9631 
Tucson:  1854  S.  Alvernon/790-4900 
Flagstaff:  2717  N.  4th  St./779-0497 
Yuma:  250  W.  24th  St./783-2106 


DRAMATIC 

NEWCLNCAL 

PROOF* 

In  the  treatment  of  impetigo- 
* 100%  cure  rate  with 

Ttegopen*(cloxaciin  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 

Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

*Data  on  file,  Bristol  Laboratories. 


Briel  Summary  ol  Prescribing  Inlormalion 

TEGOPEN* 

(cioxaciiiin  sodium) 

Capsuies  and  Oral  Solution 

For  compiete  information,  consuil  Ofliciai  Package  Circuiar  (12)  9/11/75 

iNOICATIONS: 

Aithough  the  pnncipai  indication  for  cioxaciiiin  sodium  is  in  the  treatment  of  infections  due  to 
peniciiiinase-producing  staphyiococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphyiococcai  infection  is  suspected  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cioxaciiiin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  It  IS  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cioxaciiiin  sodium  should  take  into  consideration  the  tact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci. 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cioxaciiiin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cioxaciiiin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to  I 

penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant  I 

staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a ] 

penicillinase-resistant  penicillin  be  used  as  initial  therapy  tor  any  suspected  staphylococcal  I 

infection  until  culture  and  sensitivity  results  are  known,  1 

(iloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin  (' 

against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin  j 

have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality.  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillln-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  of  the  tact  that  minor  variations  in  in  vilro  sensitivity  may  be  F 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus  t 

CONTRAINDICATIONS:  K 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication  'I 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

[cloxacillin  sodium) 

penicillin  V-K 

Staphylococcus  aureus  (78  patients] 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18(47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  1 4 healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup. 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed.  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication. 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows;  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus.^ 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic"  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth.  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K, 


TEGOPEN 

(daodllin  sodum] 

-effective  therapy  for  staph  infections 
of  the  skin  arid  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy.  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peniciliin,  careful  inquiry  shouid  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  Mildly  elevated  SCOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption 
/V.8.  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in  bottles  of  100. 

Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL'* 


Copyright®  1981,  Bristol  Laboratories 


Every  month,  literally  thousands  of  Arizona  residents 
owe  their  lives  to  the  quick  response  and  skilled  care 
provided  by  Arizona  Medical  Transport  (AMT) 

Survival  Flight  the  state  s first  hospital-based 
emergency  helicopter  service,  and  Associated 
Ambulance  the  states  largest  ground  ambulance 
service,  combined  to  form  AMT  nearly  a year  ago  Now 
they  have  been  joined  by  Survival  Flight  fixed  wing 
service.  Aircraft  based  m Phoenix  and  Flagstaff  provide 
patients  requiring  long  distance  transport  with  the  same 
high  level  of  excellent  care  that  AMT  insists  upon  for 
all  Its  patients. 

To  learn  more  about  Arizona  Medical  Transport  and 
how  we  serve  you,  or  to  obtain  index  cards  and  phone 
stickers  with  our  number,  call  our  offices  m Phoenix  at 
241-0500  or  Tucson  at  623-4326 

ARIZONA  MEDICAL  TRANSPORT,  INC. 


In  an  emergency,  call  246-HELP  or  1-800-352-0605  toll-free  statewide 


In  Vertigo 


Each  Tablet  Contains: 

Pentylenetetrazol 25.0  mg 

Pheniramlne  maleate 1 2,5  mg 

Nicotinic  acid 50.0  mg 


Clinically  proven  actions 

• Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 

Few  side  effects 

• Vasodilation  oooasionally  causes 
facial  flushing  which  can  be  mini- ' 
mized  by  recommending  that 
Ru-Vert®  be  taken  following  meals  or 
with  food. 

Dosage 

• One  or  two  tablets  three  times  a day 

Please  see  next  page  for  a summary  of  prescribing  information 

MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


On  Balance... 


DATA  CORP 


On  Balance... 

RU-VERT 

See  following  prescribing  information. 

DESCRIPTION:  Each  tablet  contains  the  following  active  ingredients; 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate ^ '^'9 

Nicotinic  acid 50.0  mg 

INDICATIONS;  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat-  ■ 
ment  ol  acute  or  chronic  vertigo. 

CONTRAINDICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid. 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol, it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate,  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following  meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  the 
ingestion  ol  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nervous  system  and  from  excessive  vasodilatation 
with  resulting  autonomic  nervous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion,  hallucina- 
tions, headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  ol  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchange.  ^ . 

DOSAGE  AND  ADMINISTRATION;  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  for  use  in  children  under  1 2 years  of  age. 

HOW  SUPPLIED: 

Bottles  of  1 00  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 


MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport.  Louisiana  71 106 

Pioneers  in  medicine  for  the  family 


is  pleased  to  announce  the  relocation  of  its 

MEDICAL  SYSTEMS  DIVISION 

to 

1002  East  McDowell  Road 
Suite  C,  Southwest  Medical  Center 
Phoenix,  Arizona  85006 
(602)  252-5553 

X-L  DATA  CORP  offers  time-sharing 
and  batch  computer  services  related  to: 


• Accounts  Receivable 

• Patient  Billing 

• Insurance  Preparation 

• Collection  Accounting 

• Financial  Management  Systems 

• Physician  Scheduling 

• Trauma  Reporting 

You  and  your  staff  are  cordially 
invited  to  visit  us  at  our  new  location 


Wickenburg  has  been  an 
exciting  meeting  site  since  1868. 

Where  have  vou  been? 

In  the  triendiv.  pioneer  tradition  of  WeMern  hospitalin,' 
the  W'ickenbury  Inn  mutes  you  to  n secluded,  rustic- 
modern  tennis  ;md  yuest  ranch  just  60  miles  northwest 
o\  Phoenix 

The  pleasing  ditterence  vou  11  tind  - endless  sun- 
shine. clear  desejt-mtmntain  air.  cactus  co\  ered  hills,  trail 
rides,  steak  tries  — is  the  same  world  that  )»reeted  the 
first  Wickenburg  render\‘ous  in  1868 

Ourcasitas.  ranch  lodge,  pexil  1 1 acrvlic  courts  stables 
and  complete  meeting  facilities  blend  beautitully  into 
a majestic  Old  West  setting  tor  seminars,  conferences  and 
executive  board  meetings  tor  up  to  75  people 
To  reserve  the  perfect  setting  for  your  best 
meeting  ever,  contact  our  Sales  Director  at 
(602)  684-7811. 


THEWmNBUHGINN 

Ter.r.is  ar.d  G'desf  nanch 

POBoxP  Dept  AM  Wickenburg  AZ  85358 


Pfizer  Laboratories 
Announces 

THE  FIRST  Ca?AL 
CALCIUM  CHANNEL 
BLOCKER 
FOR  THE 

MANAGEMENT  OF 
ANGINA  PECTCRIS 

NEW 

PICICAREM 


(NIFEDIPINE) 


Capsules  10  mg 


Please  see  PROCARDIA*  prescribing  information  on  next  page. 


PROCARDIA®  CAPSULES  For  Oral  Use 

nifedipine 

DESCRIPTION:  PROCARDIA  (nifedipine)  is  an  antianginal  drug  belonging  to  a new  class  of 
pharmacological  agents,  the  calcium  channel  blockers.  Nifedipine  is  3,5-pyridinedicarboxylic 
acid,  1.4-dihydro-2.6-dimethyl-4-(2-nitrophenyl)-,  dimethyl  ester,  Ci7H,bN206,  and  has  the  struc- 
tural formula: 


H 


Nifedipine  is  a yellow  crystalline  substance,  practically  insoluble  in  water  but  soluble  in  ethanol. 
It  has  a molecular  weight  of  346,3.  PROCARDIA  CAPSULES  are  formulated  as  soft  gelatin  cap- 
sules for  oral  administration  each  containing  10  mg  nifedipine. 

CLINICAL  PHARMACOLOGY:  PROCARDIA  (nifedipine)  is  a calcium  ion  influx  inhibitor  (slow 
channel  blocker  or  calcium  ion  antagonist)  and  inhibits  the  transmembrane  influx  of  calcium  ions 
into  cardiac  muscle  and  smooth  muscle.  The  contractile  processes  of  cardiac  muscle  and  vascu- 
lar smooth  muscle  are  dependent  upon  the  movement  of  extracellular  calcium  ions  into  these 
cells  through  specific  ion  channels.  PROCARDIA  selectively  inhibits  calcium  ion  influx  across  the 
cell  membrane  of  cardiac  muscle  and  vascular  smooth  muscle  without  changing  serum  calcium 
concentrations. 

Mechanism  of  Action:  The  precise  means  by  which  this  inhibition  relieves  angina  has  not 
been  fully  determined,  but  includes  at  least  the  following  two  mechanisms: 

1 ) Relaxation  and  prevention  of  coronary  artery  spasm : PROCARDIA  dilates  the  mam  cor- 
onary arteries  and  coronary  arterioles,  both  in  normal  and  ischemic  regions,  and  is  a potent  inhib- 
itor of  coronary  artery  spasm,  whether  spontaneous  or  ergonovine-induced.  This  property 
increases  myocardial  oxygen  delivery  in  patients  with  coronary  artery  spasm,  and  Is  responsible 
for  fhe  effectiveness  of  PROCARDIA  in  vasospastic  (Prinzmetal's  or  variant)  angina.  Whether  this 
effect  plays  any  role  in  classical  angina  is  not  clear,  but  studies  of  exercise  tolerance  have  not 
shown  an  increase  in  the  maximum  exercise  rate-pressure  product,  a widely  accepted  measure 
of  oxygen  utilization.  This  suggests  that,  in  general,  relief  of  spasm  or  dilation  of  coronary  arteries 
IS  not  an  important  factor  in  classical  angina. 

2)  Reduction  of  oxygen  utilization:  PROCARDIA  regularly  reduces  arterial  pressure  at  rest 
and  at  a given  level  of  exercise  by  dilating  peripheral  arterioles  and  reducing  the  total  peripheral 
resistance  (atterload)  against  which  the  heart  works.  This  unloading  of  the  heart  reduces  myocar- 
dial energy  consumption  and  oxygen  requirements  and  probably  accounts  for  the  effectiveness  of 
PROCARDIA  in  chronic  stable  angina. 

Pharmacokinetics  and  Metabolism:  PROCARDIA  is  rapidly  and  fully  absorbed  after  oral 
administration.  The  drug  is  detectable  in  serum  10  minutes  after  oral  administration,  and  peak 
blood  levels  occur  in  approximately  30  minutes.  It  is  highly  bound  by  serum  proteins. 
PROCARDIA  is  extensively  converted  to  inactive  metabolites  and  approximately  80%  of 
PROCARDIA  and  metabolites  are  eliminated  via  the  kidneys.  The  half-life  of  nifedipine  in  plasma 
IS  approximately  two  hours.  There  is  no  information  on  the  effects  of  renal  or  hepatic  impairment 
on  excretion  or  metabolism  of  PROCARDIA. 

Hemodynamics:  Like  other  slow  channel  blockers,  PROCARDIA  exerts  a negative  inotropic 
effect  on  isolated  myocardial  tissue.  This  is  rarely,  if  ever,  seen  in  intact  animals  or  man.  probably 
because  of  reflex  responses  to  its  vasodilating  effects.  In  man,  PROCARDIA  causes  decreased 
peripheral  vascular  resistance  and  a fall  in  systolic  and  diastolic  pressure,  usually  modest  (5-10 
mm  Hg  systolic),  but  sometimes  larger.  There  is  usually  a small  increase  in  heart  rate,  a reflex  re- 
sponse to  vasodilation  Measurements  of  cardiac  function  in  patients  with  normal  ventricular  func- 
tion have  generally  found  a small  increase  in  cardiac  index  without  major  effects  on  election 
fraction,  left  ventricular  end  diastolic  pressure  (LVEDP)  or  volume  (LVEDV).  In  patients  with  im- 
paired ventricular  function,  most  acute  studies  have  shown  some  increase  in  ejection  fraction  and 
reduction  in  left  ventricular  filling  pressure. 

Electrophysiologic  Effects:  Although,  like  other  members  of  its  class,  PROCARDIA  de- 
creases sinoatrial  node  function  and  atrioventricular  conduction  in  isolated  myocardial  prepara- 
tions, such  effects  have  not  been  seen  in  studies  in  intact  animals  or  in  man.  In  formal 
electrophysiologic  studies,  predominantly  in  patients  with  normal  conduction  systems. 
PROCARDIA  has  had  no  tendency  to  prolong  atrioventricular  conduction,  prolong  sinus  node  re- 
covery time,  or  slow  sinus  rate. 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for 
the  management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria:  1 ) classical  pat- 
tern of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm 
provoked  by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm.  In  those 
patients  who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  in- 
compatible with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied. 
PROCARDIA  may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic 
component  but  where  vasospasm  has  not  been  confirmed,  e g.,  where  pain  has  a variable  thresh- 
old on  exertion  or  in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  in- 
termittent vasospasm,  or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  of  beta 
blockers. 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated 
lor  the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  va- 
sospasm in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and/or  or- 
ganic nitrates  or  who  cannot  tolerate  those  agents. 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  con- 
trolled trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise 
tolerance,  but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta-blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities.  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs.  (See  Warnings.) 

CONTR  AiNDICATiONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly 
tolerated  hypotension.  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time 
of  subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant 
beta  blockers. 

Increased  Angina/Beta  Blocker  Withdrawal:  Occasional  patients  have  developed  well  doc- 
umented increased  frequency,  duration  or  severity  of  angina  on  starting  PROCARDIA  or  at  the 
time  of  dosage  increases.  The  mechanism  of  this  response  is  not  established  but  could  result 
from  decreased  coronary  perfusion  associated  with  decreased  diastolic  pressure  with  increased 
heart  rate,  or  from  increased  demand  resulting  from  increased  heart  rate  alone. 

Patients  recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  in- 
creased angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of 
PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected  to  exacerbate  it 
by  provoking  reflex  catecholamine  release.  There  have  been  occasional  reports  of  increased  an- 
gina in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation.  It  is  important  to  taper  beta 
blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning  PROCARDIA. 

Congestive  Heart  Failure:  Rarely,  patients  usually  receiving  a beta  blocker  have  developed 
heart  failure  after  beginning  PROCARDIA.  Patients  with  tight  aortic  stenosis  may  be  at  greater 
risk  for  such  an  event,  as  the  unloading  effect  of  PROCARDIA  would  be  expected  to  be  of  less 
benefit  to  these  patients,  owing  to  their  fixed  impedance  to  flow  across  the  aortic  valve. 
PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration  of 
PROCARDIA  is  suggested.  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure.  See  Warnings. 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA.  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to 


diuretic  therapy.  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  c. 
should  be  taken  to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventrici 
dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents:  See  Indications  and  Warnings.  Experier  i 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administrat ' 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  oc  i 
sional  literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congest  ,i 
heart  failure,  severe  hypotension  or  exacerbation  of  angina. 

Long-acting  nitrates:  PROCARDIA  may  be  safely  co-adminislered  with  nitrates,  but  there  hix 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination.  | 

Carcinogenesis,  mutagenesis,  impairment  of  fertility:  Nifedipine  was  administered  orally  to  r| 
for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to  rats  prior  to  matij 
nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommenci] 
human  dose.  In  vivo  mutagenicity  studies  were  negative,  ^ 

Pregnancy:  Pregnancy  category  C.  Nifedipine  has  been  shown  to  be  teratogenic  in  rats  wf  | 
given  in  doses  30  times  the  maximum  recommended  human  dose.  Nifedipine  was  embryotc) 
(increased  fetal  resorptions,  decreased  fetal  weight,  increased  stunted  forms,  increased  fr| 
deaths,  decreased  neonatal  survival)  in  rats,  mice  and  rabbits  at  doses  of  from  3 to  10  times  i 
maximum  recommended  human  dose.  In  pregnant  monkeys,  doses  2/3  and  twice  the  maxim  t 
recommended  human  dose  resulted  in  small  placentas  and  underdeveloped  chorionic  villi  I 
rats,  doses  three  times  the  maximum  human  dose  and  higher  caused  prolongation  of  pregnari 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  PROCARDIA  should  ] 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
ADVERSE  REACTIONS:  In  multiple-dose  U.S.  and  foreign-controlled  studies  in  which  adve  j 
reactions  were  reported  spontaneously,  adverse  effects  were  frequent  but  generally  not  serk 
and  rarely  required  discontinuation  of  fherapy  or  dosage  adjustment.  Most  were  expected  con  1 
quences  of  the  vasodilator  effects  of  PROCARDIA. 

Adverse  Effect  PROCARDIA  (%)  (N  = 226) 

Dizziness,  light-headedness,  giddiness  27 


Flushing,  heal  sensation 
Headacne 
Weakness 
Nausea,  heartburn 
Muscle  cramps,  tremor 
Peripheral  edema 
Nervousness,  mood  changes 
Palpitation 

Dyspnea,  cough,  wheezing 
Nasal  congestion,  sore  throat 


25 

23 

12 

11 

8 

7 

7 

7 

6 

6 


Placebo  (%)(N  = 2:| 
15 


8 

20 

10 

8 

3 
1 

4 

5 
3 
8 


There  is  also  a large  uncontrolled  experience  in  over  2100  patients  in  the  United  Stales.  Mos' 
the  patients  had  vasospastic  or  resistant  angina  pectoris,  and  about  hall  had  concomitant  Ire 
meni  with  beta-adrenergic  blocking  agents.  The  most  common  adverse  events  were  the  sai 
ones  seen  in  the  controlled  trials,  with  dizziness  or  light-headedness,  peripheral  edema,  nausil 
weakness,  headache  and  flushing  each  occurring  in  about  10%  of  patients,  transient  hypolens ! 
in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%.  Syncopal  episodes  did  not  rei 
with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antianginal  medication.  Very  rarely,  i 
Iroduction  of  PROCARDIA  therapy  was  associated  with  an  increase  in  anginal  pain,  possibly  c 
to  associated  hypotension. 

Several  of  these  side  effects  appear  to  be  dose  related.  Peripheral  edema  occurred  in  atx 
one  in  25  patients  at  doses  less  than  60  mg  per  day  and  in  about  one  patient  in  eight  at  120  mg  j 
day  or  more.  Transient  hypotension,  generally  of  mild  to  moderate  severity  and  seldom  requir 
discontinuation  of  therapy,  occurred  in  one  of  50  patients  at  less  than  60  mg  per  day  and  in  one 
20  patients  at  120  mg  per  day  or  more. 

In  addition,  2%  or  fewer  of  patients  reported  the  following  Respiratory:  Nasal  and  chii 
congestion,  shortness  of  breath.  Gastrointestinal:  Diarrhea,  constipation,  cramps,  flatuleni! 
Musculoskeletal:  Inflammation,  joint  stiffness,  muscle  cramps.  CNS:  Shakiness,  nervousne 
Jitteriness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance.  Other:  Dermatitis,  pruriti 
urticaria,  fever,  sweating,  chills,  sexual  difficulties. 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  I 
natural  history  of  the  disease  in  these  patients.  It  remains  possible,  however,  that  some  or  many 
these  events  were  drug  related.  Myocardial  infarction  occurred  in  about  4%  of  patients  a 
congestive  heart  failure  or  pulmonary  edema  in  about  2%.  Ventricular  arrhythmias  or  conducti 
disturbances  each  occurred  in  fewer  than  0.5%  of  patients. 

In  a subgroup  of  over  1000  patients  receiving  PROCARDIA  with  concomitant  beta  blocker  th 
apy,  the  pattern  and  incidence  of  adverse  experiences  was  not  different  from  that  of  the  ent 
group  of  PROCARDIA  treafed  patients  (see  Precautions). 

In  a subgroup  of  patients  with  a diagnosis  of  congestive  heart  failure  as  well  as  angina,  diz 
ness  or  light-headedness,  peripheral  edema,  headache  or  flushing  each  occurred  in  one  in  ek 
patients.  Hypotension  occurred  in  about  one  in  20  patients.  Syncope  occurred  in  approximati 
one  patient  in  250,  Myocardial  infarction  or  symptoms  of  congestive  heart  failure  each  occurr 
in  about  one  patient  in  15.  Atrial  or  ventricular  dysrhythmias  each  occurred  in  about  one  patit 
in  150. 

Laboratory  tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkali 
phosphatase,  CK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significan 
elevated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  g 
bladder  disease  alter  about  eleven  months  of  nifedipine  therapy.  The  relationship 
PROCARDIA  therapy  is  uncertain.  These  laboratory  abnormalities  have  already  been  assoclat 
with  clinical  symptoms.  Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  report 
twice  in  the  extensive  world  literature. 

OVERDOSAGE:  Although  there  is  no  well  documented  experience  with  PROCARDIA  overdc 
age,  available  data  suggest  that  gross  overdosage  could  result  in  excessive  peripheral  vasodi 
tion  with  subsequent  marked  and  probably  prolonged  systemic  hypotension.  Clinically  significc 
hypotension  due  to  PROCARDIA  overdosage  calls  for  active  cardiovascular  support  includi 
monitoring  of  cardiac  and  respiratory  function,  elevation  of  extremities,  and  attention  to  circulati 
fluid  volume  and  urine  output.  A vasoconstrictor  (such  as  norepinephrine)  may  be  helpful  in  i 
storing  vascular  tone  and  blood  pressure,  provided  that  there  is  no  contraindication  to  its  ui 
Clearance  of  PROCARDIA  would  be  expected  to  be  prolonged  in  patients  with  impaired  liv 
function.  Since  PROCARDIA  is  highly  protein-bound,  dialysis  is  not  likely  to  be  of  benefit. 
DOSAGE  AND  ADMINISTRATION:  The  dosage  of  PROCARDIA  needed  to  suppress  a 
gina  and  that  can  be  tolerated  by  the  patient  must  be  established  by  titration.  Excessli 
doses  can  result  In  hypotension. 

The  starting  dose  is  one  10  mg  capsule,  swallowed  whole.  3 times.day.  The  usual  effective  do; 
range  is  10-20  mg  three  times  daily.  Some  patients,  especially  those  with  evidence  of  corona 
artery  spasm,  respond  only  to  higher  doses,  more  frequent  administration,  or  both.  In  such  p 
lients,  doses  of  20-30  mg  three  or  tour  times  daily  may  be  effective.  Doses  above  120  mg  da 
are  rarely  necessary.  More  than  180  mg  per  day  is  not  recommended. 

In  most  cases,  PROCARDIA  titration  should  proceed  over  a 7-14  day  period  so  that  the  phy; 
cian  can  assess  the  response  to  each  dose  level  and  monitor  the  blood  pressure  before  procee 
ing  to  higher  doses. 

If  symptoms  so  warrant,  titration  may  proceed  more  rapidly  provided  that  the  patient  is  a 
sessed  frequently.  Based  on  the  patient's  physical  activity  level,  attack  frequency,  and  sublingi 
nitroglycerin  consumption,  the  dose  of  PROCARDIA  may  be  increased  from  10  mg  t.i.d.  to  20  n 
t.i.d.  and  then  to  30  mg  t.i.d.  over  a three-day  period. 

In  hospitalized  patients  under  close  observation,  the  dose  may  be  increased  in  10  mg  incr 
ments  over  four  to  six-hour  periods  as  required  to  control  pain  and  arrhythmias  due  to  ischemia, 
single  dose  should  rarely  exceed  30  mg. 

No  "rebound  effect"  has  been  observed  upon  discontinuation  of  PROCARDIA.  However,  if  di 
continuation  of  PROCARDIA  is  necessary,  sound  clinical  practice  suggests  that  the  dosat 
should  be  decreased  gradually  with  close  physician  supervision. 

Co-Administratlon  with  Other  Antianginal  Drugs:  Sublingual  nitroglycerin  m^  be  taken  i 
required  for  the  control  of  acute  manifestations  of  angina,  particularly  during  PROCARDIA  titr 
tion.  See  Precautions.  Drug  Interactions  for  information  on  co-administration  of  PROCARD' 
with  beta  blockers  or  long-acting  nitrates. 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  Capsule  contains  10  mg  of  nifedipin 
PROCARDIACapsulesaresuppliedinamberglassbottlesol  100capsules(NDC  0069-2600-66 

The  capsules  should  be  protected  from  light  and  moisture  and  stored  at  controlled  roo 
temperature  59°  to  77“F  (15°to25°C)  in  the  manufacturer's  original  container. 
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Let  the  Horizon® 

Communications  System  work  for 
your  Health  Care  Facility. 

As  a health  care  professional,  you  have 
unique  communications  needs.  You  require  a 
system  you  can  depend  on  to  improve  pro- 
ductivity and  cost  containment. 

The  system  is  Horizon.®  It  s a flexible 
communications  system  that  will  grow  as 
your  practice  grows.  You  can  design  it  to 
meet  the  needs  of  your  practice  and  help  in- 
crease the  productivity  of  your  staff. 

Ask  the  people  at  the  Denver  Arthritis 
Clinic.  They  were  struggling  along  with  a 
non-Bell  system  they  couldn’t  depend  on.  “It 
was  okay  when  it  worked,”  saysjohn  Reid, 
clinic  administrator,  “but  it  didn’t  work  often 
enough.  And  trying  to  get  it  serviced  was  a 
nightmare.” 

So  he  called  in  the  Bell  team  of  health 
care  specialists.  “They  took  the  time  to 
analyze  our  needs  and  make  a presentation 
on  the  system  best  for  us.  They  were  exactly 
right  with  the  Horizon.  We  like  it  so  well, 
we’ve  ordered  another  one  for  our  satellite 
office.” 

Find  out  for  yourself.  Call  us  toll-free 
at  l-800-525-2323.(in  Colorado,  call  1-800- 
332-2351).  Let  the  Horizon  Communications 
system  work  for  your  business. 

Mountain  Bell 

® Registered  Trademark  of  ATitT  Co 

The  knowledge  business 


THE  MEASURE  OF  FINANCIAL  f 
PLANNING  IS  HOW  WELL  IT  STANDS} 

THE  TEST  OF  TIME. 


Only  a trust  company  under- 
stands the  delicate  balance 
betw^een  investing  wisely  and 
profitabK^  to  meet  today’s 
financial  needs.. .while  making 
certain  your  family  is  pro- 
tected financially  with  an 
ongoing  income  for  future 
years. 

If  you’re  a person  of 
substantial  means  with  a net 
worth  of  $500,000  or  more,  you  need  a very' 
special  kind  of  trust  company  to  fulfill  this  impor- 
tant responsibilim 

Look  for  the  source  that  can  offer  you  expert 
advice  in  today’s  complex  w^orld  of 
taxes,  inflation  and  everchanging 
financial  trends.  Choose  a 
trust  company  large  enough  to 
offer  a wide  range  of  sophisticated 


and  innovative  investment 
management  alternatives. 

Insist  that  your  trust  com- 
pany be  experienced  in  everv^ 
aspect  of  asset  management 
and  estate  administration.  At 
Northern  Trust,  you’ll  have 
the  assurance  of  services 
personalized  to  meet  your 
financial  objectives.  I 

Financial  peace  of  mind  I 

comes  naturally  at  one  of  Arizona’s  oldest 
personal  trust  companies,  wiiere  asset  and  trust 
management  is  our  only  business. 

For  a confidential  appointment,  or  to  receive  a 
complimentarv'  guide  to  our  services, 

■ ^ wTite  Anton  L.  Janik,  Vice  Presidenil 
4350  East  Camelback  Road, 
Phoenix,  Arizona  85018. 

Or,  call  (602)  840-8550. 


i 


Therekmweto 

ZYLQPRIM  ^ 

than  (allopuiind). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W,  ” Wo  Sub, '' or ''Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


sponsored 
group  insurance 

As  a member  of  the  Arizona  Medical  Association,  you  can 
take  advantage  of  life,  health  and  accident  insurance 
selected  to  meet  your  needs,  with  the  savings  available 
through  group  insurance. 

The  Arizona  Medical  Association  has  provided  its  members 
with  sponsored  insurance  programs  for  over  25  years. 

The  programs  currently  available  are:  disability,  term  life 
(for  members  and  their  spouses),  defendant's  reimbursement, 
accidental  death  and  overhead  expense. 

Companies  and  policies  are  selected  to  provide  coverage  and 
service  that  meets  a professional's  needs  and  standards. 

The  Arizona  Medical  Association  provides  supervision  of 
the  administration  of  these  programs  as  needed  to  insure 
that  they  continue  to  merit  your  support. 


ARIZONA 
MEDICAL 
ASSOCIATION 


life,  health  & accident  insurance 


administerd  by 

HEALTH  AGENCIES  OF  THE  WEST,  INC. 

local  service  by  — 

DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC 


4620  North  16th  Street,  #200,  Phoenix,  Arizona  277-6672 
or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care. 

The  cure;  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)',  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients , just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,50a  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


Commodore  Computer  Systems  med-8 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System, 
Name 


Phone. 


I 


I 


commodore 

COMPUTER 
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ANNUAL  91  ST 

MAY  20-22,  1982  ★ SAFARI  RESORT 


MEETING 

★ SCOTTSDALE,  ARIZON 


Arizona  Medical  Association 


ArMA  Auxiliary 


BUSINESS  SESSIONS 

BUSINESS  SESSIONS 

Friday,  May  21 

Thursday,  May  20 

6:00  a.m. 

Executive  Committee 

12  Noon  Past  Presidents’  Luncheon 

Breakfast  Meeting 

1:30  p.m.  Executive  Committee  Meeti 

8:00  a.m. 

Board  of  Directors’  Meeting 

2:30  p.m.  Annual  Meeting 

10:00  a.m. 

House  of  Delegates’  Meeting 

12  Noon 

Past  Presidents’  Luncheon 

2:00  p.m. 

Amendments  Reference 

Friday,  May  21 

Committee  Meeting 

10:00  a.m.  Post-Convention  Board 

2:00  p.m. 

Resolutions  Reference 

Meeting 

Committee  Meeting 

11:00  a.m.  Committee  Meetings 

11:30  a.m.  Luncheon/lnstallation 

Saturday,  May  22 

6:30  a.m.  Maricopa  County  Medical 
Society  Caucus 

6:30  a.m.  Pima  County  Medical 
Society  Caucus 

8:00  a.m.  House  of  Delegates’  Meeting 
12  Noon  Board  of  Directors’ 

Luncheon  Meeting 

SOCIAL  EVENTS  — Arizona  Medical  Association  and  Auxiliary 

Thursday,  May  20 

7:00  p.m.  Reception  and 
8:00  p.m.  Steak  Fry 

Friday,  May  21 

7:00  p.m.  President’s  Reception 
8:00  p.m.  President’s  Banquet 

SPECIAL  EVENTS  — Arizona  Medical  Association  and  Auxiliary 

Friday,  May  21  TWO  CONCURRENT  SESSIONS  2:00-4:30  p.m. 

TAKE  TIME  TO  REALLY  GET  IT  ON  — A Time  Management  Seminar,  Tom  Fullmer,  Ph.D.  Dr.  Fullmer  i 
Corporation  Director,  Productivity,  Research  and  Public  Affairs  for  the  Tanner  Companies.  Tips  o^ 
how  to  control  your  schedule,  not  be  controlled  by  it. 

WHAT  ARE  SOUND  INVESTMENTS  TODAY?  — A look  at  the  financial  opportunities  available  t* 
medical  families  presented  by  an  attorney,  a certified  public  accountant,  and  a panel  of  auxiliani 
experienced  in  real  estate,  business,  stocks,  bonds  and  tax  shelters.  Theresa  Mao,  Moderator. 

The  business  of  organized  medicine  is  YOUR  business. 

Attend  the  reference  committee  meetings  at  2:00  PM,  Friday, 

May  21,  and  let  your  delegates  know  your  views. 
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Medical  Genetics 


irth  Defects: 

omputer  Access  to  Information 


Table 

Disease  Distribution  in  Pediatric  Hospital  Patients 


Type  of  Disease  Percent  of  Patients 


I. 

Genetic  and  chromosome  disorders 

4.1% 

II. 

Multifactorial/polygenic  disorders 

20.5% 

III. 

Developmental  Disorders 

13.8% 

IV. 

Familial  Disorders 

11.2% 

V. 

Nongenetic  Disorders 

50.4% 

Based  on  data  from  Hall  JG,  Powers  EK,  Mcllvaine  RT,  Ean 
VH:  The  frequency  and  financial  burden  of  genetic  disease  in  a 
oediatric  hospital.  Am  ].  Med  Gciict  1978;1:417-436. 


jimes  D.  Cadien,  Ph.D. 
ederick  Hecht,  M.D. 


itor: 

5derick  Hecht,  M.D. 

)stract 

The  March  of  Dimes  Birth  Defects  Foundation  has 
tablished  a computerized  Birth  Defects  Information 
rvice  (BDIS).  This  service  consists  of  three  parts:  the 
formation  Retrieval,  the  Diagnostic  Assist  Facility  and 
e Unknown  Diagnosis  Facilities.  Together  these  can 
1 in  obtaining  information  about  specific  birth  defects, 
riving  at  a differential  diagnosis  and  determining 
lether  an  unknown  syndrome  has  been  observed, 
ith  a grant  from  the  Grand  Canyon  Saguaro  Chapter 
the  March  of  Dimes  Birth  Defects  Foundation,  access 
this  system  has  been  established  at  The  Genetics 
‘nter  in  Tempe.  The  service  is  free  to  all  physicians  in 
izona. 
imbers 

Having  a child  is  running  a risk.  About  three  percent 
all  children  are  born  with  major  malformations  and 
out  three  percent  of  children  are  mentally  retarded, 
nee  there  is  overlap  — some  children  with 
^formations  are  retarded — the  overall  risk  for  these 
oblems  in  children  is  about  five  percent  (1  in  20). 

In  Arizona  there  are  now  more  than  40,000  births  per 
ar.  This  means  that  more  than  2,000  children  are  born 
arly  with  malformations  and/or  mental  retardation  in 
izona. 

)spitalized  Children 

Hospital  services  for  children  have  a high  proportion 
admissions  for  malformations  and/or  retardation, 
ita  based  on  an  analysis  of  a children's  hospital  are 
ssented  in  the  Table. 

Genetic  diseases  leading  to  hospitalization  include 


im:  The  Genetic  Center  and  Birth  Defects  Information  Center  of 
Jthwest  Biomedical  Research  Institute,  123  East  University  Drive, 
Tipe,  Arizona  85281.  Supported  by  a grant  in  Arizona  from  the 
and  Canyon  Saguaro  Chapter  of  the  March  of  Dimes  Birth  Defects 
mdation. 


chromosome  abnormalities  (e.g.,  Down's  syndrome), 
autosomal  dominant  (e.g.,  neurofibromatosis), 
autosomal  recessive  (e.g.,  cystic  fibrosis  and  PKU)  and 
X-linked  (e.g.,  hemophilia  and  muscular  dystrophy) 
disorders. 

Multifactorial/polygenic  disorders  leading  to 
hospitalization  of  children  include  cleft  lip  and  palate, 
meningomyelocele  (spina  bifida),  congenital  dislocation 
of  the  hips  and  clubfeet.  Diabetes  is  another  example. 

Developmental  disorders  include  malformations  of 
unknown  etiology  such  as  tracheoesophageal  fistula, 
imperforate  anus,  genitourinary  tract  anomalies  and 
many  limb  malformations. 

Familial  disorders  in  this  table  are  diseases  with  a 
genetic  predisposition  such  as  glomerulonephritis, 
collagen  diseases  and  certain  orthopedic  conditions. 

The  sum  total  of  genetic  and  related  diseases  is 
responsible  for  about  50%  of  all  diseases  in  hospitalized 
children.  Because  there  is  an  increasing  trend  to  treat 
children  on  an  ambulatory  basis  whenever  possible,  the 
proportion  of  children's  visits  to  doctors'  offices  for 
genetic  diseases  is  considerable.  Our  estimate,  which  is 
based  upon  analyzing  pediatricians'  practices,  is  10%  to 
20%. 

Growth  of  Knowledge 

The  numerology  of  birth  defects  runs  into  the 
thousands.  No  single  book  encompasses  the  field  of  birth 
defects,  and  no  physician  can  keep  all  of  this  information 
on  birth  defects  in  mind.  This  has  led  to  the  development 
of  a computer  system  dedicated  to  birth  defects. 
History 

The  March  of  Dimes  Birth  Defects  Foundation 
published  the  Birth  Defects  Compendium  in  1970.  The 
Compendium  contained  information  on  842  birth  defects. 
The  rationale  for  the  Compendium  was  that  up-to-date 
information  on  birth  defects  was  scattered  in  specialized 
books  and  journals,  was  hard  to  come  by  in  one  place, 
and  could  not  be  obtained  quickly. 

The  Compendium  proved  useful.  A second  edition  was 
issued  by  the  Foundation  in  1979.  It  contained 
information  on  1004  birth  defects. 

A problem  with  books  such  as  the  Compendium  is  that 
they  take  considerable  time  to  assemble  and  print.  By  the 
time  such  books  are  published  they  are  already  obsolete. 
Another  problem  is  that  books,  though  wonderful 
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creations,  are  final.  The  reader  cannot  interact  with  a 
book.  One  cannot  ask  questions  and  receive  prompt 
replies. 

The  decision  was  made  by  the  Foundation  to 
computerize.  Specifically,  the  Foundation  has  developed 
the  Birth  Defects  Information  System  (BDIS). 

Birth  Defects  Information  System  (BDIS) 

The  computer  for  the  BDIS  is  located  in 
Massachusetts  Institute  of  Technology  and  Tufts-New 
England  Medical  Center.  In  1981,  Arizona,  through  a 
grant  from  the  Foundation  to  the  Genetics  Center  in 
Tempe,  was  connected  to  the  BDIS. 

The  computer  is  an  IBM-370.  Information  for  the 
computer  is  contributed  from  numerous  countries 
around  the  world.  Initial  editing  is  done  by  associate 
editors,  including  the  staff  of  the  Genetics  Center,  and 
the  final  editing  of  the  information  is  by  Tuft-New 
England  Medical  Center.  Computer  terminals  provide 
access  via  a telecommunications  network.  One  of  the 
terminals  is  in  Tempe  at  the  Genetics  Center. 

The  total  system  is  planned  to  consist  of  three  parts: 
the  Information  Retrieval  Facility,  the  Diagnostic  Assist 
Facility,  and  the  Unknown  Diagnosis  Facility.  The 
Infc:>rmation  Retrieval  Facility  is  now  operational.  The 
Diagnostic  Assist  Facility  is  still  in  the  testing  stage  and 
is  expected  to  be  fully  operational  by  the  summer  of 
1982.  The  Unknown  Diagnosis  Facility  is  under 
development. 

Information  Retrieval  Facility 

This  facility  corresponds  to  the  Coinpeuiiiiwi.  During 
the  nine  year  period  of  1970  to  1979  the  articles  in  the 
Compendium  were  updated  and  new  articles  were  added. 
This  prcacess  is  now  proceeding  with  increasing  speed, 
with  241  articles  being  updated  by  the  computer  from 
1979  to  1980. 

The  information  for  each  article  is  presented  in  a 
uniform  format.  The  format  includes: 

1.  Names  of  the  disorder  including  all  synonyms 

2.  Minimal  diagnostic  criteria 

3.  Clinical  findings 

4.  Complications 

5.  Etiology 

6.  Pathogenesis 

7.  Related  findings  including:  sex  ratio  of  affected 
persons,  risk  of  occurrence,  risk  of  recurrence,  age  of 
detectibility  and  prevalence 

8.  Treatment 

9.  Prognosis 

10.  Detection  of  carriers,  if  feasible 

11.  Special  considerations 

A bibliography  follows  each  article  to  give  direct 
access  to  the  original  literature. 

Diagnostic  Assist  Facility 

Estimates  vary  on  the  proportion  of  birth  defects  in 
which  a satisfactory  diagnosis  can  now  be  made.  An 
optimistic  estimate  is  that  half  (50%)  of  all  birth  defects 
can  now  be  diagnosed.  The  Diagnostic  Assist  Facility 
therefore  aims  at  improving  the  efficiency  and  accuracy 
of  diagnosis. 
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The  Diagnostic  Assist  Facility  helps  the  physician  t< 
make  a diagnosis.  It  does  not  provide  a single  diagnosis 
but  it  assists,  in  the  sense  a colleague  might,  ii 
developing  a differential  diag*nosis. 

To  do  this,  one  enters  all  of  the  signs  and  symptom 
into  the  computer  terminal.  The  system  assimilates  thi 
information  and  begins  to  ask  questions  about  th 
patient.  Taking  into  account  the  answers,  a list  of  the  to' 
ten  diagnoses  is  provided  in  order  of  probability.  Th 
process  continues — inputting  information  and  thei 
answering  the  computer's  questions — until  one  i 
satisfied  with  the  differential  diagnosis.  Then  one  cai 
obtain  a printout  on  each  of  the  leading  candidates  in  th 
differential  diagnosis  from  the  Information  RetrievJ 
Facility. 

This  procedure  can  continue  as  you  study  a patient 
You  can  end  a session  with  the  computer,  if  certai 
information  is  not  yet  available,  and  then  resume  th 
process  later  exactly  where  one  stopped. 

The  Diagnostic  Assist  Facility  is  not  yet  certified  fo 
routine  clinical  use.  Currently,  The  Genetics  Center  i| 
participating  in  testing  the  system.  It  is  anticipated  th 
Diagnostic  Assist  Facility  will  be  functioning  soon.  | 
The  Unknown  Diagnosis  Facility 

An  unmet  need  is  to  recognize  unknown  syndromes 
At  present,  a physician  has  to  go  through  reams  c 
literature  in  an  attempt  to  recognize  that  the  patient  ha 
a new  syndrome  just  described  in  Lichtenstein. 

The  Unknown  Diagnosis  Facility  is  unde 
development  to  exchange  information  and  to  identif 
new  syndromes.  The  Facility  will  compare  unknow 
syndromes  and  then,  once  a match  is  made,  th 
particular  syndrome  will  move  up  into  the  Diagnosti 
Assist  Facility  and  the  Information  Retrieval  Facility.  I 
this  way,  information  on  patients  will  be  matched  an; 
new  syndromes  will  be  identified. 

The  Unknown  Diagnosis  Facility  is  the  third  and  fini 
part  of  BDIS.  Its  development  will  require  time.  T 
accelerate  matters,  information  about  patients  is  no\ 
being  entered  into  the  computer.  An  example  in  Arizon 
concerns  a young  boy  with  an  unusual  pattern  c, 
malformations  and  mental  retardation  seen  by  D< 
William  Austin  in  Flagstaff  and  by  one  of  us,  (F.H.),  i 
the  Genetics  Center.  The  information  on  this  boy  hf 
been  entered  into  the  computer  and  attempts  to  match 
with  data  from  other  patients  are  underway. 

Birth  Defects  Information  in  Arizona 

At  no  charge,  physicians  and  other  healt 
professionals  in  Arizona  may  utilize  the  Birth  DefecI 
Information  Service.  Write  The  Genetics  Center,  12 
East  University  Drive,  Tempe,  Arizona  85281,  c 
telephone  F.  Hecht,  M.D.  or  A.  Grix,  M.D.,  at  894-110- 
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Fbr  your  patients’  benefit... 


BEFORE  YOU  WRITE 
)UR  NEXT  ANTIAKTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first. 


TWO  WAYS  YOU 
WILL  SAVE  MONEY  WTT 


Introducing 

RUFEN*  (ibuptofen) 


S150  REBATE 


AND  RUFEN  IS 


DIRECTTD  YOUR  PRICED  LOWER 
PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  oottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  ibu profen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC 
BOOTS  IBUPROn 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFI 
may  be  substituted  for 
Motrin®,  because  it  is  bi 
equivalent.* 

Original  research  byl 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  work 
licensed  ibuprofen  for 
sale  in  the  United  States 


MoCrin*  (ibupfofen)  is  a registefed  trademark  of  The  Upjol 


J^RITIC  PATIENTS 
iUPROFEN  THERAPY 


a on  file. 

ttribotions  made  to:  International  League  Against  Rheumatism. 


You  first  came  to  know 
as  Motrin  (ibuprofen), 
anufactured  by  Upjohn. 
Now,  as  we  have  estab- 
hed  facilities  in  America, 
s hope  you'll  come  to 
low  Boots  brand  name 
r ibuprofen  as  RUFEN. 

lOEQUIVALENCY? 

•FCDURSE.* 

lat's  why  you  may  substi- 
te  RUFEN  for  Motrin. 


ALSO:  A BOOTS 
COINTRIBUnON  TO 
ARTHRTTIS  RESEARCH 
WITH  EVERY  REBATE! 

A 25^  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


WHEN  YOU’RE  WRITING  YOUR  NEXT  R^fen 
PRESCRIPTION  FOR  IBUPROFEN, 

PLEASE  REMEMBER: 


RUFEIN 


OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 


RUFEIN 


COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 


RUFEIN 


CONTRIBUTES  25^  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 


RUFEIN 


IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 


RUFEN 


(IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 


I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 


To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "M^ically  Necessary^'  as  required  by  the  laws  of 
your  state. 


Sincerely,^ 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 
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Pioneers  in  medicine  for  the  family 
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RF-009 


(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  broctu 

RUFEN*  Tablets 
(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs . 
symptoms  of  rheumatoid  arthritis  and  osteoarth 
during  acute  flares  and  in  the  long-term  managem 
of  these  diseases  Safety  and  effectiveness  have 
been  established  for  Functional  Class  IV  rheuma' 
arthritis 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  an' 
edema  and  bronchospastic  reactivity  to  aspirin  or  of 
nonsteroidal  anti-inflammatory  drugs  (see  WARNING 
WARNINGS:  Anaphylactoid  reactions  have  occui 
in  patients  hypersensitive  to  aspirin  (see  CONTRAIF 
CATIONS).  Peptic  ulceration  and  gastrointest 
bleeding,  sometimes  severe,  have  been  repor 
Peptic  ulceration  and  gastrointestinal  bleeding,  so 
times  severe,  have  been  reported.  Peptic  ulcerat 
perforation,  or  gastrointestinal  bleeding  can  end  fat 
however,  an  association  has  not  been  establist 
Rufen  should  be  given  under  close  supen/ision  to  patii 
with  a history  of  upper  gastrointestinal  tract  dise< 
and  only  after  consulting  the  ADVERSE  REACTIO 

In  patients  with  active  p>eptic  ulcer  and  active  rheu 
told  arthritis,  nonulcerogenic  drugs,  such  as  g 
should  be  attempted.  If  Rufen  must  be  given,  the  pat 
should  be  under  close  supervision  for  signs  of  u 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vis 
scotomata,  and/or  changes  in  color  vision  have  beer 
ported.  If  developed,  discontinue  Rufen  and  admini; 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  \ 
Rufen;  caution  should  be  used  In  patients  with  a his 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prol 
bleeding  time.  Use  with  caution  in  patients  with  intrii 
coagulation  defects  and  those  taking  anticoagula 

Patients  should  report  signs  or  symptoms  of  gastr 
testinal  ulceration  or  bleeding,  blurred  vision  or  oi 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  in 
ficiency.  patients  on  prolonged  corticosteroid  then 
this  therapy  should  be  tapered  slowly  when  adding  Ri 
DRUG  INTERACTION:  Coumahn-lype  anticoagule 
The  physician  should  be  cautious  when  administe 
Rufen  to  patients  on  anticoagulants. 

Aspirin  Concomitant  use  may  decrease  Rufen  bl 
levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rl 

should  not  be  taken  during  pregnancy  nor  by  nun 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reac 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epii 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distn 
nausea  and  vomiting,  indigestion,  constipation,  abdi 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
flatulence).  Central  Nervous  System:  dizziness*,  hi 
ache,  nervousness.  Dermatologic:  rash*  (inciui 
maculopapular  type),  pruritus.  Special  Senses:  tinn 
Metabolic:decreased  appetite,  edema,  fluid  retent 
Fluid  retention  generally  responds  promptly  to  c 
discontinuation  (see  PRECAUTIONS). 

*lncidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcerwith  bit 
mg  and/or  perforation,  hemorrhage,  melena.  Can 
Nervous  System:  depression,  insomnia.  Dermatol 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  m 
forme  Special  Senses:  amblyopia  (see  PRECAUTIOl 
Hematologic:  leukopenia,  decreased  hemogic 

and  hematocrit.  Cardiovascular:  congestive  hi 
failure  in  patients  with  marginal  cardiac  funct 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  I 
function  Central  Nervous  System:  paresthesias, 
lucinations.  dream  abnormalities.  Dermatologic: 
pecia,  Stevens-Johnson  syndrome.  Special  Sens' 
Conjunctivitis,  diplopia,  optic  neuritis.  HematolO( 
hemolytic  anemia,  thrombocytopenia,  granulocytopf 
bleeding  episodes.  Allergic:  fever,  serum  sickni 
lupus  erythematosus  syndrome.  Endocrine:  g> 
comastia,  hypoglycemia  Cardiovascular:  arrhythn 
(Sinus  tachycardia,  bradycardia,  and  palpitatio 
Renal:  decreased  creatinine  clearance,  polyuria,  c 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  she 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  ur 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid 
thritis  and  osteoarthritis,  including  flareups  of  chre 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hour; 
necessary  for  relief  of  pain.  Do  not  exceed  2,400 
per  day. 

CAUTION;  Federal  law  prohibits  dispensing  with 
prescription. 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 


Obstetrics  & 
Gynecology 


ital  Acid-Base 
onitoring 

liel  F.  O’Keeffe,  M.D. 


ors: 

Dn  C.  Butler,  M.D. 
ter  B.  Cherny,  M.D. 


! Patient  Care  Committee  of  the  Department  of 
itetrics  and  Gynecology,  Good  Samaritan  Hospital, 
»enix,  from  time  to  time  develops  certain 
3rmational  materials  for  distribution  to  the 
sician  staff  in  the  Department  as  part  of  its 
imitment  to  Continuing  Medical  Education.  Some 
hese  shall  be  reprinted  here  because  of  their  value  to 
physicians  who  care  for  the  parturient.  WBC 

tract 

etal  acid-base  monitoring  used  in  conjunction  with 
1 heart  rate  monitoring  has  been  said  to  give  a more 
irate  appraisal  of  fetal  well-being  in  utero  at  times 
?n  abnormal  fetal  heart  rate  patterns  become 
lent.  Fetal  acid-base  monitoring  can  be  of  great  value 
he  practicing  clinician  providing  that  serious  pitfalls 
ts  use  be  recognized. 


he  principal  organ  of  acid-base  homeostasis  for  the 
is  in  utero  is  the  placenta.  Under  normal  steady  state 
ditions,  fetal  acid-base  status  is  determined  by  the 
ther.  Only  when  placental  exchange  is  impaired,  are 
fetal  homeostatic  mechanisms  for  acid-base 
ulation  evoked.  As  the  transplacental  diffusion  of 
gen  from  the  mother  to  the  fetus  becomes  restricted, 
distressed  fetus  begins  to  use  an  anaerobic  pathway 
netabolism  and  excess  amounts  of  lactic  acid  start  to 
umulate.  For  this  reason,  fetal  blood  pH  can  be  used 
m indirect  measurement  of  fetal  oxygenation, 
i brief  review  of  the  metabolism  of  glucose,  the  main 


i:  Department  of  Obstetrics  and  Gynecology,  Good  Samaritan 
Jital,  Phoenix,  Arizona,  where  Dr.  O'Keeffe  is  director  of 
;rnal  Fetal  Medicine. 


energy  producing  substance  of  the  fetus,  shows  that  it  is 
first  broken  down  to  lactic  acid.  When  available  oxygen 
is  plentiful,  the  more  efficient  aerobic  pathway  of 
metabolism  is  followed,  and  the  lactic  acid  is  further 
broken  down  to  CO2.  It  is  this  reaction  which  yields  the 
largest  amount  of  energy  for  use  by  the  fetus.  However, 
when  oxygen  is  lacking  or  absent,  the  lactic  acid  cannot 
be  broken  down.  Therefore,  it  accumulates,  causes  an 
excess  retention  of  hydrogen  ion,  and  in  this  manner  is 
responsible  for  producing  a metabolic  acidosis.  The 
fetus,  in  an  effort  to  protect  itself,  needs  to  use  its 
buffering  systems  primarily  with  bicarbonate  and 
hemoglobin.  As  these  substances  are  used  more,  the 
concentration  of  each  drops,  resulting  in  a rise  in  the 
base  deficit,  and  this  provides  yet  another  clue  to 
differentiate  between  metabolic  and  respiratory  acidosis 
in  the  fetus. 

Understandably,  changes  in  the  mother's  own  acid- 
base  equilibrium  may  have  a secondary  influence  on  the 
fetus.  It  is  well  known  that  CO2  is  easily  and  rapidly 
transferred  across  the  human  placenta  but  the  charged 
bicarbonate  ion  is  moved  relatively  slowly.  In  cases  of 
maternal  hyperventilation  when  significant  decreases  in 
maternal  pC02  and  the  resulting  rise  in  maternal  pH  are 
observed,  alterations  in  the  fetal  blood  pC02  and  pH  are 
observed  very  quickly.  The  rise  in  pH  in  the  fetus  is 
generally  less  than  that  in  the  mother.  Maternal 
hypercarbia  is  also  rapidly  transmitted  to  the  fetus 
inasmuch  as  the  fetal  pC02  always  remains  higher  than 
the  maternal  pC02.  Clearly,  then,  conditions  associated 
with  maternal  respiratory  acidosis  or  alkalosis  can 
produce  similar  pH  changes  in  the  fetus  quickly.  In 
contrast,  since  bicarbonate  ion  crosses  the  placenta 
rather  slowly,  any  maternal  alteration  in  metabolic 
acidosis  or  alkalosis  takes  longer  to  be  transmitted  to  the 
fetus.  It  is  felt  that  four  hours  or  more  are  needed  for 
significant  transfer  of  bicarbonate  ion  to  occur.  Because 
of  this,  bicarbonate  should  probably  not  be  used  for  the 
treatment  of  fetal  acidosis  in  utero.  The  suggestion  it 
may  be  injurious  comes  from  animal  studies  that 
indicate  an  infusion  of  bicarbonate  ion  is  followed  by  an 
increase  in  pC02  in  the  mother  which  in  turn  is 
transferred  to  the  fetus,  further  reducing  the  fetal  pH, 
and  aggravating  the  fetal  acidosis  in  utero. 

It  is  quite  important  when  doing  an  analysis  of  a fetal 
blood  scalp  sample  to  do  a concurrent  study  on  maternal 
blood  to  determine  acid-base  status  in  both.  Venous 
blood  is  suitable,  because  the  difference  between  the 
venous  and  arterial  samples  during  labor  are  trivial  as  to 
pH,  pC02  and  the  base  deficit.  These  differences  are  as 
follows;  .04  units  for  pH,  3 mm  of  Hg  for  pC02  and  0.4 
meq/liter  for  base  excess.  Of  further  benefit  in 
evaluating  the  status  of  the  fetus  would  be  todoa  pC02, 
p02  and  a base  deficit  on  all  fetal  and  maternal  blood 
samples.  This  requires  approximately  120  )ul  of  blood 
compared  to  the  general  50  or  60  /j.\  needed  for  a pH 
alone  in  the  fetal  sample,  and  approximately  1 to  2 cc  of 
maternal  blood. 
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Table 

Fetal  Scalp  Blood  Values 

ph 

pCO. 

pO, 

Base  Deficit 

Normal 

7.25  — 7.35 

40 — 50  mm  Hg 

20 — 30  mm  Hg 

< to  meq/lit 

Metabolic  Acidosis 

(late  decelerations  placental 

insufficiency) 

< 7.25 

45 — 55  mm  Hg 

< 20  mm  Hg 

> 10  meq/lit 

Respiratory  Acidosis 
(variable  decelerations 
umbilical  cord  compression) 

<7.25 

> 50  mm  Hg 

Variable 

< 10  meq/lit 

Prerequisite  to  make  effective  clinical  use  of  fetal 
scalp  blood  sampling  are: 

1.  Twenty-four  hour  ready  access  to  accurate  micro 
blood  gas  analysis  with  a 10  to  15  minute  reporting  time 
capability. 

2.  Readiness  to  implement  procedures  for  rapid 
operative  intervention  should  it  be  found  necessary. 

3.  Patients  should  be  in  labor,  with  the  membranes 
ruptured  and  with  sufficient  cervical  dilatation  to  allow 
introduction  of  the  cone  (2  to  3 cm's  of  dilatation).  The 
fetal  head  should  be  at  station  -2  or  lower. 

The  major  indications  when  fetal  scalp  blood 
sampling  may  be  found  useful  are: 

1.  Any  sustained  flat  heart  rate  on  monitor  tracing 
wi  thout  ominous  periodic  changes,  especially  if 
tachycardia  is  noted. 

2.  Any  uncorrectable  late  decelerations  when  there  is 
good  variability  and  when  vaginal  delivery  is  anticipated 
within  bO  to  ^0  minutes. 

3.  Whenever  there  is  a confusing  fetal  heart  rate 
pattern  suggesting  fetal  hypoxia. 

As  one  better  understands  the  patterns  of  fetal  heart 
rate  monitoring,  the  frequency  of  necessary  fetal  scalp 
blood  sampling  tends  to,  and  should,  decline. 

The  reliability  of  fetal  scalp  blood  sampling  needs  to  be 
understood.  There  is  a clear,  though  imperfect, 
correlation  between  the  absolute  fetal  pH  and  fetal  well- 
being. 

It  has  been  shown  in  special  studies  of  fetal  scalp  blood 
sampling  that: 

1.  Th  ere  is  a strong  correlation  between  fetal  acidosis 
and  fetal  hypoxia. 

2 About  20%  of  infants  with  a pH  of  less  than  7.15 
remain  vigorous. 

3.  About  5 to  10  percent  of  infants  with  a pH  of  less 
than  7.10  will  )iot  be  depressed. 

4.  With  a pH  above  7.25  about  90  to  95  percent  of 
fet  uses  will  not  be  depressed. 

A low  pH  can  be  found  when: 

1.  There  is  local  stasis  of  blood  in  the  area  where  the 
sample  was  taken. 
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2.  There  is  contamination  of  the  sample  by  amnio 
fluid  (which  has  a pH  less  than  7.25)  or  tissue  fluid  frc 
the  caput  succedaneum. 

3.  Mouth  suction  is  used  to  obtain  the  blood.  Prop 
technique  requires  that  the  blood  should  be  allowed 
flow  freely  into  the  heparinized  tube. 

4.  Glycolysis  occurs,  as  when  a sample  is  allowed 
remain  at  room  temperature  for  a prolonged  peric 
Then  lysis  of  RBC's  will  decrease  the  pH. 

5.  There  is  maternal  acidosis. 

Misleading  false  high  pH's  can  be  found  when: 

1.  There  is  loss  of  CO2  from  a sample;  this  can  happ 
when  the  blood  is  permitted  to  remain  in  a plas 
syringe  for  a protracted  time  before  being  taken  to  t 
blood  gas  laboratory. 

2.  There  is  maternal  alkalosis  as  previously  describt 

False  "Normal"  (Fetal  pH  Normal  — Baby  depressc 

values  may  be  encountered  when  there  is: 

T Depression  due  to  drugs  or  anesthesia 

2.  Infection  in  the  infant  ' 

3.  An  episode  of  asphyxia  occurs  after  the  fetal  bio! 

sample  is  taken.  ’ 

4.  A previous  episode  of  asphyxia  followed  wi| 

recovery  of  blood  gas  and  acid-base  state  witho 
recovery  of  the  central  nervous  system.  | 

5.  Congenital  abnormalities  I 

9.  Precipitous  delivery,  or  a difficult  mid-force 

delivery  ' 

7.  Prematurity 

False  "Abnormal"  (Fetal  pH  Low  — Baby  Vigoroi 
values  can  be  found  with: 

1.  Maternal  acidosis  as  previously  mentioned.  I 

2.  Individual  variations  in  response  of  the  cent] 

nervous  system  to  acidosis  in  each  baby. 

Fetal  scalp  sampling  is  not  without  complications  b: 
they  have  been  found  to  occur  less  than  one  percent  ’ 
the  time.  They  consist  of: 

1 . Scalp  wound 

2.  Abscess  formation 

3.  Cephalhematoma 

4.  Serious  fetal  hemorrhage. 
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inical  Interpretation  of  Scalp  pH  Values 
When  an  abnormal  heart  rate  tracing  is  found: 

1.  If  the  fetal  scalp  pH  is  above  7.25  it  is  reasonable  to 
ntinue  to  observe  the  patient.  If  the  ominous  fetal 
art  rate  pattern  persists,  however,  one  is  then  obliged 

resample  at  appropriate  intervals  not  to  exceed  30 
nutes. 

2.  If  the  fetal  scalp  pH  is  between  7.20  and  7.25,  it  is 
cessary  to  resample  immediately  in  order  to  confirm 
B value  and  determine  if  there  is  a trend.  If  this  is 
nfirmed  and  the  vaginal  delivery  is  not  very  near, 
erative  delivery  would  be  indicated.  There  is  some 
ference  of  opinion  on  this  because  some  would  prefer 
wait  until  the  value  got  to  7.20  or  below. 

3.  If  the  initial  sample  is  below  7.20,  intervention  is 
arly  indicated.  Again,  it  should  be  emphasized  that  all 
Bse  values  be  interpreted  together  with  the  maternal 
nous  pH  done  at  the  same  time,  if  possible.  The  pC02, 
)2,  and  base  deficit  both  on  the  fetus  and  the  mother 
ould  be  done. 

It  is  crucial  to  remember  that: 

1.  Changes  in  fetal  scalp  blood  pH  occur  only  after 
;nificant  anaerobic  metabolism  has  occurred. 

2.  Fetal  heart  rate  changes  of  late  deceleration 
nerally  occur  when  there  is  early  hypoxemia  before 
?tabolic  acidosis  has  developed. 

What  then,  is  the  appropriate  point  for  intervention 
ing  these  two  modes  of  assessing  the  fetus?  This  is  an 
resolved  dilemma  still  under  active  debate.  If  one 
?re  to  react  to  all  uncorrectable  late  decelerations  by 
ing  operative  delivery,  it  is  clear  that  there  would  be  a 
ry  commendable  incidence  of  babies  with  high 
’GAR  scores  and  probably  some  unnecessary 
:ervention.  However,  if  one  were  to  wait  for  the  pH  to 
1,  there  would  undoubtedly  be  less  operative 
rervention,  but  by  the  time  delivery  occurred  there 
3uld  be  found  more  acidotic  neonates  with  low 
’GAR  scores  and  possibly  other  sequelae  of  neonatal 
phyxia.  The  obstetrician  probably  best  serves  a patient 
following  a course  between  the  two. 

It  is  thus  left  to  the  judgment  of  the  clinician  to  use 
?ctronic  fetal  heart  rate  monitoring  and  fetal  scalp 
aod  sampling  as  complementary  methods  that  are  only 
rts  of  the  broader  clinical  picture  that  must  be 
preciated  in  order  to  make  appropriate  decisions  for 
tervention  or  nonintervention. 
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Esophageal  carcinoma  accounts  for  one  percent  of  all 
malignancies  and  two  percent  of  malignancy-related 
deaths  in  this  country.  Males  have  a much  higher 
incidence  of  developing  this  tumor  and  geographic 
epidemiology  demonstrates  very  high  incidences  of  this 
disease  in  the  USSR,  Japan,  Ghina,  Scotland,  parts  of 
Africa,  and  the  Middle  East.  The  cause  of  this  geographic 
distribution  is  unclear  as  is  the  cause  of  esophageal 
carcinoma.  Most  of  these  tumors  are  squamous  cell 
carcinomas  with  10%  being  in  the  cervical  esophagus, 
40%  in  the  upper  thoracic  esophagus,  and  50%  in  the 
lower  thoracic  esophagus. 

The  separation  of  esophageal  tumors  pathologically 
into  adenocarcinomas  or  squamous  cell  carcinomas  is 
essential.  In  general,  this  concerns  only  lesions  located 
near  the  gastroesophageal  junction,  as  true 
adenocarcinomas  of  the  esophagus  higher  up  are  rare. 
The  vast  majority  of  carcinomas  involving  the 
gastroesophageal  iunction  are  adenocarcinoma  of 
gastric  origin. ^ The  spread  of  adenocarcinomas  of  the 
stomach  is  not  impeded  by  the  gastroesophageal 
junction  and  these  tumors  commonly  invade  the 
esophagus.  Adenocarcinoma  of  the  stomach  has  distinct 
prognostic  features  and  carries  with  it  therapeutic 
implications  different  from  those  of  squamous  cell 
carcinomas. 2 Unfortunately,  it  is  not  uncommon  in  the 
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literature  to  see  these  distinct  tumor  types  considered 
together.  The  results  of  such  analysis  and  studies  are 
difficult  to  interpret.  This  review  of  chemotherapy  in 
esophageal  carcinoma  applies  solely  to  sc]uamous  cell 
carcinomas  of  the  esophagus  and  is  not  applicable  to 
adenocarcinomas. 

One  other  point  should  be  made  prior  to  moving  on  to 
a discussion  of  the  value  of  anti-cancer  drugs  in 
squamous  cell  carcinoma  of  the  esophagus.  As  is  well 
known,  long-term  survival  rates  are  low  with  this 
disease,  usually  reflecting  the  advanced  stage  of  this 
disease  when  discovered.  Consequently,  more 
aggressive  primary  treatment  approaches  must  take 
into  account  a rigorous  pretherapy  staging.  Presuming 
the  absence  of  spread  to  other  organs,  lymph  node 
involvement  is  the  best  predictor  of  incurable  disease. ^ It 
has  not  been  standard  surgical  practice  to  determine 
either  pre-  or  intraoperative  nodal  status.  This  problem 
is  complicated  by  the  fact  that  the  lymphatic  drainage  of 
the  esophagus  is  unpredictable  and  nodal  areas  involved 
can  range  from  intra-abdominal  nodes  to  neck  nodes.-* 
Only  when  accurate  staging  data  are  available  can  sub- 
groups of  patients  be  approached  with  aggressive  local 
or  combined  modality  therapy  in  an  effort  to  obtain  a 
higher  percentage  of  long-term  survivals. 

The  use  of  anti-cancer  drugs,  chemotherapy,  in 
squamous  cell  carcinoma  of  the  esophagus  has  been 
poorly  investigated  and  most  reports  have  not  been 
encouraging.  Chemotherapy  in  esophageal  carcinoma 
should  be  divided  into  two  categories:  1)  use  of  drugs 
as  a single  therapeutic  modality  in  metastatic,  recurrent, 
or  residual  disease;  and  2)  use  of  drugs  as  part  of 
combined  modality  therapy  as  either  primary  or 
palliative  treatment. 

As  the  sole  therapeutic  modality,  single-agent 
chemotherapy  has  failed  to  bring  about  a 50%  or  greater 
shrinkage  of  tumor  in  more  than  one  of  five  patients. 
Drugs  with  a demonstrated  significant  response  rate  as 
single  agents  include:  bleomycin  (19%),  5-FU  (20%), 
CCNU  (16%),  methotrexate  (12%),  and  vindesine 
(17%).  ' Reports  utilizing  combination  chemotherapy  in 
squamous  cell  carcinoma  of  the  esophagus  are  more 
encouraging  but  are  largely  unconfirmed  pilot  studies. 
Five  of  ten  patients  at  Albert  Einstein  treated  with  cis- 
platin,  methotrexate,  and  bleomycin  have  attained  a 
partial  response  and  six  of  fourteen  patients  at  Sloan 
Kettering  treated  with  vindesine,  bleomycin,  and  cis- 
platin  have  achieved  a partial  response.  These  study 
results  remain  to  be  confirmed  in  larger  numbers  of 
patients.  Thus  far,  no  overall  survival  benefit  has  been 
found  for  the  use  of  chemotherapy  as  a single  treatment 
modality. 

The  use  of  chemotherapy  in  combined  modality 
treatment  approaches  for  esophageal  squamous  cell 
carcinoma  is  also  a little  investigated  area.  However, 
several  unconfirmed  pilot  studies  have  yielded 
intriguing  results.  At  Sloan  Kettering,  the  combination 
of  vindesine,  bleomycin,  and  cis-platin  has  been  given  to 


28  patients  with  local-regional  disease  prior  to  surgen 
Twenty  of  these  patients  went  on  to  have  surgery  ai 
15  were  resected.  After  surgery,  an  additional  course 
chemotherapy  was  repeated  and  this  was  followed  I 
radiotherapy.  Follow-up  is  short  (two  to  fourtei' 
months),  but  none  of  these  patients  have  relapsed. 

At  Wayne  State,  55  patients  have  been  entered  or 
study  of  preoperative  mitomycin,  5-FU,  ai 
radiotherapy.  Thirty  completed  preoperative  thera) 
and  underwent  surgical  evaluation.  Twenty-three  h 
surgery  and  the  median  survival  for  these  30  patients 
one  year.°  The  Japanese  have  been  doing  similar  studi 
utilizing  bleomycin  but  have  been  disappointed  becau 
of  a significant  amount  of  pulmonary  toxicity. 

The  use  of  chemotherapy  with  radiotherapy  has  h 
variable  results.  The  Eastern  Cooperative  Oncolo] 
Group  was  unable  to  demonstrate  any  benefit  of  addii 
chemotherapy  with  bleomycin  to  radiation  therapy,  b 
a study  in  Yugoslavia  has  found  benefit  in  combinii 
radiotherapy  with  chemotherapy  using  bleomycin  ai 
adriamycin  as  compared  to  chemotherapy  alone. 
Needless  to  say,  no  definite  conclusions  are  possible 
this  time. 

In  summary,  there  is  no  established  role  f 
chemotherapy  either  alone  or  as  part  of  combini 
modality  therapy  for  squamous  cell  carcinoma  of  tl 
esophagus.  Nevertheless,  an  attitude  of  therapeui 
nihilism  will  result  in  only  a persistence  of  this  situatio 
As  shown,  pilot  studies  of  combination  chemothera] 
alone  or  when  combined  with  radiation  and  surgery  a 
yielding  some  encouraging  results.  Patients  wi 
esophageal  carcinoma,  when  possible  or  practic. 
should  be  referred  to  centers  conducting  clinic 
research  in  this  malignancy. 
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pectacles  in  Childhood 
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Figure  1 

A 6-year-old  in  glasses. 

litor: 

ibert  Rubenzik,  M.D. 


)stract 

Although  there  are  many  reasons  why  a particular 
ild  may  have  been  prescribed  his  or  her  glasses,  the 
sic  indications  for  spectacle  prescription  remain 
'ofold:  1)  to  optically  correct  a significant  refractive 
ror,  and  2)  to  allow  the  proper  balance  between 
commodation  and  convergence. 

The  purpose  of  this  review  is  to  outline  the  indications 
r spectacle  prescription  in  childhood  and  to  answer  the 
estions  most  commonly  posed  by  parents  to  their 
mily  doctor  or  pediatrician  about  eyewear  for  their 

ild. 

troduction 

Family  physicians  and  pediatricians  frequently  have 
ildren  in  their  practice  who  are  wearing  corrective 
ectacle  lenses  (Figure  1).  As  spectacle  corrections  may 
duence  a child's  motor  and  scholastic  skills  and  invite 
pquent  questioning  from  parents,  it  is  important  for  all 
hicians  who  routinely  see  children  to  understand  the 
inciples  of  spectacle  use.  Most  importantly,  they 
ould  understand  the  reason  why  a particular  child  is 
taring  glasses. 

The  purpose  of  this  review  is  to  reacquaint  the 
nician  with  the  indications  for  spectacles  in  childhood 
d to  answer  the  questions  most  frequently  asked  by 
jrents. 

jifractive  Errors 

irhe  most  common  reason  why  children  wear  glasses 
because  they  have  a significant  refractive  error  and  are 
us  visually  blurred  without  the  proper  spectacle 
Irrection.  These  children  may  be  nearsighted  {myopic), 
I'sighted  {hyperopic/hypermetropic),  have  a significant 
jtigmatic  refractive  error,  or  have  a significant 
' ference  in  the  refractive  errors  between  the  two  eyes 
^.isometropic). 

j)m:  El  Dorado  Medical  Plaza,  Suite  130,  1500  North  Wilmot  Road, 
Icson,  Arizona  85712. 


Infants  are  typically  prescribed  spectacle  correction 
after  a significant  refractive  error  is  coincidentally  found 
on  examination.  Usually  they  were  initially  referred  for 
some  other  ocular  or  strabismus  problem.  In  general, 
any  hypermetropic  refractive  error  over  +3.00  dioptres, 
myopia  of  -1.00  dioptre  or  more,  astigmatic  refractive 
errors  of  +1.00  dioptre  or  more,  and  any  significant 
anisometropia  are  given  consideration  for  treatment. 
The  primary  purpose  is  to  permit  optical  clarity  which 
may  be  prophylactic  against  some  forms  of  amblyopia 
(see  below)  and  may  be  crucial  for  the  normal 
development  of  a child's  vision. 

Interest  has  recently  arisen  over  the  refractive  errors 
in  premature  infants  and  those  of  full  gestational  age.^  ^ 
A high  incidence  of  myopia,  anisometropia  and  high 
astigmatism  has  been  reported  in  prematures. ^ These 
refractive  errors  may  continue  into  childhood.  From 
monkey  experiments  on  visual  deprivation,  we  have 
come  to  recognize  a "critical  period"  in  the  development 
of  an  infant's  normal  visual  behavior.^’®  Proper  spectacle 


Figure  2 

A 4-month-old  with  a high  astigmatic  refractive  error  who 
has  been  fit  with  a spectacle  harness. 
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correction  of  any  significant  refractive  error,  with  close 
follow-up,  may  be  crucial  in  allowing  normal  visual 
development. 

Infants  with  their  small,  flat  nasal  bridges  certainly 
pose  problems  as  far  as  spectacle  fit  is  concerned.  Some 
form  of  a spectacle  harness  usually  works  best  with 
infants  (Figure  2),  although  smaller  conventional  frames 
may  suffice  if  available  in  toddler  sizes  (Figure  3).  Some 
frame  companies  offer  a special  bridge  which  will  permit 
the  proper  positioning  of  the  spectacle  frame  on  the 
infant's  nasal  bridge. 

School  age  children  with  a visual  impairment  are  often 
screened  out  during  the  routine  school  vision  checks. 
Older  children  however  may  vocalize  their  complaints  of 
poor  vision.  It  has  been  estimated  that  15%  of  school  age 
children  require  corrective  spectacle  lenses.^ 

A frequent  question  asked  is  whether  headaches  in 
children  are  usually  due  to  uncorrected  refractive  errors 
or  an  underlying  strabismus  problem.  In  my  experience, 
headaches  in  childhood  are  seldom  of  asthenopic  origin. 

In  infants  and  children  of  all  ages,  the  assurance  of  a 
proper  frame  fit  (Figure  4),  the  dispensing  of  the  proper 
prescription,  and  the  proper  positioning  of  the  optical 
centers  of  the  lenses  (Figure  5)  are  critical.  The  principles 
of  dispensing  that  are  used  with  adults  are  particularly 
important  with  children.  This  is  especially  true  when  a 
strabismus  is  superimposed.  Poor  workmanship  is 
inexcusable  but  unfortunately  is  not  at  all  uncommon 
with  the  advent  of  high  volume,  discount  optical  shops. 
Parents  should  be  dissuaded  from  "bargain  shopping" 
when  it  comes  to  their  child's  eyewear. 

At  all  ages,  plastic  frames  are  preferred  for  children. 
Some  frames  have  spring  loaded  hinges  which  permit 
overextension  of  the  bows  without  breaking  or  bending 
the  frame.  Many  frame  companies  offer  a 12  to  15 
month  guarantee  against  frame  breakage  in  normal 
wearing  conditions,  which  is  good  news  for  parents. 

Wire  frames  should  be  outlawed  for  children  for  many 
reasons.  The  primary  problem  is  that  they  are  invariably 
bent  and  misshapen  within  a very  short  period  of  time 
(Figure  b). 

In  the  past,  glass  lenses  were  preferred  over  plastic 
primarily  because  of  their  scratch  resistance.  With 
higher  refractive  errcars,  the  actual  physical  weight  of 
the  lenses  becomes  too  great  and  plastic  lenses  are  the 
only  realistic  alternative.  Of  late,  new  scratch  and 
impact  resistant  plastic  polymers  (polycarbonates)  have 
appeared  on  the  market  which  have  become  my 
preferred  choice  of  lens  material  for  children  of  all  ages. 

The  retail  cost  of  the  glasses  will  vary  from  $65.00  to 
$100.00,  depending  c^n  the  cost  of  the  frame  chosen.  The 
polycarbonate  lenses  are  usually  an  additional  $20.00. 

Tints  are  not  to  be  recommended  for  children. 
Ultraviolet  (UV)  light  is  significantly  reduced  in  only  a 
small  minority  of  lenses  and  certainly  not  by  the  types  of 
cosmetic  tints  that  are  usually  dispensed.^  With 
advancing  age,  children  tend  to  become  increasingly 
dependent  on  darker  and  darker  tints.  When  indoors  or 
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Figure  3 

Note  the  foam  rubber  nasal  support  required  for  the  proper  l| 
of  this  small  infant  frame. 


Figure  4 

A very  poor  spectacle  fit.  Here  is  a 4-year-old  with 
oversized,  adolescent  frame.  The  child's  PD  was  51  mm  whi 
the  optical  centers  were  at  65  mm. 


Figure  5 

Example  of  spectacle-induced  asthenopia.  Note  the  position 
the  optical  centers  of  the  lenses  (black  dots). 
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in  darkness,  these  tints  may  present  a problem  visually. 
These  tints  add  an  additional  $10.00  to  $15.00  to  the 
base  price. 

Parents  often  ask  about  the  photogrey-like  lenses 
which  automatically  darken  when  outdoors.  These 
lenses  are  available  only  in  glass  and  are  also  an 
additional  $10.00  to  $15.00.  I tend  to  have  the  same 
misgivings  about  these  types  of  lenses  as  well. 

The  frequency  of  the  follow-up  visits  has  to  be 
individualized  for  each  child  depending  on  the 
underlying  problem.  In  general,  children  should  have 
follow-up  cycloplegic  refractions  on  an  annual  basis 
while  infants  should  be  reviewed  every  three  to  four 
months. 

Congenital  Cataracts 

There  is  increasing  evidence  that  if  congenital 
cataracts  are  diagnosed  early,  i.e.,  within  the  first  few 
weeks  of  life,  are  surgically  removed  and  are  followed  up 
with  aggressive  orthoptic  and  contact  lens  therapy,  the 
prognosis  for  useful  vision  may  be  reasonably  good.'’  In 
fact,  some  astonishingly  good  results  have  been 
reported. ’0  If  treatment  is  delayed  to  one  year  of  age  or 
more,  the  results  are  almost  uniformly  dismal.'’  Contact 
lens  fitting  in  infants  obviously  poses  some  problems  but 
these  are  not  insurmountable. 

Should  contact  lenses  prove  unsatisfactory  in  a 
particular  child,  the  clinician  must  resort  toconventional 
aphakic  spectacle  correction.  The  therapeutic  results  are 
seldom  as  dramatic  as  with  contact  lenses. 

Most  of  the  high  retail  cost  for  aphakic  spectacles 
($150.00  to  $250.00)  and  the  aphakic  contact  lenses 
($150.00  to  $350.00  for  each  lens)  is  often  covered  by 
medical  insurance. 

Strabismus  — Refractive,  Accommodative  Esotropia 

This  is  a common  form  of  acquired  esotropia  in 
childhood.  The  average  age  of  onset  is  two  to  three  years 
with  a range  of  four  to  six  months  to  seven  to  ten  years. 
The  child  is  often  noticed  by  parents  or  teachers  to  have 
a periodic  inturning  of  either  eye,  although  one  eye  may 
be  preferred  over  the  other.  Usually  the  problem  is 
worse  at  the  end  of  the  day  or  when  the  child  is  fatigued 
or  ill.  Typically  the  esotropia  is  of  variable  magnitude  but 
in  general,  progressively  worsens  with  time.  On 
occasion  the  onset  is  abrupt,  seemingly  precipitated  by  a 
febrile  illness,  viral  exanthem  or  surgery  and  obviously 
is  of  great  concern  for  both  parents  and  attending 
physicians.  Family  strife  and  break  up  may  be  of 
sufficient  stress  to  precipitate  a sudden  esotropia  in 
predisposed  children  (Figure  7). 

Presumably  these  children  have  enjoyed  only 
borderline  fusional  control  of  their  eso-deviation.  Under 
periods  of  stress  of  whatever  etiology,  or  with  periods  of 
interrupted  fusion  (e.g.,  occlusion),  they  decompensate 
very  quickly  and  present  with  an  esotropia  of  sudden 
onset. 

Two  factors  are  etiologically  responsible  in  this  form 
of  childhood  strabismus.  First  of  all,  these  children  have 
an  uncorrected,  moderately  high  hypermetropic 


wire  frame  bent  out  of  shape  with  a broken  left  bow  within 
e week  after  being  dispensed. 


Figure  7 

SVa-year-old  with  a right  esotropia  of  sudden  onset  after  her 
rents  divorced. 


Figure  8 

me  child  as  in  Figure  7.  Fusing  with  full  spectacle  correction 
her  hypermetropia  (O.D.  =4.25  =0.75  cx  90,  O.S.  =3.75 
.50  cx  90). 
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refractive  error,  averaging  +4,00  diopters.  When 
combined  with  insufficient  fusional  divergence  control, 
the  accommodative  effort  that  is  required  to  see  clearly 
and  overcome  the  hyermetropia  will  result  in  the 
appearance  of  an  intermittent,  manifest  eso-deviation. 

The  therapy  is  straight  forward.  Full  spectacle 
correction  of  their  hypermetropic  refractive  error 
permits  stable  ocular  alignment  (Figure  8).  The 
prognosis  for  single  binocular  vision  is  excellent.  If  the 
child  is  of  sufficient  age  and  maturity,  contact  lenses 
become  an  alternative  (see  below).  These  patients  are  not 
surgical  camlidates. 

Strabismus  — Nonrefractive,  Accommodative 
Esotropia 

This  is  another  common  form  of  acquired  childhood 
strabismus,  of  similar  age  at  onset  as  the  forementioned 
variety.  Although  these  children  are  often 
hypermetropic,  they  may  have  no  significant  refractive 
error  (ewmetropic)  or  may  even  be  myopic. 

These  children  have  an  abnormally  high  convergence 
response  linked  to  a given  accommcadative  effort  (i.e.,  a 
high  AC/A  ratio).  Although  with  spectacle  correction 
their  eyes  are  aligned  at  distance  fixation,  whenever 
they  look  at  anything  up  close  their  eyes  cross. 

This  unique  form  of  strabismus  is  the  ouhi  iudicatiou  for 
bifocals  in  childhood.  The  specific  diagnostic  and  therapeutic 
criteria  will  be  outlined  elsewhere”  as  this  continues  tea 
be  the  most  commonly  mismanaged  form  of  childhood 
strabismus  in  my  experience. 

The  most  common  problem  that  I encounter  is  the 
improper  placement  of  the  bifocal  segment  (Figure  ^).  As  opposed 
to  adults  where  the  indicatican  fear  the  bifocal  segment  is 
clearly  different,  small  ncancabtrusive  segments  are 
clearly  worthless  in  this  form  of  strabismus.  A large, 
executive  segment  is  required  (Figure  10)  which  actually 
intrudes  into  the  child's  line  of  sight.  Otherwise  the 
segment  is  never  used  and  no  functional  benefit  is 
gained.  The  retail  cost  of  these  executive  bifocals  is 
appreaximately  $^0.00  to  $150.00. 

The  ' 'invisible"  bifocal  car  verilux-like  lens  has  been 
touted  as  an  acceptable  form  of  management,  ” but 
unfortunately,  the  conclusions  were  drawn  from  a 
nonhomogenous  group  of  patients  in  which  one  half 
were  clearly  not  bifocal  candidates.  The  many 
shortcomings  of  these  very  expensive  lenses  have  been 
outlined.’-^ 

The  seccand  mcast  ccammcan  prcablem  that  I encounter  is 
children  udio  have  been  placed  in  bifocals  ivho  clearly  do  not  fuse  with 
them  and  hence  derive  no  functional  benefit  from  them  (Figure  11). 
Children  are  placed  in  bifcacals  for  a specific  therapeutic 
reascan.  Mcast  impcartantly,  they  are  neat  prescribed 
bifcacals  tea  make  them  appear  straighter.  The  clinician  whea 
prescribes  bifocals  to  make  the  esotropia  appear  smaller 
in  magnitude  is  actually  treating  the  parents  and  himself 
rather  than  the  child. 

As  in  all  forms  of  childhocad  strabismus,  close  follow- 
up is  necessary.  With  time  and  age,  fusional  ccantrcal  may 
impreave  and  the  child  may  be  progressively  "weaned" 


Figure  9 

A 7-year-old  in  bifocals.  Note  that  the  bifocal  segment  is  tl 
low  and  that  she  is  constantly  esotropic. 


Figure  10 

The  proper  position  of  the  executive  bifocal  segme 
(bisecting  the  pupils  at  distance  fixation),  with  orthophoria 
near  fixation. 


Figure  11 

Perfect  positioning  of  an  executive  bifocal  segment  but  t 
child  never  fuses  and  is  constantly  esotropic. 
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Figure  12 

he  treatment  of  amblyopia— full  spectacle  correction  of  a 
gnificant  refractive  error  with  occlusion  of  the  preferred 
/e. 

Ff  of  the  bifocal  segment.  When  followed, 
aproximately  one  half  of  these  children  remain  totally 
ependent  on  their  bifocal,  approximately  one  quarter 
emonstrate  serial  improvement  but  are  still  in  a bifocal 
f lesser  strength,  and  only  in  less  that  a quarter  of  these 
lildren  can  the  bifocal  be  totally  eliminated. If  on 
allow-up  the  child  demonstrates  functional 
eterioration  despite  maximal  bifocal  strength,  or  if  the 
lild  is  becoming  a teenager  and  still  requires  bifocal 
jrrection,  then  surgical  alternatives  can  be  considered, 
trabismus  — Partially  Accommodative  Esotropia 
Frequently  childhood  esotropia  may  have  an 
xommodative  component,  in  that  the  magnitude  of  the 
50-deviation  is  reduced  but  not  eliminated  by  full 
^ectacle  correction  of  the  hypermetropic  refractive 
rror.  These  cases  are  surgical  candidates,  the  amount  of 
jrgery  being  directed  toward  the  magnitude  of  the 
5otropia  not  corrected  by  the  glasses.  Postoperatively, 
ie  power  of  the  spectacle  lenses  can  be  adjusted  so  the 
jrgical  result  can  be  "fine  tuned"  if  necessary, 
.mblyopia 

There  is  a specific  form  of  amblyopia  where  one  eye  is 
mblyopic  because  of  a pronounced  asymmetry  in  the 
jfractive  error  between  the  two  eyes  (anisometropic 
mblyopia).  This  may  be  due  to  a difference  in  the  degree 
f myopia  (anisomyopia)  or  hypermetropia 
misohypermetropia).  As  these  children  may  not  have  a 
manifest  strabismus,  the  problem  may  not  be  recognized 
ntil  they  reach  school  age  or  later. 

Therapy  involves  the  full  spectacle  correction  with 
atching  of  the  sound  eye  using  the  conventional 
cclusion  techniques.  The  prognosis  may  be  reasonably 
ood  if  the  diagnosis  is  made  early  in  childhood  or 
ifancy,  and  the  therapy  is  aggressive. 

Another  special  form  of  amblyopia  is  quite  uncommon 
nd  is  due  to  bilateral,  high  hypermetropia  that  has  been 
nrecognized  and  untreated,  often  until  the  child 
caches  school  age  (ametropic  amblyopia).  This  is  a most 
isconcerting  situation,  as  these  children  have  a bilateral 
mblyopia.  Other  than  full  spectacle  correction  and  a 


tincture  of  time,  little  else  can  be  done  therapeutically. 
The  prognosis  is  often  guarded,  despite  reassurances  to 
the  contrary  in  the  optometric  literature. 's 

Amblyopia  Therapy 

Spectacle  correction  of  any  significant  refractive 
error,  combined  with  conventional  occlusion  therapy, 
still  constitutes  the  basic  framework  of  any  amblyopia 
management  regimen  (Figure  12).  The  principles  of 
these  techniques  are  beyond  the  scope  of  this  review. 
Amblyopia  Therapy  — Penalization 

There  is  a form  of  optical  therapy  which  may  be  used 
in  the  treatment  of  milder  cases  of  amblyopia  or  for 
maintenance  management  after  the  amblyopia  has  been 
treated  by  conventional  occlusion.  This  is  known  by  the 
very  unfortunate  name  of  "paialization." 

The  principle  here  is  that  by  using  a combination  of 
mydriatrics  (e.g.,  1%  Atropine  drops)  and  various 
spectacle  corrections,  the  sound  or  nonamblyopic  eye 
can  be  optically  blurred  (i.e.,  "penalized")  at  a particular 
fixation  distance.  Thus  by  blurring  the  good  eye,  one  can 
optically  encourage  alternate  fixation  between  the 
sound  eye  and  the  amblyopic  eye  at  various  fixation 
distances.  The  specific  indications  for  and  the  various 
types  of  this  form  of  amblyopia  management  have  been 
reviewed  elsewhere.’*"  This  is  a very  useful  and  a very 
promising  form  of  amblyopia  therapy  but  the  clinician 
must  be  totally  aware  of  the  indications  and 
shortcomings. 

Prism  Therapy 

Prisms  are  seldom  employed  in  the  treatment  of 
childhood  strabismus.  The  basic  indications  for  prism 
therapy  are  twofold:  1)  to  maintain  stable,  comfortable, 
and  single  binocular  vision  in  the  face  of  an  underlying 
strabismus,  and  2)  for  the  therapeutic  modification  of 
sensory  anomalies  that  may  be  found  in  untreated 
strabismus  (i.e.,  eccentric  fixation,  anomalous  retinal 
correspondence).  Although  the  former  indication  has 
been  readily  accepted,  the  therapeutic  efficacy  of  the 
latter  is  open  to  considerable  debate. 

In  childhood  strabismus,  prisms  seem  to  find  most  of 
their  use  in  the  treatment  of  exo-deviations.  Small 
angle,  intermittent  exotropias  have  been  shown  to 
respond  just  as  well  to  a combination  of  spectacle 
correction,  prisms  and  orthoptic  exercises  as  to 
strabismus  surgery.’^  A consecutive  esotropia,  an 
unfortunate  consequence  after  surgery  for  childhood 
exotropia,  should  be  treated  aggressively.  Prismatic 
correction  in  spectacles  is  often  indicated. 

A very  uncommon  form  of  strabismus,  usually  seen  in 
adolescence,  is  combined  accom  modative-convergence 
insufficiency.  These  patients  have  a typical  convergence 
insufficiency,  being  unable  to  maintain  stable  ocular 
alignment  at  near  fixation.  Superimposed  is  an 
accommodative  insufficiency  making  these  patients,  in 
fact,  "prepresbyopic."  It  has  been  clearly  shown  that 
these  patients  do  not  respond  to  conventional  orthoptic 
management. ’8  They  require  spectacle  correction  using 
a combination  of  a bifocal  segment  plus  base-in  prisms  in 
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that  segment.  The  use  of  the  convenient  paste-cm 
Fresnel  prisms  often  is  not  well  tolerated  and  one  has  to 
resort  to  conventional  prisms  in  the  bifocal  segment.  If 
this  form  of  management  proves  inappropriate  or 
unsuccessful  in  any  given  patient,  then  surgical  options 
are  considered  with  conventional  bifocal  correction  in 
the  postoperative  period. 

Prisms  may  also  be  used  in  the  orthoptic  management 
of  uniynz/ta/  infitciginiis.  In  some  cases  of  asymmetric  gaze 
nystagmus  of  congenital  origin,  there  may  be  a "neutral 
zone"  or  a "nullpoint"  where  the  nystagmus  is  least 
pronounced  or  even  absent.  In  such  cases,  the  child  may 
assume  a compensatory  but  anomalous  head  posture' 
placing  his  eyes  into  that  position  of  gaze  where  the 
nullpoint  exists  and  hence,  where  the  vision  is  optimal.  I 
have  recently  seen  a child  with  congenital  hereditary 
downbeat  nystagmus  whose  nullpoint  was  in  upgaze. 
This  child  assumed  an  extreme  chin  down  posture  in 
order  to  see  well  (Figure  13).  Spectacles  were  prescribed 
which  have  base-up  prism  in  both  lenses.  This  resulted 
in  the  assumption  of  a normal  head  posture  (Figure  14) 
and  an  improvement  in  his  reading. 

The  One-eyed  Child 

Occasionally  one  is  confronted  with  an  unfortunate 
child  who  has  extremely  poor  vision  in  one  eye  which  is 
untreatable.  This  is  usually  some  form  cif  organic 
amblyopia.  Realizing  that  these  children  have  only  one 
useful  eye,  I feel  it  is  imperative  that  they  wear 
spectacles  at  all  times  for  the  protection  that  glasses 
afford  against  inadvertent  trauma.  The  scratch  and 
impact  resistant  polycarbonate  lenses  are  certainly 
indicated  in  this  instance. 

Childhood  "Readers" 

A not  uncommon  problem  is  the  child  who  has  been 
prescribed  glasses  to  "ease"  his  reading  and  the  "eye- 
strain"  related  with  it.  These  glasses  are  typically  low 
plus  (i.e.,  less  than  +1.00  diopter  hypermetropic 
corrections)  and  are  invariably  of  no  benefit  to  the  child. 
Unless  a child  has  a significant  refractive  error  and/or 
has  a strabismus  problem  for  which  spectacles  should  be 
worn  at  all  times,  the  indication  for  "readers"  in 
childhood  are  so  rare  as  to  be  nonexistent. 

Contact  Lenses  in  Children 

A common  question  posed  by  parents  is  whether  their 
child  can  wear  contact  lenses. 

Certainly  in  specific  instances,  as  in  the  treatment  of 
congenital  or  traumatic  cataracts  of  childhood,  contact 
lenses  are  indeed  indicated  and,  in  fact,  are  the  mainstay 
of  therapy.  Occasionally  one  is  confronted  with  a child 
wi  th  an  extremely  high  refractive  error  or  an  extreme 
amount  of  astigmatism  for  which  contact  lens  correction 
may  be  an  appropriate  consideration. 

For  the  majority  of  children,  contact  lenses  should  not 
be  considered  until  the  child  is  mature  enough  to 
undertake  the  responsibilities  required  in  the  care  and 
maintenance  of  these  lenses.  When  girls  reach  the  age  of 
10  to  12  years  or  when  boys  reach  the  age  of  12  to  14 
years,  I have  usually  found  them  to  be  responsible 
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Figure  14 

Same  child  as  in  Figure  13.  Normal  head  posture  with  bilater 
base-up  prisms  in  his  spectacles. 


Figure  13 

An  8-year-old  with  constant  chin  down  head  posturing  (e 
in  upgaze)  due  to  congenital  downbeat  mystagmus  w 
nullpoint  in  upgaze. 


ough  to  take  care  of  the  contact  lenses.  First  and 
remost,  however,  must  be  the  desire  on  the  child's  part 
wear  the  contacts. 

The  retail  cost  of  both  hard  contacts  ($175.00  to 
50.00)  and  soft  contacts  ($275.00  to  $375.00)  is  not  at 
inconsequential.  If  the  child  does  not  have  sufficient 
aturity  or  desire  to  wear  the  lenses,  then  he  will 
ickly  lose  interest  and  place  them  away  in  a drawer  or 
;e  them  playing.  Here  again  parents  should  be 
isuaded  from  bargain  shopping  as  ophthalmologists 
e frequently  confronted  with  the  problems  arising 
am  the  $99.00  specials  from  discount  optical  shops, 
immary 

Although  there  are  certainly  many  reasons  why 
ildren  may  have  been  prescribed  spectacles,  the  basic 
inciples  for  prescribing  glasses  remain  twofold.  First 
all,  glasses  are  prescribed  to  optically  correct  a 
;nificant  refractive  error  so  that  sharp  retinal  imagery 
created  and  the  normal  use  and  development  of  the 
ild's  vision  may  be  possible.  $econdly,  spectacles  are 
escribed  to  produce  the  proper  balance  between 
commodation  and  convergence  to  allow  a stable 
nocular  alignment.  All  children  so  treated  should  be 
3sely  followed  by  their  ophthalmologist,  with  the 
equency  of  the  follow-up  visits  determined  by  the 
irticular  problem  in  question. 

Each  child  is  prescribed  spectacles  on  an  individual 
isis  and  the  indications  in  each  case  should  be  clear  cut. 
If  children  do  not  like  to  wear  their  glasses,  there  may 
> a number  of  factors  to  consider  depending  on  the  age 
■ the  child.  In  the  preschooler,  the  most  common 
oblem  is  usually  one  of  a poorly  fitting  frame  that 
ther  rubs  on  the  nose,  rubs  behind  the  ears,  or  is  too 
§ht,  too  loose  or  too  heavy.  An  improper  spectacle 
■escription  seldom  seems  to  be  a big  problem  with  the 
"eschooler  as  they  will  tolerate  just  about  anything 
(cept  a poorly  fit  frame.  In  the  school  age  child, 
)smesis  becomes  a most  important  factor.  Peer 
ressure  and  teasing  can  be  important  problems  for 
)me  children.  This  may  be  especially  so  if  they  did  not 
dect  the  frames  themselves  or  if  they  have  a very  high 
Tractive  error  which  makes  the  glasses  cosmetically 
nattractive.  $chool  age  children  with  the  reading 
emands  placed  upon  them,  are  less  tolerant  of  incorrect 
rescriptions  and  may  be  more  vocal  in  their  complaints. 
A common  question  posed  by  parents  to  their  family 
hysicians  and  pediatricians  is  when  should  a particular 
aild  be  checked  by  an  ophthalmologist.  It  is  a commonly 
eld  misconception  that  children  cannot  be  adequately 
ssessed  until  of  school  age  or  until  they  know  the 
Iphabet.  Both  clinicians  and  parents  should  be  made 
ware  of  this  fallacy,  as  on  occasion  disastrous 
ansequences  have  resulted  from  this  misguided  line  of 
linking.  Because  preschoolers  are  rarely  symptomatic, 
jaey  seldom  are  reviewed  unless  an  obvious  problem  is 
jresent  and  hence  it  is  not  uncommon  for  certain  types 
!f  amblyopia  not  to  be  diagnosed  until  the  child  is  of 
|:hool  age  or  older. 


In  general,  if  there  is  any  obvious  visual  or  strabismus 
problem,  if  there  is  a positive  family  history  of  amblyopia 
or  strabismus,  or  if  there  is  just  parental  concern,  the 
infant  or  child  can  be  reviewed  at  any  age.  Under  these 
circumstances,  the  assessment  should  be  done  as  soon  as 
possible  and  especially  if  there  is  a problem  present 
before  the  first  year  of  life.  This  is  the  most  critical  point 
for  all  to  remember  because  there  are  many  vision  and 
life  threatening  ophthalmic  and  neurologic  problems 
which  may  present  with  strabismus  in  infancy. 

If  there  is  no  obvious  problem  and/or  if  the 
pediatrician  or  family  physician  is  happy  with  the  overall 
impression  of  the  child  s visual  development,  then  the 
child  probably  does  not  need  to  be  reviewed  by  an 
ophthalmologist  until  just  prior  to  starting  school.  In 
this  situation,  I usually  recommend  that  children  be 
checked  prior  to  starting  kindergarten  or  first  grade,  just 
to  make  sure  that  he  enjoys  good  vision  and  that  neither 
a significant  refractive  error  nor  an  underlying 
amblyopia  exists. 

Children  of  any  age  may  be  placed  in  spectacles  if, 
indeed,  a need  exists. 
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Abstract: 

Although  Anorexia  Nervosa  (AN)  became  established 
as  a clinical  entity  over  100  years  ago,  it  was  considered  a 
rare  disorder  until  recently.  Today,  a high  prevalence 
and  seemingly  increasing  incidence'  of  AN  and  related 
eating  disorders  has  sparked  a widespread  interest  in  the 
treatment  of  those  afflicted  with  self-induced 
starvation.  As  in  most  psychiatric  syndromes,  treatment 
strategies  vary,  with  each  major  "school  of  thought" 
making  its  own  contribution.  However,  this  syndrcame 
has  a clearly  associated  mortality, 2 so  careful  medical  as 
well  as  psychotherapeutic  management  is  required.  It  is 
essential  that  the  psychiatrist  and  other  medical  doctors 
treating  a patient  with  AN  be  familiar  with  the  various 
physical  complications  attending  this  disorder.  This 
paper  will  outline  these  complications  and  then  briefly 
examine  the  various  psychotherapeutic  strategies 
employed  in  treating  AN. 

From:  Maricopa  County  General  Hospital,  Phoenix,  Arizona.  Dr. 
Sinaikin  is  currently  a Psychiatric  Resident. 
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By  the  time  the  anorectic  patient  presents  to  t 
psychiatrist  she  will  most  likely  have  undergone 
extensive  medical  evaluation  of  her  "unexplaine 
weight  loss.  However,  it  is  incumbent  upon  t 
psychiatrist  to  confirm  that  disorders  such  as  tumor 
malabsorption  have  been  ruled  out  in  severely  cachec 
patients.  Once  the  diagnosis  of  AN  is  confirmed,  t 
psychiatrist  can  then  turn  his/her  attention  to  t 
physical  abnormalities  directly  associated  with  tl 
disorder. 

Endocrine  abnormalities  are  often  seen  in  AN.  Ma, 
patients  with  AN  have  been  extensively  worked  up  f 
hypothalamic  dysfunction.  Abnormalities 
gonadotrophin  secretion  not  seen  in  other  states 
simple  weight  loss  have  been  demonstrate 
Ch  aracteristically,  basal  gonadotrophins  are  low  ar 
periodic  gonadotrophin  secretion  is  attenuated.  Both  L 
and  FSH  responses  to  LRF  have  been  demonstrated 
diminished,  the  degree  correlating  with  severity  of  t 
weight  loss.  The  basic  problem  seems  to  be  lack  of  LI 
priming  in  the  hypothalamus.^'^  HGH  elevatior 
temperature  regulation  problems,  and  adrenal  sterc 
abnormalities  have  been  reported  in  association  wi 
AN  as  well.^  All  the  above  return  to  normal  with  weig, 
gain. 

Hypothyroid  type  symptoms  such  as  cold  intoleranc, 
dry  skin,  and  brittle  hair  and  nails  are  reports, 
frequently  in  AN.  Thyroid  hormone  tests  are  general 
low  normal  in  most  series.  Even  in  those  with  low  !■ 
TSH  is  not  elevated.  The  mechanism  seems  to  I 
decreased  peripheral  conversion  of  T^  to  T3  also  seen  , 
chronic  illness,  prolonged  fasting  in  the  obese,  ai^ 
protein  calorie  malnutrition.  If  an  elevated  TSH  is  sef^ 
in  an  anorectic,  a concurrent  diagnosis 
hypothyroidism  should  be  considered. 

Primary  or  secondary  ammenorrhea  is  sec 
universally  in  AN.  The  interesting  aspect  of  th 
complication  is  that  the  onset  of  ammenorrhea,  at  timej 
precedes  any  dieting  or  weight  loss.^  It  is  also  wi] 
established  that  achievement  of  normal  body  weigli 
does  not  always  lead  to  resumption  of  normal  mense 
some  degree  of  menstrual  irregularity  is  frequent 
encountered  in  weight  recovered  anorectics. ^ Tf, 
psychiatrist  must  be  aware  of  this  phenomenon  and  I 
prepared  to  deal  with  its  psychological  consequenci 
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-en  when  the  primary  disorder  is  well  under  control. 

: Cardiovascular  symptomatology  has  been  reported  in 
N.  Hypotension  and  bradycardia  of  40  to  60  BPM  is 
jimmon.-*  Studies  of  cardiovascular  dynamics  show 
i-creased  blood  volume  and  heart  volume  proportionate 
; weight  loss.  These  variables  increase  in  direct  relation 
i weight  gain. 3 Transitory  systolic  murmurs  and 
jtting  peripheral  edema  have  also  been  reported  as  have 
i>matologic  defects  consisting  of  leukopenia,  anemia 
id  mild  thrombocytopenia.'’  Again,  these  abnormalities 
merally  return  to  normal  with  attainment  of  normal 
eight. 

The  above  mentioned  physical  findings  are  not  life 
'reatening.  The  following  physical  complications  seen 
AN  can  mask  life  threatening  diseases  or  can 
emselves  lead  to  very  serious  consequences.  These 
elude:  EKG  abnormalities,  acute  gastric  dilatation, 
>fects  in  renal  concentrating  ability,  and  serum 
ectrolyte  disturbances. 

EKG  abnormalities  reported  in  association  with  AN 
elude  U waves,  lengthening  of  the  QT  interval,  T wave 
version,  and  ST  segment  depression.  While  usually 
ansitory,  Thurston  cautions  that  if  ischemic  EKG 
langes  occur  in  an  anorectic  patient  other  causes  such 
GAD,  drugs,  electrolyte  disturbances,  pericarditis, 
1,  congenital  heart  disease,  and  increased  intracerebral 
j'essure  must  be  ruled  out.^ 

Though  reported  quite  rarely,  acute  gastric  dilatation 
n occur  following  initiation  of  refeeding  in  AN.®’® 
Conservative  treatment  with  parenteral  fluids, 
fsogastric  intubation,  and  a gradual  return  to  normal 
et  is  recommended,  but  the  possibility  of  gastric 
Tforation  should  be  kept  in  mind.  Gastric  perforation 
a surgical  emergency  and  carries  a high  mortality. 
Renal  concentrating  ability  is  characteristically 
?creased  in  AN.  Prerenal  azotemia  may  be  exacerbated 
/ self-induced  emesis  or  diarrhea  and  is  one  of  the  most 
’rious  medical  complications  of  this  disorder.^ 
<cessive  vomiting,  laxative,  and  diurectic  abuse  is  well 
Town  to  occur  in  AN.  Resulting  electrolyte 
sturbances  that  have  been  reported  include: 
/ponatremia,  hypo-  and  hyperkalemia,  hypo-  and 
/perchloremia,  and  metabolic  alkalosis  and  acidosis, 
canford  and  Steinberg  recommend  that  "all  anorectic 
Ttients  receive  serial  serum  electrolytes,  BUN  and 
eatnine,  and  arterial  blood  gas  analysis  during  therapy, 
ith  judicious  use  of  EKG,  urinary  electrolytes,  and 
her  diagnostic  studies  should  they  be  warranted. 
Psychotherapeutic  treatment  approaches  to  AN  have 
ried  over  time  and  currently  vary  depending  on  the 
rticular  orientation  of  the  therapist.  No  therapist, 
)wever,  would  deny  the  necessity  of  weight  gain  in 
ese  severely  emaciated  people. 

The  first  question  to  be  asked  is  whether  weight  gain 
n be  accomplished  on  an  outpatient  basis  or  does  the 
tient  have  to  be  hospitalized?  Most  physicians  feel 
ore  comfortable  with  hospitalization  to:  1)  allow  for  a 
orough  physical  evaluation,  2)  separate  the  patient 


from  an  often  pathological  family  situation  and, 
3)  establish  conditions  for  continuing  therapeutic 
alliance. Burch  points  out,  however,  that  a brief 
admission  to  a service  without  special  experience  in  the 
management  of  anorexia  can  create  as  many  problems  as 
it  attempts  to  solve. The  anorectic  is  coercive, 
deceitful,  and  can  quickly  anger  and  frustrate 
inexperienced  personnel.  Alternatives  to 
hospitalization,  if  separation  from  the  family  is  desired, 
include  boarding  schools  and  college  dorms.  Of  course, 
severely  emaciated  anorectics  will  have  to  be 
hospitalized. 

Weight  gain  itself  has  been  accomplished  in  numerous 
ways  in  hospitalized  patients.  Historically,  some  somatic 
therapies  have  been  tried  with  the  aim  of  stimulating  the 
anorectic's  appetite.  These  have  included 
chlorpromazine,  insulin,  vitamin  injections,  stimulants, 
antidepressants,  and  hormone  injections. While 
these  approaches  have  proven  ineffective,  a new  somatic 
therapy  is  on  the  horizon.  Goldberg  has  reported  that 
cyproheptadine,  a serotonin  and  histamine  antagonist, 
has  not  only  contributed  to  effective  weight  gain,  it  has 
led  to  a remission  of  other  target  symptoms  (e.g.,  fear  of 
becoming  fat)  as  well.^^  This  is  a very  new  approach  and 
undoubtedly  more  work  on  it  will  appear  in  future 
literature. 

Another  approach  to  weight  gain  in  patients  who 
refuse  to  eat  has  been  to  take  the  responsibility  out  of 
their  hands  by  either  tube  feeding  or  hyperalimentation 
(TPN).  Tube  feeding  has  been  used  extensively  in  Great 
Britain  in  the  past  and  in  the  United  States  by  physicians 
desperate  to  do  something. In  behavior  therapy,  tube 
feeding  has  been  used  as  a negative  reinforcement.’*’ 
Both  tube  feeding  and  hyperalimentation  can  run  the 
risk  of  serious  medical  complications  such  as  pulmonary 
aspiration,  infection,  and  metabolic  disturbances.  Pops,  a 
gastroenterologist,  suggests  reserving  tube  feedings 
and  TPN  for  those  patients  who  have:  1)  lost  greater 
than  40%  of  normal  body  weight,  or  2)  lost  25%  to  30% 
of  normal  body  weight  in  less  than  three  months. ^ 
Maloney  and  Farrell  recommend  TPN  if  the  patient  has 
lost  greater  than  35%  of  her  body  weight  and  has  been  a 
previous  treatment  failure.’^  A relative  contraindication 
to  TPN  is  the  likelihood  that  the  patient  will  manipulate 
the  I.V.  line  leading  to  a possible  air  embolism. 

In  all,  however,  the  best  proven  technique  to  promote 
weight  gain  in  anorectics  is  an  approach  encouraging 
oral  feedings  on  an  inpatient  unit  with  consistent,  sympa- 
thetic, and  patient  personnel. 

How  much  weight  should  an  anorectic  gain  while 
hospitalized?  Gertainly  a seventy  pound  anorectic 
cannot  be  expected  to  return  to  her  premorbid  weight  of 
one-hundred  and  twenty-five  pounds  while  an 
inpatient.  Most  physicians  are  satisfied  with  a 
reasonable  weight  gain,  (often  used  as  a bargaining  tool 
for  termination  of  hospitalization),  and  a return  to  more 
rational  eating  habits.  Bruch  points  out  that 
malnutrition  has  its  own  toxic  psychological  effects  and 
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that  below  a critical  weight  an  abnormal  mental  state  is 
maintained  that  is  separate  from  the  core 
symptomatology  of  AN.  While  the  exact  figure  for  this 
critical  weight  is,  of  course,  related  to  height  and  body 
build,  Bruch  would  feel  uncomfortable  discharging  an 
inpatient  at  less  than  90  to  95  pounds. 

One  therapeutic  approach  relies  on  weight  gain  alone 
as  a measure  of  successful  outcome.  Behavioral  therapy, 
which  is  carried  out  in  an  caperant  ccanditioning  model, 
utilizes  negative  as  well  as  pcasitive  reinforcements  to 
encourage  eating.  The  implicit  assumption  of  this  model 
is  that  through  accomplishing  gain  cather  negative 
behaviors  will  also  regress.  Behavior  modification  does 
effectively  lead  to  weight  gain,  usually  in  a briefer 
hospital  stay  than  cather  approaches.*^  However,  pure 
behavioral  therapy  does  not  include  any  follow-up 
psychotherapy  other  than  reinforcement  schedules  for 
the  family  to  reward  weight  gain  at  home.  Many 
therapists  feel  that  this  approach  is  inadequate  to  the 
needs  of  these  patients  whose  eating  behavior,  they  feel, 
is  a manifestation  of  much  deeper  psychcapathology. 
Nonetheless,  the  behavioral  approach  does  offer  a useful 
technique  to  promote  weight  gain  in  conjunction  with 
other  forms  of  psychcatherapy,  and  is  frequently  utilized 
in  this  manner.  It  is  also  easily  taught  to  nursing 
personnel  at  facilities  such  as  community  hospitals  and 
general  psychiatric  inpatient  units.  Bruch,  however, 
feels  that  the  psychological  consequences  of  behavioral 
therapy  can  be  "disastrous."  Based  on  her  belief  that  the 
root  problem  in  AN  is  the  feeling  of  an  "all  pervasive 
ineffectiveness"  in  these  patients,  she  feels  that  the 
coercive,  controlling  nature  of  behavior  therapy  makes 
it,  in  fact,  countertherapeutic.’® 

Bruch,  an  analyst  with  a special  interest  in  eating 
disorders,  also  objects  to  a classic  psychoanalytic 
approach  to  AN.  Early  psychoanalytic  thinking  about 
AN  rested  on  Freud's  assumptican  that  impairment  in  the 
nutritional  instinct  was  related  to  the  organism's  failure 
to  master  sexual  excitement.  This  led  to  the  belief  (in  the 
1940's)  that  AN  represented  a symbolic  manifestation  of 
the  fear  of  oral  impregnation.  Bruch  feels  that  even 
today  analysts  search  for  oral  impregnation  fears.  She 
feels  that  not  only  is  the  basic  assumption  fallacious  but 
that  the  process  of  analysis  itself  is  countertherapeutic. 
Free  association  requires  that  the  patient  relinquish 
control  and  assume  that  the  analyst  who  interprets 
understands  the  patient  better  than  the  patient 
understands  herself.  It  is  around  this  issue  of  self- 
control  and  understanding  that  Bruch  feels  the  root 
pathology  in  AN  lies.®  She  believes  that  most  primary 
anorectics  share  a common  developmental  history.  This 
"classic"  anorectic  is  an  adolescent  female  from  a middle 
or  upper  class  family.  She  has  always  been  a good  girl, 
always  pleased  her  parents  unlike  her  rebellious  and 
nonconforming  siblings.  Then,  surprisingly  the  parents 
discover  that  their  "good  girl"  is  no  longer  eating.  Soon 
the  child  that  was  formerly  "no  trcauble"  becomes  the 
central  focus  of  a tragic  family  struggle.  Bruch 

184  MARCH  1982  • XXXIX  • 3 


postulates  that  the  early  conformist,  parent-pleas 
behavior  represents  a pathcilogical  response  to 
challenge  of  individuation  and  identity  formation.  1 
ancirectic  lacks  a ccare  identity;  rather,  she  lives  her  life 
please  others.  The  self-induced  starvation,  tf 
represents  this  adolescent's  aberrant  attempt 
establish  and  maintain  an  identity  by  virtue  of 
incredible  willpower  necessary  to  deny  herself  any  f( 
whatsoever.  (It  should  be  noted  at  this  point  that  it  is  : 
at  all  clear  that  this  "paradigmatic"  case  reflects  the  t 
etiology  of  AN.  Yager  points  out  that  many  excepti( 
to  the  above  formulatican  exist;  some  factors  even  pc 
to  the  possibility  of  a biological  basis  to  the  disorde 
Regardless  of  this  controversy,  however,  Bruch 
some  concrete  suggestions  for  therapy  of  a "classic"c 
of  AN.  This  involves  an  empathic  understanding  of 
illness  that  is  expUciily  shared  with  the  patient,  follower 
a methodical,  step-by-step,  supportive  and  educatio 
approach  that  will  allow  the  patient  to  see  that  she 
her  own  mind,  can  make  her  cawn  decisions,  and  is  ind' 
a worthwhile  person.  Bruch  contends  that  this  appro 
is  successful  even  in  the  refractory  cases  frequer 
referred  to  her.*’^^ 

Crisp,  a British  psychiatrist,  comes  from 
sociobiolcagical/existential  perspective  and  posits  I 
etiology  of  AN  in  the  conflicts  surrounding  the  char 
of  body  shape  in  puberty.  The  adult  body  shape  z 
fatness  comes  to  symbolize  all  the  social  maturatio 
prcablems  that  these  girls'  early  experience  ill  equipf 
them  to  deal  with.  Crisp's  therapeutic  approc 
attempts  to  create  an  opportunity  for  development  c 
change.  This  is  accomplished  in  an  inpatient  mil 
setting  utilizing  two  primary  psychotherapists  as  wel 
nursing  personnel,  occupational  therapists,  so( 
workers  and  groups.” 

Bruch  and  Crisp  will  involve  the  family  in  ther^ 
when  deemed  appropriate.  Both  recognize  the  ma 
contribution  that  the  family  situation  makes  to  I 
genesis  and  morbidity  of  AN  but  neither  view  I 
disease  as  exclusively  symptomatic  of  family  patholo 
Barcal,  on  the  other  hand,  describes  the  use 
outpatient  family  therapy  not  only  as  efficacious,  but 
circumventing  the  need  for  inpatient  hospitalization 
achieve  weight  gain.  His  approach,  basically  is  to  util 
the  experienced  therapist's  understanding  of  individ 
and  family  dynamics  to  quickly  define  the  central  probf 
in  the  family,  expecting  that  identification  a 
clarification  of  this  problem  will  lead  to  quick  syrnph 
relief  in  the  patient.  Barcal  recognizes  two  proble 
inherent  in  the  approach:  1)  the  family  may  be  unable 
sustain  the  anxiety  induced  by  the  crisis  approach  a 
discontinue  therapy  and  2)  an  inadvertent,  dangero 
and  alarming  reaction  might  occur  in  other  fam 
members  as  a result  of  release  of  affects  that  have  be 
pent  up  for  a long  time.''’ 

Conclusion 

When  a psychiatrist  is  referred  a case  of  anore; 
nervosa  he/she  must  first  confirm  that  it  is  indeed  t 


oper  diagnosis.  As  was  mentioned  before,  the 
ychiatrist  must  be  comfortable  that  physical  causes  of 
vere  emaciation  have  been  adequately  considered.  The 
ychiatrist  must  then  be  sure  that  the  refusal  to  eat  is 
)t  founded  on  psychotic  delusions  as  can  be  seen  in 
'■pression,  organic  brain  syndrome,  schizophrenia,  or 
polar  disorders.  Once  he/she  is  sure  that  the  patient  is 
!uly  an  anorectic,  (DSM  III  or  Feighner's  diagnostic 
iteria  can  serve  well  in  this  regard),  attention  should  be 
rned  to  consideration  of  the  physical  complications 
itlined  in  this  paper.  Consultations  to  pediatrics, 
stroenterology,  or  internal  medicine  are  often  in  order 
this  point.  When  psychotherapeutic  intervention  is 
nsidered  the  therapist  may  turn  then  to  whichever 
eoretical  foundation  works  well  for  him/her,  but 
ould  do  well  to  keep  in  mind  factors  which  Lucas  has 
entified  as  common  to  all  successful  therapeutic 
iproaches.  These  include:  1)  one  primary  therapist  or 
ase-knit  team  who  exert  a strong  influence  over  the 
itient,  2)  that  the  patient  is  approached  as  a unique 
jman  being,  3)  that  there  is  continuous  long-term 
volvement  with  the  patient,  4)  there  is  an  awareness 
environmental  and  family  influences  and,  5)  there  is 
1 understanding  of  and  treatment  directed  toward  both 
e psychological  and  physical  components  of  the 
sorder.2o 
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Medicine  in  China 
as  Refiected  in 
a Barefoot 
Doctor’s  Manuai 


Jane  M.  Orient,  M.D. 

Abstract 

The  barefoot  doctors  of  China  have 
become  the  heroes  of  television 
documentaries,  exemplars  for  American 
medical  students,  and  the  subject  of  many 
learned  dissertations  in  medical  journals. 
Now  one  can  evaluate  the  extravagant 
claims  made  for  medical  progress  in  The 
People's  Republic  by  allowing  these 
practitioners  to  speak  for  themselves  in 
the  American  translation  of  the  official 
Chinese  paramedical  manual.  Holistic  in 
approach,  this  all-purpose  health  guide 
for  the  layman  presents  alternate  modes 
of  therapy  without  the  bias  that  might  be 
introduced  by  controlled  studies.  Besides 
its  insights  into  Chinese  culture  and 
traditional  medical  theory,  the  book 
offers  a view  of  what  medicine  was  like 
before  the  advent  of  science  and 
technology. 

Key  Words:  Delivery  of  health  care; 
folk  medicine;  China;  socialism. 

Disillusioned  by  the  inequity, 
complexity,  expense,  and  limitations  of 
Western  medicine,  the  world  has  been 
inspired  by  the  ideals  of  the  People's 
Republic  of  China:  1.  Availability  of 
health  care  in  the  most  remote  commune; 

2.  Application  of  traditional  knowledge; 

3.  Emphasis  on  prevention  and  the  role 
of  social  and  economic  factors  in  health.' 
Once  a giant  underserved  area,  China 
recruited  peasants  who  were  dedicated  to 
serving  the  masses  and  trained  them  to 
treat  common  medical  conditions  while 
continuing  to  participate  in  productive 
labor,  thus  maintaining  a close 
identification  with  their  patients. ^ The 
ideology  and  immense  success  of  this 
primary  care  model  are  widely  chronicled 
in  the  literature^  ®and  discussed  in  Family 
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and  Community  Medicine  classes  in 
American  medical  schools.  However,  the 
specific  methcrds  have  previously  received 
only  superficial  attention.  In  A Bnn’font 
Doctor's  Mnnunl,  not  originally  intended  for 
foreign  dissemination,  the  folk  and 
advanced  mcrdern  remedies  are  described 
in  detail.'’ 

Traditional  and  Modern  Physiology 

True  to  its  purpose  of  making  medicine 
comprehensible  to  everyone,  the  Manual 
begins  with  anatomical  drawings  that 
identify  the  waist,  the  legs,  the  toes,  and 
so  on,  explaining  in  simple  terms  the 
functions  of  each  part.  "The  eyes 
primarily  control  vision."  "The  [sweat 
glands)  sometimes  emit  an  unpleasant 
odor  (called  B.O.  when  highly 
noticeable.)"  A capsular  view  of 
physiology  from  the  Western  viewpoint 
is  supplemented  by  an  outline  of  the 
traditional  Chinese  theory  of  the  five 
viscera,  the  six  bowels,  and  their 
interactions.  "Because  the  heart  and  small 
intestines  have  a paired  relationship,  the 
heat  from  an  overactive  'heart  fire'  is 
transferred  to  the  small  intestine  and  is 
manifested  as  bloody  stools  or  urine." 

The  key  to  the  control  of  infectious 
diseases  was  illustrated  by  a dramatic 
slide  that  climaxed  our  parasitology 
lectures  in  medical  school:  a photograph 
of  a latrine.  This  concept  has  not  gained 
widespread  acceptance  in  the  Third 
World,  partly  because  some  religions 
condone  filth.  The  greatest  benefit  of  the 
Chinese  Revolution  is  to  place  cleanliness 
next  to  patriotism.  Water  purification, 
proper  disposal  of  excrement,  and 
elimination  of  pests  such  as  lice  are  a 
patriotic  duty.  Indeed,  the  Manual 
resembles  a Communist  Leviticus.  It  even 
proscribes  sexual  intercourse  during  the 
menses. 

While  some  techniques  of  physical 
diagnosis,  such  as  listening  to  the  heart, 
seem  to  be  the  same  throughout  the 
world,  Chinese  medicine  has  some  unique 
ways  of  distinguishing  yin  and  yang 
illnesses.  The  appearance  of  the  tongue 
and  its  fur  are  of  particular  importance  in 
determining  the  deficient-solid  nature  of 
the  disease,  and  the  state  of  the  heat  in 
the  body.  "If  the  tongue  is  dark  red  and 
hard  . . . this  usually  indicates  the 
penetration  of  heat  into  the  heart." 
Fortunately  for  the  Westerner,  a glossary 
of  terms  is  included,  so  that  one  can 
ascertain  that  "insufficient  central 
energy"  refers  to  "insufficient  energy  in 
the  spleen  and  stomach,  termed  so 
because  the  spleen  and  stomach  are 
located  in  the  central  part  of  the  body" 
and  that  "yang  deficiency"  is  "a  symptom 
group  describing  functional  impairment." 
Traditional  and  Modern  Therapeutics 

Folk  treatment  meets  the  criteria  of 
"quantity,  speed,  quality,  and  economy." 
Ancient  techniques  are  still  of  great 
value,  including  acupuncture,  scraping 
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the  skin  with  a copper  coin,  and  blood 
letting  (in  contrast  to  the  barbarous 
Western  method,  only  a small  quantity  of 
blood  is  removed).  However,  new 
techniques  are  constantly  discovered 
through  the  daring  and  courageous  spirit 
of  the  great  masses  of  workers,  peasants, 
soldiers,  and  health  workers.  Latest 
additions  to  the  therapeutic 
armamentarium  include  burying  sutures 
in  acupuncture  points;  alkali  ingestion; 
and  incision  therapy,  in  which 
subcutaneous  fat  is  removed  and 
heightened  stimulation  is  achieved  by 
moving  a scalpel  around  in  a wound. 
Meticulous  attention  is  given  to  worker 
safety.  The  heat  preparation  of  the  alkali 
is  done  outdoors  to  prevent  poisoning  by 
the  evolved  hydrogen  chloride  gas.  Fine 
points  of  technique  are  carefully 
explained.  Acupuncture  needles  must  be 
sterilized  by  soaking  in  alcohol  for  five 
minutes  or  so,  and  if  a needle  breaks 
because  of  rust,  it  should  be  discarded. 
Complications  of  treatment  sometimes 
occur:  "When  a needle  is  brcrken  [in  a 
patient)  maintain  calm  composure,  for 
needle  to  be  taken  out  in  time."  lust  as  in 
sophisticated  Western  texts,  contrain- 
dications to  therapy  are  listed. 
Acupuncture  should  not  be  applied  to  the 
eyeballs  or  the  testicles  or  to  pciints  where 
the  aorta  might  be  penetrated.  Alkali 
therapy  should  not  be  given  to  those  who 
are  already  vomiting  blood  because 
massive  hemorrhage  might  result. 

Following  the  step-by-step  instructions 
in  procedures,  the  Manual  describes 
common  symptoms  and  illnesses, 
presenting  in  an  evenhanded  manner  the 
alternate  modes  of  therapy:  acupuncture, 
herbal  concoctions,  or  sometimes 
Western  medicines.  Several  antibiotics, 
thyroid  extract,  some  vitamins, 
ephedrine,  belladonna,  progesterone,  and 
caffeine  appear  to  be  available.  The  clear 
advantage  caf  the  herbal  remedies  seems 
to  be  their  versatility.  For  headache,  it  is 
only  necessary  to  differentiate  liver  yang- 
dominant  headache  from  kidney  deficient 
headache,  whereas  with  Western  therapy 
one  must  ascertain  the  cause  of  headache 
from  among  more  than  twenty  ranging 
from  glaucoma  to  tuberculous 
meningitis.  Herbs  in  general  are  broad- 
spectrum  drugs.  Ho-hsieh  both  loosens 
up  clots  and  stops  bleeding.  She-han  is 
good  for  influenza  and  poisonous 
snakebite.  Yuan-tan  helps  both 
convulsive  spasms  and  body  odor. 

Posters  in  China  urge  the  people  to  be 
self-sufficient  in  herbal  therapy:  "Use 
yourself  creatively  (collect  the  herbs 
yourself,  make  the  herbs  yourself,  plant 
the  herbs  yourself,  and  use  the  herbs 
yourself)."^  Despite  nearly  400  pages 
about  the  morphology  and  preparation  of 
the  herbs,  the  same  advice  cannot  be 
extended  to  Americans.  Though  the 
herbs  are  effective  and  safe,  the  preface  to 


the  Manual  cautions  against  their  use 
inexperienced  herbalists,  as  adver 
consequences  such  as  death  might  resu 

Natural  remedies  of  other  types  th 
might  not  occur  to  a Western  imaginati( 
have  been  developed  by  the  Chine; 
White  neck  earthworms  cure  urina 
retention,  eviscerated  toads  can  be  us 
as  an  umbilical  compress  in  epiden 
encephalitis,  and  pan-roasted  centipe 
and  scorpion  benefit  epilepsy  and  rabii 
All  the  people  are  urged  to  contribute 
the  search  for  a cancer  cure;  America 
who  have  difficulty  obtaining  Laetr 
might  try  wrapping  a live  frog  in  dirt  ai 
toasting  him  over  a fire.  The  pulveriz* 
remains  are  to  be  taken  in  small  quantiti 
three  times  daily. 

American  visitors  to  China  can  testi 
to  the  efficacy  of  herbal  medicine.  / 
American  pharmacist  who  felt  fai 
during  a description  of  tradition 
remedies  was  promptly  provided  with 
cup  of  unidentified  herbal  tea,  and  f 
symptoms  gradually  remitted.^ 

To  a nation  seemingly  overrun 
greedy  surgeons,  the  Chinese  restraint 
resorting  to  surgery  is  highly  instructi\ 
Surgery  is  not  mentioned  for  t' 
treatment  of  boils  and  felons;  appendici 
is  cured  with  modest  doses  of  penicilli 
peritonitis,  as  from  a ruptured  append 
may  respond  to  daily  acupunctu 
treatment  (though  a surgeon  may 
summoned  if  an  unspecified  number 
days  pass  without  improvement);  ai 
retained  placenta  is  treated  with  herbs 
the  induction  of  vomiting  instead 
curettage.  The  new  modern  methcid 
child  delivery  evidently  precludes  t 
possibility  that  the  fetus  may  prese 
breech  or  feet  first,  or  that  Caesari, 
section  may  be  needed.  Some  surgi< 
procedures,  reserved  for  highly  train 
physicians  in  the  United  States,  a 
within  the  ability  of  the  barefoot  doctc 
for  example,  the  eight-step  vasectomy, 
cautionary  note  is  added:  the  practition 
should  be  sure  that  the  vas  deferens 
correctly  identified,  to  prevent  ligation 
some  other  structure.  There  is  an  isolat 
case  report  of  the  results  of  tying  off  t 
urethra. ° 

Healthful  Lifestyle  and  Politic 
Attitudes 

For  the  first  time  in  history,  a nati( 
has  proclaimed  the  eradication 
venereal  disease.’*''’  While  statistics  a 
difficult  to  obtain,  the  Manual  giv 
reason  to  believe  that  at  least  no  barefo 
doctor  will  ever  diagnose  a case,  since  tl 
symptoms  are  not  mentione 
Apparently,  sores  and  discharges  do  n 
occur  in  Chinese  men,  though  tl 
possibility  of  vaginal  discharge 
acknowledged,  due  to  "certa 
gynecologic  ailments."  Simple  hygier 
measures,  such  as  regular  changes 
underwear,  are  counseled.  The  gener 
measures  necessary  for  th 
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A Tonic  for  Geriatric  Patients  | 

A pleasant  tasting  tonic  containing  iron,  vitamins,  minerals,  | 
and  an  analeptic.  Ideal  for  those  who  may  benefit  from  vitamin 
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DESCRIPTION  Forty-live  milliliters  ot  SU-TON  contains  the  following  ingredients  Pentylenetetrazol 
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contains  vitamins,  trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by  preventing  the 
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|:omplishment  included  the  elimination 
‘ prostitution  and  illicit  sexual  activity, 
d the  identification  and  treatment  of 
:timsd°  The  specific  methodology  is 
rtrayed  at  this  time  only  in  fiction, 
fighbors  care  for  each  other,  if 
cessary  to  the  extent  of  keeping  all 
^ht  vigils  to  assure  that  women  whose 
isbands  are  away  on  labor  detail  do  not 
reive  male  visitors.” 

’An  important  adjunct  to  all  Chinese 
j?dical  treatment  in  the  past  was  the 
ought  of  Chairman  Mao  Tse-tung.  Dr. 
li  Yu-Hua  was  cured  of  choriocar- 
noma  by  faith  in  Mao  and 
emotherapy.”  The  article  "Mao  Tse- 
ng's Thought  Restores  Vision  to  the 
ind"  appeared  in  Chinn's  Medicine  in  1968. 
r prevention  of  cirrhosis  of  the  liver, 
e Manual  advises  "revolutionary 
termination  on  the  part  of  liver 
rhosis  patients  to  fight  disease,  armed 
th  Mao  Tse-tung  thought."  Treatment 
mutism  is  a particularly  patriotic 
■nture.  "Learning  speech  is 
volutionary  practice.  By  organizing 
ao  Tse-tung  thought  promotion  teams 
participate  in  production  activities  and 
e great  revolutionary  criticism  to  learn 
d enrich  speech  and  the  language 
c.)."  The  impact  of  the  movement  to  de- 
ify Mao  remains  unknown. 

Though  the  political  purity  of  China 
s been  widely  praised  by  Westerners, 
e Manual  reveals  signs  that  the 
evolution  is  not  yet  complete.  Despite 
ogress  in  securing  equality  for  women, 
mnants  of  sexual  discrimination 
rsist.  Women  are  to  be  assigned  to  dry 
ark  not  wet  work  during  the  menses; 
;ht  duty  not  heavy  duty  during 
egnancy;  and  nearby  work  detail  not 
stant  work  detail  while  nursing, 
anstant  vigilance  has  failed  to  eliminate 
e influence  of  Western  imperialist 
ought:  the  Manual  recommends 

eding  infants  powdered  milk 
pplements  in  cases  of  marasmus  due  to 
adequate  milk  production  by  the 
other, 
inclusions 

The  Chinese  system  assures  the 
iportunity  for  all  people  to  participate  in 
;alth  without  the  "false  status 
insiderations  of  professionalism."  The 
vorable  reviews  of  the  experiment 
ritten  by  the  American  medical 
tablishment  may  seem  paradoxical 
bout  80%  of  the  major  articles  in  the 
edical  literature  in  the  past  decade  are 
ithusiastic),  but  actually  China  is  the 
aternalistic  physician's  dream, 
oncompliance  is  eliminated.  The 
hinese  has  not  only  the  opportunity  but 
le  patriotic  duty  to  take  his  medicine. 
American  writers  usually  acknowledge 
lat  the  Chinese  have  paid  a price  in  the 
irrender  of  their  personal  liberty,’-^ 
aplying  that  the  price  was  small 
ampared  with  the  benefit.  The 


regimentation  of  a society  sufficiently 
relentless  to  root  out  venereal  disease  has 
created  a health  care  system  whose 
benefits  can  be  appreciated  by  reading  A 
Bnn'taot  Doctor's  Mnnunl. 
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The  Drag  Race 

My  "Skylark"  was  delivered  a long  time 
Ago, 

'Twas  the  first  time  experience  with  the 
New  "dynaflow," 

I found  myself  reaching  for  the  clutch 
And  the  stick. 

But  they  were  both  gone,  leaving  only 
The  brake! 

Early  one  Monday  before  a surgical 
Session, 

I ground  to  a halt  in  mid-intersection; 

I slipped  it  in  "R"  and  backed  to  the  line. 
Awaiting  the  green,  so  I'd  be 
There  on  time! 

Alongside  my  right  an  "88"  glided. 

From  the  driver's  expression,  my  choice 
He  derided; 

He  looked  at  me,  I looked  at  him. 

The  gauntlet  was  flung,  I was  annoyed  at 
His  grin! 

Two  pair  of  eyes  were  fixed  on  that 
Light, 

The  instant  it  changed,  both  would  take 
Flight. 

Two  pedals  were  jammed  to  the  floor 
Boards  that  morning. 

But  the  Buick  shot  hnckwnrd  without 
Any  warning! 

I was  draped  over  the  wheel  and  atop  of 
The  dash. 

Attempting  to  maneuver  and  avoid  a 
Great  crash; 

Trying  to  fathom  what  happened  to 
Me, 

I had  forgotten  to  move  from  the  "R" 
To  the  "D"! 

The  Oldsmobile  nearly  entered  the 
Ditch, 

The  driver  distracted  by  this  puzzling 
Hitch; 

He  could  tell  there  was  no  point  in  further 
Proceeding, 

When  his  rear  vision  showed  that  I was 
Receding! 

P.  B.  Jarrett 
Phoenix,  Arizona 
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Editorials 

_ J 


How  to  Care 
for  a Monster 


Presented  at  the  "Health  Care  in  the  80's — 
What's  Best  for  America"  forum,  November 
16,  1981.  This  forum  included  views  from  the 
government,  the  insurance  industry,  the 
chamber  of  commerce,  and  hospital 
managment  directed  toward  an  audience 
interested  in  health  issues.  It  was  presented  as 
a part  of  the  dedication  ceremonies  for  the  new 
out  patient  facility  of  St.  Joseph's  Hospital  and 
Medical  Center. 

We  have  all  heard  or  read  about 
monsters,  dragons,  vampires  and  medusa 
with  the  snaky  locks.  These  are  not 
reflective  of  the  monsters  I wish  to  speak 
about  today.  I fear  many  of  the  monsters 
of  which  I speak  reflect  that  which  faces 
the  health  care  field  today.  Who  is  to  say  if 
they  are  real  or  imaginary.  I can  only  say 
they  certainly  seem  real  to  those  who 
experience  them.  My  list  would  include 
market-place  competition,  alternative 
health  care  delivery  systems,  government 
regulations,  cost  containment,  hospital 
expansionism  and  inter-professional 
narcissism  for  a start.  Dealing  with  them 
demands  time  for  reflection, 
examination,  and  ultimate  arrival  at  a 
conclusion.  One  might  say  that  dealing 
with,  or  caring  for,  monsters  distracts  the 
physician  from  his  primary  purpose,  the 
care  of  his  patients.  Today  I want  to 
reflect  primarily  on  "market-place 
competition,"  the  economist's  solution  to 
today's  health  care  ills  and  perhaps  our 
biggest  monster. 

If  I were  to  tell  you  that  for  each 
medical  condition  there  is  a "best" 
treatment  and  that  your  doctor  should 
know  about  it  and  use  it,  and  that 
anything  else  is  unnecessary  surgery, 
waste,  fraud  or  underservice,  you  would 
cir  should  say  umiV  iust  a minute.  If  I were  to 
further  say  that  medicine  is  an  exact 
science,  you  would  not  only  say  "wnif  just  n 
minute,"  but  you'd  be  on  your  feet,  and 
correctly  so,  for  these  are  gross 
misconceptions.  However,  Alain 
Enthcwen,  the  noted  Stanford  economist 
regarded  by  many  as  the  father  of  the 
pro-competitive  movement,  uses  these 
and  other,  misconceptions,  in  his  book 
Healthcare,  to  emphasize  the  variables  and 
impreciseness  of  medical  care.  His 
conclusions  are  far  different  than  mine. 
Let  me  explain  further. 


Because  the  practice  of  medicine  is 
inexact  science,  doctors  differ  in  the  te 
ordered  and  treatment  prescribed  fo 
given  disease.  In  many  cases  there 
clearly  indicated  treatment,  but  for  otl 
medical  conditions  there  are  sev£ 
possible  treatments,  each  of  which  n 
be  legitimate  and  associated  w 
different  benefits,  risks  and  co< 
Whether  one  treatment  is  better  tl 
another  depends,  in  part,  on 
interpretation  of  diagnostic  tests, 
also,  in  part,  on  the  patient's  values  < 
physician's  judgment  based  on  achiev 
the  most  favorable  balance  betwi 
benefits  and  risks.  There  is  no  formula 
calculating  the  best  "treatment,"  no  cl 
dividing  line  between  the  "necessary"; 
"unnecessary"  operation.  What  is  "be 
in  a particular  case  will  depend  on 
values  and  needs  of  the  patient,  the  sl< 
of  the  physician  and  the  other  resour 
available.  Medical  care  differs  in  m, 
ways  from  the  repair  of  collision  dam 
to  your  car.  As  Enthoven  explains,  if  i 
have  a smashed  fender  you  can  get  th 
bids  and  make  a deal  to  get  it  fixed.  ^ 
can  tell  when  it  is  fixed.  There  is  ( 
correct  "treatment." 

It  is  precisely  this  infinite  differenc; 
human  beings,  their  uniqueness 
disease  and  health,  that  speaks  most 
the  needs  of  what  is  called  a patie 
doctor  relationship.  A relationship  wh 
the  physician,  as  his  patient's  advocatt 
entrusted  with  the  decisions  which  br 
to  the  patient  the  skills  of  science  and 
in  a mix  which  we  call  medical  care.  1 
quality  of  that  care  is  defined  to  maxirr 
an  inclusive  measure  of  patient  welf; 
taking  into  account  the  expected  gain* 
losses  to  attend  that  care  in  all  its  pa 
ideally  to  realize  the  greatest  good  tha 
possible  to  achieve  in  any  given  situati 
at  the  very  least,  "to  do  no  harm!" 

Enthoven's  definition  of  "good  qua 
care"  is  "that  which  is  satisfactory 
educated  middle  class  consumers  over 
long  run."  In  a world  where  consum 
work  hard  enough  just  to  make  ei 
meet,  let  alone  become  knowledgeable 
the  complexities  of  medicine,  I think  t 
pro - competitive  definition 
unacceptable  and  far  below  what  patie 
are  entitled  to  expect.  It  represent 
macroscopic  view,  an  aggreg. 
accumulation  of  numbers,  statist: 
analyses,  often  misleading  in  th 
conclusions,  and  certainly  divorced  fr 
the  day-to-day  encounter  of  patients  w 
their  physicians.  Though  socif 
ultimately  will  need  to  place  priorities 
the  use  of  private  resources,  i 
encounters  don't  suggest  that  societ} 
ready  yet  to  cry  "uncle."  Inde 
individuals  look  more  often  to  th 
physicians,  individually  and  collective 
to  maintain  the  high  quality  of  care  b 
achieved  in  the  uniqueness  of  a patiei 
doctor  relationship.  Patients,  as  yet,  < 
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l>t  ready  to  be  placed  in  a numbers  game; 
ey  want  their  care  to  be  individualized; 
ey  expect  it  to  be. 

Are  financial  incentives  important?  Do 
ey  make  a difference  in  a patient's 
oice  of  delivery  made  or  a physician's 
isponse  in  service?  Of  course,  they  are. 
Making  the  decision  to  use  medical  care 
!ade  free,  or  almost  free  by  virtue  of 
ird  party  coverage  to  consumers  is 
und  to  lead  them  to  resolve  their 
ubts  in  favor  of  care  that  is  more  costly 
Ian  if  they  paid  for  it  themselves. 
Implied  to  physicians,  the  pro- 
Inpetitive  theories  suggest  that  in  the 
[aditional  fee-for-service  mode  of 
actice,  the  incentives  are  wrongly 
iced,  e.g.,  more  services — more  money, 
f course,  physicians  are  influenced  by 
lancial  incentives,  but  this  is  not  the 
iminant  factor.  Physicians  are 
ncerned  primarily  with  helping  their 
tients,  regardless  of  costs.  Misused 
;entives  can  apply  in  any  mode  of 
livery.  For  the  prepaid  it  would  be  less 
rvice  and  more  profit.  It  has  been  said, 
hysicians  who  survive  and  prosper 
jst  ultimately  do  what  brings  in  money 
d curtail  those  activities  which  lose 
aney."  I take  exception  to  that 
itement;  indeed,  I am  offended  by  it.  I 
lieve  physicians  in  the  large,  be  they 
irking  within  a prepaid  mode  of 
livery  or  traditional  fee-for-service,  are 
itivated  primarily  by  the  desire  to  treat 
? patient's  illness  in  the  most  effective 
inner  with  the  greatest  likelihood  of  a 
ccessful  outcome. 

1 have  never  considered  survival  in 
inomic  terms  the  ultimate  end  or, 
ieed,  the  measurement  by  which  I 
luld  wish  to  be  judged.  A physician's 
:cess  in  a practice  is  measured  by  the 
dicated  application  of  his  knowledge 
d skills.  His  major  pursuits  should  be 
vard  giving  service  to  his  patients.  The 
;ater  monster  for  him  in  this  onslaught 
"economic  theorists"  is  to  fear  that  the 
ues  of  his  services  be  reduced  to 
mbers,  devoid  of  the  factors  of  quality, 
rpose,  or  wisdom. 

want  to  share  with  you  a few  of  the 
iblems  I find  with  this  market-place 
mpetition  approach  through 
ernative  delivery  systems  (HMO),  now 
‘ darling  of  government  and  many 
linomists. 

|urst  of  all,  we  are  not  buying  shoes,  nor 
j'  we  fixing  mashed  car  fenders, 
rthermore,  we  aren't  comparing 
dillacs  with  Fords  or  fine  restaurants 
h salad  bars.  We're  talking  about 
dical  care  for  you  and  your  family,  not 
ne  abstract  number.  Moreover,  I 
uld  prefer  to  call  you  patients,  not 
isumers;  and  I am  a physician,  not  a 
Ovider.  One  fact  in  business  economic 
■ory  that  most  agree  upon  is  that  in 
ler  for  a competitive  market  to  exist 
?re  must  be  a knowledgeable 


consumer.  You  need  to  know  about  what 
you  are  buying  to  make  a judgment  on  the 
price  you  pay.  Is  this  a remote  possibility 
when  we  deal  with  medical  care?  I think 
not.  Even  I,  with  23  years  of  practice  in 
urology,  would  be  dependent  on  my 
personal  physician  for  advice,  should  I 
require  the  decision  of  care  in  another 
sphere,  e.g.,  coronary  bypass  or  hip 
replacement.  This  factor  alone  is 
sufficient  to  alert  our  sense  of  caution 
toward  the  economic  theorists  and 
governmental  "do  gooders"  as  they  wave 
their  wand  of  magic  cost  containment 
tools. 

Secondly,  under  this  competitive 
strategy,  two  things  must  go:  your 
freedom  to  choose  a physician  and  the 
fee-for-service  mode  of  practice.  Why? 
Because,  in  the  competitive  view,  the 
traditional  system  represents  wrong 
incentives  and,  hence,  "market  failure." 
What  does  all  this  mean  in  "plain 
English?"  It  means  that  many  patients 
have  let  themselves  abuse  the  system,  in 
fact,  over  utilize  it.  This  includes  some  of 
you,  and  perhaps  even  me,  because  first 
dollar  coverage  is  often  provided  for 
through  negotiated  health  benefits.  You 
need  an  example?  How  about  the  trip  to 
the  emergency  room  for  a minor  problem 
that  could  have  waited  until  the  next  day. 
Or  a phrase  I hear,  not  infrequently, 
"Let's  shoot  the  works.  Doc,  I'm  covered." 
The  extent  of  unnecessary  office  visits 
alone  is  estimated  to  account  for  some  six 
percent  of  total  health  care  costs.  Well 
now,  although  you  may  not  be  totally 
knowledgeable  about  health  care,  you're 
not  dumb,  either;  wily,  yes.  You're  going 
to  take  what  they  give  you,  and  this, 
when  abused,  has  contributed  to  the 
escalation  of  health  costs.  Physicians  are 
not  all  lily  white  either.  There  are  those 
who,  lacking  discipline,  abuse  the  system, 
though  statistics  do  not  show  that 
physician  over  utilization  has  been  a 
significant  demand  determinate.  We  need 
to  work  together  to  alter  these  abuses  if 
escalating  costs  are  to  be  slowed.  You 
need  to  become  more  cost  conscious, 
which  is  to  say,  a little  less  first-dollar- 
coverage  will  make  you  think  twice  about 
that  possibly  unnecessary  visit.  Your 
physician  needs  to  take  a look  at  his 
practice  habits  and  utilize  hospitals  and 
services  in  a more  thoughtful  fashion. 
With  "proper  amounts,"  as  the  cookbook 
says,  quality  and  access  will  not  be  altered 
adversely. 

Admittedly,  under  the  present  system, 
incentives  can  and  do  lead  to  over 
utilization  by  both  you  and  your 
physician.  However,  in  the  competitive 
system  incentives,  guided  by  economic 
reward,  can  be  misdirected,  in  a far  more 
onerous  way — that  of  under  utilization,  if 
you  will,  a rationing  of  care.  Taken  to  its 
full  meaning,  where  price  is  the  guiding 
marker,  a tragic  lowering  of  quality  care 


can  occur.  In  my  view,  the  substitution  of 
a competitive  system  for  the  now  existing 
fee-for-service  system  is  hardly  a fair 
tradeoff  for  the  patient  who  loses  his 
freedom  to  choose  a physician,  who 
enters  a system  more  than  likely  to  be 
impersonal  in  its  care  and  mediocre  in 
quality,  and  where  the  incentive  to  lower 
cost  is  measured  in  terms  of  less  service. 

So  that  I may  not  be  misunderstood 
with  regard  to  the  prepaid  system  of 
delivery  of  care,  two  of  which  are 
attaining  some  maturity  and  success  in 
our  own  community,  these  types  of 
practices  do  save  cost.  They  do  it  by  lower 
hospital  utilization,  use  of  physician 
extenders,  and  very  strict  allocation  of 
resources  to  the  population  group  they 
serve.  My  professional  friends  serving  in 
this  mode  are  the  first  to  acknowledge 
that  the  system  works  best  where  the 
populations  they  serve  and  the  physicians 
serving  want  to  be  in  the  system.  This 
speaks  to  the  wisdom  of  a pluralistic 
society,  and  I strongly  support  it.  I think  it 
is  time,  however,  to  let  the  forces  work  on 
their  own  merit.  I think  it  is  time  for 
government  to  be  more  accountable  for 
the  350  million  tax  dollars  spent  since 
1973  as  seed  money  to  accommodate  and 
foster  the  growth  of  these  plans.  Much  of 
this  outstanding  loan  is  lost  forever  in  the 
25%  to  35%  failure  rate  among  these 
plans.  Government  policy  is  now  even 
encouraging  struggling  plans  to  convert 
to  "for  profit"  status  so  that  private 
industry  can  be  induced  into  this  for- 
profit  health  game.  I'm  not  sure  just  how 
the  nine  billion  dollars  needed  for  these 
projected  HMO  expansion  needs  are 
going  to  lower  health  costs,  but  then  I'm 
no  economist.  A government  that  is 
mindful  of  its  fundamental  function  of 
protecting  life,  property,  and  maintaining 
the  peace  does  not  disrupt  the  people's 
health  care  system.  It  does  not  interfere 
with  people's  choices  and,  above  all,  it 
does  not  use  its  awesome  power  of 
coercion  to  favor  one  system  at  the 
expense  of  the  other. 

Finally,  a few  words  about  the 
application  of  market-place  competition 
among  hospitals  and  industry.  Many 
would  agree  that  the  present  open-ended 
method  of  cost  reimbursement  to 
hospitals  has  led  to  considerable  abuses 
and  may  indeed  need  to  be  altered. 
Prospective  reimbursement  may  slow  the 
escalation  in  cost,  but  studies  I read  don't 
absolutely  confirm  this  fact.  For  some 
time  there  has  been  a trend  among 
hospitals  to  expand  their  corporate 
images  in  all  directions  to  include  for- 
profit  centers,  to  evolve  multiple 
institutions,  and  to  go"Madison  Avenue" 
in  marketing  their  expanded  services,  A 
hospital  is  not  a product  to  be  sold  like  a 
toaster.  Money  spent  thusly  should  go 
toward  educating  the  public  on  how  to 
care  for  themselves.  Unnecessary 
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expansions  in  service  areas  are  expensive 
and  those  costs  are  borne  by  all  of  us 
when  we  pay  for  the  care  rendered.  Even 
the  cost  to  acquire  capital  for  expansion 
through  indebtedness  is  passed  through 
onto  your  daily  bill.  Is  all  this  flurry  of 
activity  necessary?  Does  it  represent  a 
response  to  community  need?  Can  it  be 
measured  in  the  light  of  community 
good?  I think  we  are  seeing  changes 
within  hospital  structure  that  border  on 
professional  narcissism,  that  are 
institutionally  oriented  and  devoid  of  a 
common  community  goal.  Is  manage- 
ment at  fault,  or  are  these  changing 
concepts  policy  which  rests  with  Boards 
of  Trustees?  I think  we  need  to  pull  back 
from  this  explosion  of  expansionism.  Let 
hospital  boards  reflect  upon  and  redirect 
their  management  teams  to  work  in  a 
cc:ioperative  spirit  as  a community 
resource  for  health  care.  Hospitals  must 
reassert  their  commitment  tocommunity 
service.  Their  goals  must  shine  in  the 
light  of  community  good.  Failure  to  do  so 
can  only  lead  to  further  community 
distrust  and  confusion.  I see  market-place 
competition  totally  counter-productive  to 
this  effort.  It  encourages  friction  between 
medical  staff  and  management,  increased 
fragmentation,  and  lack  of  cooperative 
endeavors.  In  the  process  of  profit 
motives,  it  can  even  result  in 
dehumanizing  patient  care.  Finally,  it  can 
mean  bankrupt  hospitals,  mostly 
occurring  in  communities  with  the 
greatest  need. 

It's  ironic,  perhaps,  for  medicine  to  find 
labor  to  be  its  major  ally  in  the  resistance 
to  market-place  competition.  Industry,  of 
course,  has  a rightful  concern  as  its  health 
benefit  costs  continue  to  escalate.  As  a 
purchasing  agent  for  employee  benefit 
services,  industry  views  these  services  in 
the  light  of  labor  costs.  Labor,  on  the 
other  hand,  looks  at  the  benefits  in 
equivalent  dollars  earned.  Where  is 
medical  care  interplaced  in  this  dilemma? 
You  guessed  it,  in  the  middle  and  being 
squeezed  because  purely  economic  forces 
continue  to  manipulate  it  as  if  it  were  only 
a product,  with  hospitals  and  physicians 
being  considered  vendors.  When  I hear 
labor  forces  are  concerned  with  the 
potentials  of  such  economic  pressure,  I 
can  believe  it.  Is  it  not  in  the  best  interest 
of  both  to  take  a step  back  and  a more 
detached  view?  Medical  care,  if  it  is  to 
remain  good,  should  not  be  the  pawn  of 
these  two  opposing  forces.  In  the  interest 
of  continued  good  medical  care  at  a 
reasonable  cost,  would  it  not  be  wise  for 
industry  to  relinquish  much  of  its 
purchasing  power  role,  allowing 
employees,  individually,  increased 
options  in  the  types  of  care  they  may 
choose,  including  alternative  forms  as 
well  as  fee-for-service.  Labor  might  also 
wisely  accept  the  fact  that  first  dollar 
coverage  benefits  are  not  the  end  all  to 


negotiaticm  success.  Here's  where  a little 
effort  directed  toward  the  behavioral 
aspects  of  health  care  could  play  an 
immense  role  in  increased  productivity. 
In  short,  a little  more  emphasis  on 
"lifestyle"  and  less  on  acute  care. 

So  how  inevitably  do  we  deal  with,  or 
"care  for,"  if  you  will,  these  monsters 
besetting  the  health  scene?  I have  tried  to 
elicit  facts,  not  myths,  which  lead  me  to  a 
conclusion  that  the  forces  of  normal 
economics  do  not  readily  transfer  to  the 
medical  care  sector.  Features  dominating 
the  political  landscape  today  demand  us  to 
ask  the  question,  "Does  government  seek 
genuine  improvement  in  the  system,  or 
are  its  actions  motivated  solely  by  its  own 
budgetary  aims?"  It  is  only  natural  that  an 
economic  theory  for  market-place 
competition  be  viewed  by  some  as  a 
classical  simple  solution.  There  is  a 
distinct  difference  between  competition 
in  the  production  of  goods  and  in  the 
provision  of  services,  such  as  those 
offered  in  health  care.  Quality,  not  price, 
is  the  essence  of  professional  service. 

Market  concepts  with  competitive 
elements  designed  to  prcimote  price 
consciousness  among  patients  and  cost 
consciousness  among  physicians  is 
already  in  progress.  There  is  no  quick  fix, 
but  less  governmental  interference 
combined  with  simple  common  sense 
restraints  by  patients,  physicians, 
hospitals  and  industry  would  go  a long 
way  toward  resolving  the  problems. 
Caring  for  monsters  will  demand  of  us 
our  deepest  concern  and  probing 
investigation  for,  in  the  end,  the 
conclusions  we  reach  will  simply  reflect 
our  value  system.  As  Robert  Hucthins 
once  said  "if  humans  don't  succeed, 
maybe  God  will  try  rabbits." 

Clyde  W. Kurtz,  M.D. 

ArMA  President 

Physicians'  Fiduciary 
Responsibilities 

The  title  of  this  editorial  would  lead  one 
to  believe  that  it  is  about  legal  issues. 
Rather,  this  editorial  is  directed  to  all 
physicians  who  have  a vested  interest  in 
trying  to  contain  medical  care  costs  but 
have  doubts  about  their  role  in  this 
process.  As  such,  it  should  have  a wide 
appeal  judging  from  the  response  to  these 
topics  at  various  social  and  professional 
meetings  where  most  physicians  express 
discomfort  when  dealing  with  the 
financial  aspects  of  medical  care  delivery. 

Part  of  this  discomfort  is  justified.  As 
providers  of  medical  care,  physicians  have 
been  taught  to  provide  the  best  medical 
care  available  to  their  patient,  regardless 


of  financial  considerations.  D 
training,  the  drawn-out  discussio 
available  diagnostic  tools  that  cou 
ordered  (even  in  straightforward  ( 
lend  themselves  to  the  idea  of  exce 
being  equated  with  completeness.  1 
rare  that  cost  considerations  ever  en 
into  these  discussions.  It  is  thus, 
difficult  to  change  in  "midstream," 
have  not  been  taught  to  deal  in 
terms  and  find  ourselves  in  a dil 
moral  dilemma  when  asked  to  make 
judgments. 

However,  the  percentage  of  our 
national  product  now  spent  for  1 
care  is  exponentially  increasing,  res 
in  the  need  to  develop  controls.  W 
for  example,  the  rapid  developmt 
competitive  alternative  forms  of  m 
care  delivery.  The  prepaid  health 
plans  are  now  a potent  force  in  m 
care  in  several  parts  of  the  United  S 
A spin-off,  the  independent  pr 
associations  (IPA's)  are  now 
developed  around  the  cou 
Furthermore,  further  competitii 
being  developed  by  the  incre 
number  of  health  care  practitioner 
are  non-physicians,  i.e.,  r 
practitioners,  physician  assistants, 
addition,  increased  expansion  of  ho: 
based  facilities  will  no  doubt  plac 
hospital  in  the  position  of  being  a I 
care  provider  in  direct  competitior 
the  physician  who  is  non-hc 
affiliated. 

Since  these  rapid  changes  in  healt 
delivery  have  been  developed  as  a 
of  burgeoning  health  care  costs, 
incumbent  upon  physicians  st 
conventional  practice  to  conside 
costs  to  their  patients  and  society  ir 
decisions  on  health  care  delive 
typical  situation  where  such  th 
should  be  voiced  deals  with 
introduction  of  new  expe 
technology.  For  example,  the  i 
development  of  a portable  ii 
infusion  device  has  resulted  in  one 
medical  clinic  in  the  United  States  p 
most  of  their  diabetic  patients  on 
devices.  The  proponents  of  sue 
approach  state  that  in  the  long  rur 
will  diminish  costs  by  keeping  pa 
healthier  and  thus  reduce  the  nee 
hospitalization.  Of  course  they  off 
firm  proof  of  this,  nor  do  they  offe 
proof  that  controlling  blood  sugar 
benefit  the  diabetic  patient  in  any  sf 
way.  Granted  there  is  circumst 
evidence  that  would  lead  one  to  fee 
this  approach  is  correct,  however, 
data  is  lacking  to  firmly  establish  i 
one,  though,  has  questioned  wheth 
should  perhaps  wait  until  we  have 
data  before  increasing  the  cost  of  c 
for  diabetic  patients  approximately  i 

There  are  those  who  say  that  we  s 
not  be  involved  in  making  such  deci 
However,  if  we  do  not  get  involved 
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Ill  be  other  people  who  will  be  making 
jese  difficult  decisions.  What  divine 
l|d(s)  do  they  have  that  we  don't?  In  the 
velopment  of  the  above  noted  prepaid 
I alth  care  systems,  physicians  have  been 
colved  in  the  financial  matters  of  the 
“livery  of  health  care.  If,  in  fact, 
lysicians  are  responsible  for  providing 
jdical  care  within  a certain  monetary 
nmework,  they  are  and  will  be  making 
\ rd  d ecisions  regarding  the  availability 
I medical  care.  Will  every  diabetic  patient 
! an  IPA  or  HMO  be  placed 
discriminately  on  an  insulin  pump?  In 
attempt  to  keep  costs  down,  such 
cisions  will  have  to  be  made  and  nre 
ing  made  presently  by  physicians.  It  is 
alish  to  bury  one's  head  in  the  sand  and 
/ that  these  considerations  are  not  a 
rt  of  medical  care  delivery  in  the  1980's. 
ley  obviously  are  and  will  become  an 
:reasingly  important  consideration, 
e,  as  physicians,  need  to  get  involved  in 
is  process  no  matter  how  repugnant  it 
ly  seem.  As  we  all  know,  there  are 
my  ways  to  care  for  a patient.  But  if  the 
ttom  line  results  in  the  patient  doing 
'll,  why  can't  we  make  value  judgments 
out  what  is  economically  realistic.  The 
;ets  that  made  us  physicians  and 
entists  need  to  be  brought  to  the 
irket  place,  and  we  need  to  be  just  as 
tical  of  socioeconomic  situations  as  we 
? about  medical  care  and  integrate  them 
len  we  make  decisions  regarding  health 
e delivery. 

i 

irshall  B.  Block,  M.D. 
itor 

ie  Impact  of 
omputers  in  Medicine 

ome  exciting  changes  in  physician 
jjcation  and  medical  practice  will  no 
fubt  occur  in  the  next  decade  because  of 
^ applications  of  computer  and 
jctronic  technology.  Use  of  computers 

11  expand  from  their  present  primary 
as  an  aid  to  management  of  office  and 
ipital  economics  and  data  analysis  in 
search  to  become  a significant 
terminant  in  the  day-to-day 
nagement  of  patients'  medical 
j)blems.  Such  an  aid  is  needed  because 
■jthe  fallibility  of  human  memory  and 
I*  inability  of  any  one  mind  to  cope  with 
I'  medical  knowledge  explosion. 

I^ilot  studies  have  demonstrated  the 
pending  reality  that  the  computer  as  a 
jisultant  may  be  accessible  to  the 

iysician.  The  computer  may  display 
ferential  diagnosis  of  any  problem, 
ovide  the  latest  concepts  of 
i:hophysiology,  suggest  the  most 

i 

! 


appropriate  tests,  and  indicate  the  best 
treatment  course,  as  well  as  search  the 
patient's  record  for  incompatibilities  and 
help  avoid  pitfalls. 

Dr.  Lawrence  Weed  of  Vermont  with 
his  "PROMIS"  problem-solving 
computer  program  has  demonstrated 
that  the  computer  can  improve  the 
quality  and  efficiency  of  problem  solving 
•for  patients.  His  studies  have 
demonstrated  that  the  "human  mind 
falters  in  recalling  memorized 
knowledge,  integrating  new  data, 
formulating  problems  and  generating 
plans,  without  appropriate  aids  to  senses 
and  intellectual  capacities."  Dr.  J.  D. 
Myers  of  Pittsburg,  with  the  insight  that 
we  can  only  recall  a small  part  of  what  we 
attempted  to  memorize  in  the  past,  has 
computerized  a data  base  that 
encompasses  over  500  individual  disease 
profiles  and  3500  manifestations  of 
disease  in  his  "CADUCEUS"  computer 
program.  He  has  collected  data  indicating 
that  the  dangers  of  overlooking 
important  critical  hypotheses  and  other 
shortcomings  of  human  memory  are 
obviated  with  the  aid  of  this  program. 

The  most  significant  problem  to  be 
solved  before  such  systems  are  put  at 
physicians'  fingertips  is  "networking." 
The  cost  of  putting  a computer  terminal 
in  every  physician's  office,  linked  with 
central  intelligence  fed  by  continuously 
updated  knowledge,  may  be  staggering. 
Future  progress  in  technology  will  no 
doubt  remove  many  current  impedi- 
ments. 

If  computers  are  to  play  a significant 
part  in  future  medical  practice,  we  need  to 
make  certain  that  medical  education 
curricula  provide  the  necessary 
background  for  our  students.  An 
orientation  questionnaire  given  to  the 
College  of  Medicine  Class  of  1985, 
prepared  by  Lisa  Leiden,  Ph.D.  from  the 
Medical  Education  Office,  demonstrated 
that  students  are  deficient  in  exposure  to 
computers.  Only  53%  felt  comfortable 
using  them.  Half  of  the  class  had  no 
computer  course  in  their  premedical 
studies,  and  only  11%  had  taken  more 
than  a one-semester  course. 

Fantastic  new  computerized 
educational  devices  such  as  the  optic 
interactive  video  disc  programs  offer 
exciting  opportunities  to  incorporate 
computer  exposure  in  many  fields. 
However,  a formal  computer  course  may 
eventually  be  desirable  in  medical  school. 

An  intriguing  continuing  education 
benefit  that  could  occur  from  computers 
is  the  opportunity  for  a physician  to 
access  personal  past  experience  rather 
than  relying  on  clinical  impressions. 
Comparison  of  results  to  that  of  others 
would  convert  the  practice  of  medicine 
into  a continuing  learning  experience. 

If  the  future  substitutes  computers  for 
the  imperfect  human  memory,  how 


should  this  affect  the  goals  of  medical 
education?  In  the  past  there  has  been  a 
high  priority  on  memorization,  with 
recall  testing  being  the  measurement  of 
effectiveness.  In  the  future  it  may  be 
desirable  to  concentrate  on  the 
understanding  of  concepts  and  skills  of 
observation  and  then  test  the  ability  to 
access  information  and  appropriately 
solve  medical  problems,  to  determine 
effectiveness. 

In  the  future  it  will  probably  be  one's 
ability  to  interface  comfortably  with  one's 
ignorance  that  will  make  one  truly 
educated. 

Robert  M.  Anderson,  M.D. 

Associate  Dean 
Continuing  Medical  Education 
Louis  J.  Kettel,  M.D. 

Dean,  College  of  Medicine 


Auxiliary  Highlights 

Auxiliary  Visits  Capitoi 

ArMA  Auxiliary's  Day  at  the 
Legislature,  January  26,  was  so  successful 
it  should  become  an  annual  event! 

Legislation  Committee  members  Ruth 
Ogden,  Rona  Green,  Sylvia  DeFreitas  and 
Helen  Stern  worked  with  ArMA's  Kevin 
Walker  to  plan  a jam-packed  day  for  the 
36  registrants. 

Auxilians  toured  the  Capitol  learning 
where  their  own  legislators'  offices  were 
located,  how  to  sign  up  for  copies  of  bills 
and  The  Legislative  Review,  where  tea  ask 
about  the  current  status  of  pending  bills, 
committee  agendas,  etc.  Representative 
Jane  Hull  of  Phoenix,  an  Auxiliary 
member  herself,  explained  how  a bill 
becomes  law.  Kevin  Walker,  Associate 
Executive  Director  of  ArMA,  discussed 
current  health-related  bills.  Attorney 
Allan  Stanton,  ArMA  lobbyist,  talked 
about  the  fine  art  of  lobbying. 

When  the  Auxilians  gathered  in  the 
Senate  Gallery,  they  were  introduced  to 
the  Senate  by  Senator  John  Mawhinney 
of  Tucson.  Senate  President  Leo  Corbett 
met  later  with  some  of  the  group.  When 
Fred  DuVal,  an  aide  to  Governor  Bruce 
Babbitt,  encountered  the  Auxilians  in  a 
hall,  he  arranged  for  an  impromptu  tour 
of  the  Governor's  wing. 

At  noon,  the  Auxilians  walked  over  to 
the  Department  of  Health  Services 
Building  where  a conference  room  had 
been  set  aside  so  they  could  eat  box 
lunches — delicious  ones — prepared  by  a 
Phoenix  deli.  ArMA  Executive  Director 
Bruce  Robinson,  Representative  Hull, 
and  Allan  Stanton  were  special  guests. 

Dr.  James  Sarn,  Director  of  the 
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Department  of  Health  Services,  then 
described  Arizona's  new  bill  designed  to 
contain  costs  and  provide  health  care 
services  for  the  indigent.  The  Auxilians 
had  Icits  of  questions  for  him  and  learned 
from  the  frank  and  open  exchange. 

Members  learned  about  ArMA's 
Physician  for  a Day  program,  too.  Dr.  R. 
W.  Griesenbeck  of  West  Sedona  was  the 
volunteer  doctor  that  day.  His  wife  signed 
up  for  the  Auxiliary's  Day  at  the 
Legislature  and  Dr.  Griesenbeck  joined 
the  Auxilians  for  lunch. 

Auxilians  as  Volunteers 

Volunteerism  is  taking  on  added 
importance  because  of  the  cuts  in  federal 
grants  and  the  changeover  to  block 
grants,  AMA  Auxiliary  President  Isobel 
Dvorsky  said  in  recent  Tucson  and 
Phoenix  newspaper  and  radio  interviews. 
Volunteers  are  going  to  have  to  step  in 
and  fill  gaps  in  health  education  programs 
and  health  services  which  are  losing  their 
funding. 

County  medical  society  auxiliaries  have 
had  mcire  than  50  years  of  experience  in 
meeting  health  needs  in  their 
communities,  she  pointed  out,  creating 
programs  or  tailoring  national  auxiliary 
projects  to  meet  the  specific  problem  of 
their  areas.  Auxiliary  members  are 
experts  when  it  comes  to  setting  up 
immunization  campaigns,  nutrition 
education  for  all  ages,  poison  ccmtrol 
projects,  home  care  for  the  aging,  physical 
fitness  programs,  stress  workshops, 
public  forums  about  child  and  wife  abuse, 
training  courses  on  drug  prevention  and 
alcoholism. 

Vcilunteer  services  do  not  replace  the 
professional  services  they  support,  Mrs. 
Dvorsky  continued,  but  they  are 
important  extensions  of  those 
professional  services.  A study  in  the  mid- 
70's  estimated  that  37  million  volunteers 
provided  services  in  one  year  equivalent 
to  3.5  million  persons  working  full  time 
for  that  year.  If  they  had  been  paid  the 
minimum  wage,  their  services  would 
have  cost  their  communities  34  billion 
dollars. 

Mrs.  Dvorsky  added  that  Auxiliary 
members — and  either  volunteers  today — 
are  better  educated,  more  goal-oriented, 
clear  on  what  they  want  to  do  and  what 
they  want  to  gain  from  their  volunteer 
experience.  They  not  only  want  to 
ccintribute  to  their  community,  they  want 
to  add  to  their  own  sense  of  worth  and 
well-being.  Most  Auxiliary  members 
ccintribute  their  time,  skill  and  energies  to 
a variety  of  community  organizations. 
They  are  capable,  experienced, 
enthusiastic  and  seek  responsibility. 

The  national  auxiliary  president  was  in 
Tucson  in  the  fall  to  speak  at  a luncheon 
meeting  marking  the  Pima  County 
Auxiliary's  50th  year  and  in  Phoenix  in 
January  for  the  AMA's  meeting  on  state 
legislature  and  health-related  bills. 
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Editor — 

The  decision  to  discontinue  the 
scientific  portion  of  the  annual  state 
society  meeting,  marks  the  end  of  an  era. 
With  the  wide  diversity  of  professional 
interests,  it  became  poorly  attended. 

The  new  CME  program  sponsored  by 
the  state  society,  the  first  program  on 
"Current  Perspectives,"  recently 
appeared  in  Phoenix. 

New  horizons  in  the  management  tif 
insulin  for  the  dependent  diabetic  was  the 
subject.  It  was  moderately  well  attended, 
began  without  apology,  twenty  minutes 
late. 

The  subject  was  treated  with  authority 
and  dispatch.  You  might  well  watch  for 
subsequent,  "Current  Perspectives,"  as 
the  first  of  this  series  set  a high  standard. 
It  dealt  with  the  practical,  clinical 
applications  for  every  day  office  practice. 

Historically,  you  may  or  may  not  be 
pleased  to  know,  that  Dr.  joslin,  an  early 
advocate  of  strict  dietary  and  blood  sugar 
control  of  his  diabetic  patients,  his 
teaching  has  now  been  vindicated.  Some 
of  you  passed  thrciugh  the  medical  schciol 
halls  a decade  or  so  ago  found  that  this 
strict  control  of  diabetes  was  treated  with 
disdain.  Now  the  evidence  suggests  that 
the  complications  may  be  delayed,  or 
indeed  in  some  instances  there  is  a 
reversal  of  diabetic  complications.  This 
hinges  upon  strict  blood  sugar  control  as 
well  as  good  concurrent  control  of  other 
medical  problems,  especially  hyperten- 
sion. The  more  things  change  the  meire 
they  remain  the  same. 

As  a one  time  student  of  Dr.  Joslin,  it  is 
a pleasure  to  report  that  with  this  return 
to  his  original  teaching  by  the  Lords  cif 
Academia,  he  can  now  cease  twirling  in 
his  grave. 

JoJin  W.  Kennedy, 

PJioenix,  Arizona 


Editor — 

Dean  Robert  Anderson  {Arizonn 
Mt’diciiif,  January  1082)  decries  the 
physician-student  who  asks  his  mentor, 
"How  you  treat?"  rather  than,  "How  you 
understand?" 

The  hapless  teacher  then  must 
choose:  cookbook  or  education? 

Ah,  but  not  so;  this  is  really  not  a 
dilemma,  but  a windfall.  The  teacher  can 
lead  the  student  through  the  gate  of 
"How  to"  into  the  garden  of  "Why  so."  He 
can  use  the  specific  from  the  student's 
medical  practice  to  illuminate  and  to 
incarnate  general  principle. 

He  can,  in  short,  capture  and  exploit  the 
vaxatious  "How  to?"  by  responding: 
"This  is  hciw  to.  And  let  me  tell  you  why." 

William  F.  Sheeley,  M.D. 

Phoenix,  Arizona 
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Briefly  Noted 


New  officers  of  the  Apache  County 
ledical  Society  who  will  serve  during 
982  are:  Jack  I.  Mowrey,  M.D., 
akeside.  President,  and  H.  G.  Erhart, 
[.D.,  Springerville,  Secretary/Trea- 
arer.  Dr.  Mowrey  was  also  elected 
delegate  to  represent  the  Apache  County 
ledical  Society  at  ArMA's  Annual 
leeting  May  20-22  in  Scottsdale. 
Iternate  delegates  are  Arnold  H. 
ysterheft,  M.D.,  Lakeside,  and  Paddy  R. 
arver,  M.D.,  Show  Low. 

Suresh  C.  Anand,  M.D.  of  Ph  oenix 
irticipated  recently  in  a two  week  study 
pur  of  India.  Dr.  Anand  and  his  family, 
ong  with  physicians  from  Arizona, 
alifornia,  and  Massachusetts,  visited 
aspitals  in  Bombay,  Jaipur,  Agra,  and 
ew  Delhi  and  attended  a two-day 
eeting  o f the  B om  bay  Medical 
ssociation. 

Donald  R.  Nelson,  M.D.,  of  Lake 
avasu  City  assumed  his  new  duties  as 
hief  of  the  Medical  Staff  at  Havasu 
egional  Hospital  for  1982.  Charles 
lover,  M.D.,  was  elected  Vice  Chief  of 
raff. 

Harry  S.  Beckwith,  M.D.,  Winslow 
lysician,  retired  from  practice  in 
?bruary  after  40  years  service  in  Navajo 
bunty.  Winslow's  annual  Have  a Heart 
irty  dance  was  dedicated  to  Dr. 
?ckwith,  with  proceeds  donated  in  his 
ime  to  the  recently  completed  H.  S. 
;ckwith  Medical  Clinic  for  the  purchase 
equipment  or  furniture. 


Gerald  F.  Giordano,  M.D.,  of  Tucson 
has  been  appointed  to  a national  advisory 
panel  on  the  use  of  apheresis  in  the 
treatment  of  disease.  The  eight-member 
panel,  established  by  the  Council  on 
Scientific  Affairs  of  the  American 
Medical  Association,  will  prepare  a report 
on  the  state-of-the-art  of  apheresis  in  the 
practice  of  medicine. 

Martin  G.  Fronske,  M.D.,  received  the 
Arizona  Medical  Association's  Pioneer 
Sports  Medicine  Award  on  February  6 
during  the  Association's  8th  Annual 
Sports  Medicine  Symposium.  Dr. 
Fronske's  first  experience  with  sports 
medicine  occurred  in  1915  when  he  gave 
physical  examinations  to  Flagstaff  High 
School  athletes.  He  was  the  official  team 
physician  for  Northern  Arizona 
University  from  1938  to  1973,  and  the 
NAU  Medical  Center  bears  his  name.  He 
won  the  bronze  medal  for  the  high  jump 
(5'8")  at  the  1904  St.  Louis  Olympics  and 
was  recently  inducted  into  the  NAU 
Athletes'  Hall  of  Fame.  He  began  his 
medical  career  in  1908  when  he  cared  for 
loggers  in  a camp  50  miles  from  Gallup, 
New  Mexico.  The  first  baby  he  delivered 
is  now  76  years  old,  and  the  last  baby  he 
delivered  was  his  own  granddaughter, 
Maria  Theresa. 

Robert  L.  Hagan,  M.D.,  of  Phoenix  was 
also  honored  during  the  Sports  Medicine 
Symposium  as  the  recipient  of  the  1982 
Sports  Medicine  Award.  Dr.  Hagan  has 
been  a member  of  ArMA's  Sports 


Communications  Seminar 


Medicine  Section  since  it  was  activated  in 
1970  and  was  co-chairman  of  this  year's 
event.  He  has  served  as  team  physician  at 
both  Cortez  and  Washington  High 
Schools. 

The  Maricopa  County  Medical  Society 
honored  the  following  individuals  at  its 
Annual  Meeting  and  Dinner  January  23, 
1982:  Doctor  Joseph  Bank  Medal  to 
Joseph  C.  Ehrlich,  M.D  .;  Doctor  Clarence 
Salsbury  Medal  to  Robert  E.  G.  Norton, 
M.D.;  Doctor  Leslie  B.  Smith  Medal  to 
Kim  E.  Scott,  M.D.;  Ben  Franklin  Medal 
to  Linda  Alvarez;  and  Distinguised  Public 
Service  Medals  to  Thomas  E.  Bittker, 
M.D.,  Roger  G.  Boylan,  M.D.,  Mrs. 
Shirlee  Hayes,  Mrs.  Cele  Kennedy,  and 
Herbert  J.  Louis,  M.D.  Sue  V.  Newell, 
the  Society's  head  librarian,  received  the 
President's  Award. 

The  Yavapai  County  Medical  Society 
met  on  February  2,  with  30  members 
present.  ArMA  President  Dr.  Clyde  W. 
Kurtz  and  Kevin  Walker,  Associate 
Executive  Director  of  ArMA,  reported  on 
the  indigent  health  care  bill  and 
emphasized  the  need  for  community 
planning. 

Physicians'  Mnnagewent,  a practice 
management  magazine  with  a monthly 
mailing  list  of  more  than  100,000 
physicians,  is  about  to  begin  a regular 
column  that  will  focus  on  physicians  who 
have  an  unusual  practice  or  hobby.  You 
need  not  be  famous  to  be  included.  All 
that  is  necessary  is  that  you  have  a hobby 
that  is  out-of-the-ordinary  or  an 
interesting  type  of  practice.  For  details, 
contact  Nikki  Mertz  at  ArMA. 

And  let  us  hear  from  you  about  your 
professional  activities,  awards  of 
recognition,  elections  to  office,  travels,  or 
work  in  an  interesting  or  unusual  area. 
Items  can  be  sent  to  Arizona  Medicine. 
Phone  calls  also  welcome. 
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For  those  who  thought  that  medicine 
might  be  given  a respite  after  last  fall's 
special  session  on  indigent  and  health  care 
cost  containment,  it  is  time  to  think  again. 
The  Legislature  has  reached  a new  high  in 
the  number  of  bills  introduced  during  the 
current  session,  and  we  certainly  got  our 
fair  share.  Our  Legislative  Committee 
has  reviewed  and  analyzed  over  one 
hundred  pieces  of  legislation  ranging 
from  a bill  that  would  prohibit  the 
importation  of  skunks  into  the  state  to  a 
bill  which  would  rewrite  the  medical 
practices  act  and  give  the  Board  of 
Medical  Examiners  a new  lease  on  life. 

Copies  of  all  legislation  and 
information  on  the  status  cif  bills  may  be 
obtained  by  contacting  the  ArMA  office. 
A partial  list  of  legislation  being 
monitored  by  the  Association  follows: 

SB  1016  would  create  a Department  of 
Commerce  with  licensing  authority  for 
all  health  related  professions. 

SB  1025  would  require  the  use  of  a 
passenger  restraint  system  when 
transporting  a child  under  the  age  of  four. 
SB  1058  requires  that  hospitals  provide 
staff  privileges  for  podiatrists.  On  the 
House  side,  HB  2175  is  identical  in  all 
respects  to  SB  1058. 

SB  1086,  called  the  child  protection  act, 
would  define  a person  as  a born  or  unborn 
child  at  any  stage  of  its  development  from 
the  moment  of  conception.  The  bill  also 
contains  sections  dealing  with  the 
regulation  and  reporting  of  abortion 
procedures,  notice  to  parents,  limiting 
government  support  for  abortion  and 
family  planning,  and  much  more. 

SB  1185  deals  with  prescription 
authcarity  for  registered  nurse 
practitioners. 

SB  1191  is  an  attempt  to  shorten  and 
modify  the  medical  liability  review  panel 
system. 

SB  1193  would  establish  a Health 
Occupations  Board  of  Review  which 
would  be  a central  investigation  and 
hearing  agency  for  health-related 
professicms. 

SB  1199  prescribes  conditions  for  the 
removal  of  corneal  tissue.  On  the  House 
side  HB  2130  is  identical  in  all  respects  to 
SB  1199. 
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SB  1245  provides  for  the  regulation  of 
acupuncture  by  the  Board  of  Medical 
Examiners. 

SB  1264  deals  with  health  care  peer 
review. 

SB  1267  is  an  attempt  to  answer 
questions  raised  since  the  passage  of  the 
Arizona  Health  Care  Cost  Containment 
System  legislation  last  fall. 

SB  1385  is  the  medical  practice  act  and 
provides  for  the  continuation  of  the 
Board  of  Medical  Examiners. 

HB  2020  relates  to  insurance  and  would 
prohibit  denial  of  benefits  for  services 
performed  by  a chiropractor. 

HB  2043  would  require  school  boards  to 
provide  for  two  yearly  examinations  fc>r 
scolicTsis  for  pupils  between  the  ages  c:>f 
ten  and  fourteen. 

SB  2052  is  an  effort  to  control  "look 
alike"  drugs  which  contain  civer  the 
counter  ingredients  such  as  caffine,  but 
are  made  to  look  like  amphetamines  and 
other  controlled  substances. 

HB  2056  would  require  that  parents  be 
notified  of  an  abortion  request  by  an 
unmarried  minor  woman. 

HB  2098  repeals  provisions  relating  to 
comprehensive  state  health  planning  and 
the  certificate  of  need  process.  There  are 
many  other  bills,  such  as  HB  2167,  HB 
2176,  and  HB  2403,  which  deal  with 
comprehensive  health  planning, 
certificate  of  need  requirements  and  rate 
review. 

HB  2103  would  prescribe  mandatory 
instruction  in  substance  abuse  in  Arizona 
high  schools. 

HB  2117  repeals  the  sections  of  law 
dealing  with  the  licensing  and  regulation 
of  lay  midwifery. 

HB  2202  would  continue  the  Board  of 
Naturopathic  Examiners  and  its  licensing 
authority.  HB  2273  would  keep  the 
Osteopathic  Board  alive.  The 
Chiropractic  Board  would  be  continued 
by  HB  2326,  Podiatry  by  HB  2325,  and 
Dispensing  Opticians  by  HB  2211. 

HB  2248  would  add  alprazolam, 
halazepam,  mazindol  and  propoxyphene 
to  the  list  of  Schedule  IV  controlled 
substances. 

HB  2284  would  make  health  records  the 
property  of  the  patient  and  require  that 


the  original  records  be  released  to 
patient  upon  request. 

HB  2286  would  allow  certified  nu 
practitioners  to  prescribe  and  dispei 
drugs  and  perform  minor  surgery. 
HB  2287  would  authorize  clini 
pharmacist  practitioners  to  order  din 
laboratory  tests  and  to  prescribe  i 
dispense  drugs. 

HB  2329  would  create  a joint  Legislat 
Committee  on  Mental  Health  Service* 
develop  a report  on  mental  hea 
programs  and  services  in  the  state. 
HB  2370,  similar  to  HB  2056,  requi 
parental  notification  of  an  abortion  to 
performed  on  an  unmarried 
unemancipated  minor  woman. 

HB  2400  would  provide  statute 
authority  for  existing  maternal  and  cT 
health  services  carried  on  by  I 
Department  of  Health  Services. 

Kevin  Walker 

Associate  Executive  Director 
Arizona  Medical  Association 
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jJJ  History 


lysician  Medal  of 
]nor  Winners  in 
e Arizona  Territory 

hn  W.  Kennedy,  M.D. 

The  medal  of  honor  has  a long,  varied, 
d distinguished  history.  The  bill 
thorizing  the  Navy  Medal  was  passed 
Congress  and  approved  by  President 
)raham  Lincoln  on  December  21, 1861. 
\is  was  soon  followed  by  a similar  action 
lich  authorized  the  Army  Medal  and 
is  signed  into  law  July  12,  1862. 

On  March  25,  1863,  the  first  Army 
edals  were  awarded,  "In  the  name  of 
e Congress  of  the  United  States."  A few 
ys  later  on  April  3,  1863,  the  first  Navy 
edals  were  awarded  to  sailors  and 
arines. 

As  time  wore  on,  and  after  the  close  of 
e Civil  War,  there  was  some  dispute 
'Out  the  propriety  of  some  of  the  awards 
that  by  October  16,  1916,  a board  was 
ithorized  by  Congress  to  gather  all  of 
e Medal  of  Honor  records,  prepare 
atistics,  classify  cases  and  organize  the 
'idence  which  was  to  be  reviewed.  By 
nuary  1917,  all  of  the  2,625  Medals  of 
onor  which  had  been  awarded  up  to  that 
Tie  had  been  considered  by  the  board 
id  911  names  were  stricken  from  the 
;t. 

One  curious  incident  came  up — of 
lese  911  names  864  involved  were  in  one 
'oup,  a case  in  which  the  medal  had  been 
ven  to  members  of  a single  regiment, 
he  regiment's  27th  Maine  Volunteer 
ifantry  enlistment  was  to  have  expired 
me  of  1863.  As  an  inducement  to  keep 
ie  regiment  on  active  duty  during  a 
ritical  period.  President  Lincoln 
athorized  Medals  of  Honor  to  any  of  its 
lembers  who  volunteered  for  another 
lur  of  duty.  The  309  men  who 
olunteered  for  extended  duty,  in  the  face 
f more  action  and  possible  death, 
srtainly  were  demonstrating  "soldier 
ke"  qualities  and  as  such  were  entitled  to 
Ke  medal  under  one  provision  of  the 
riginal  law.  But  their  act  in  no  way 


measured  up  to  1916  standards.  Aclerical 
error  compounded  the  abuse.  Not  only 
did  309  volunteers  receive  the  medal,  but 
the  balance  of  the  regiment,  which  had 
gone  home  in  spite  of  the  President's 
offer,  were  also  awarded  the  medal. 
There  were  47  other  scattered  cases  in 
which  the  board  felt  the  medal  had  not 
been  properly  awarded  and  two  of  these 
were  William  F.  Cody,  better  known  as 
Buffalo  Bill,  and  Mary  Walker,  a Civil  War 
surgeon,  and  the  only  woman  ever  to 
receive  the  honor.  Now  to  get  back  to 
Arizona  Territory. 

During  the  Indian  campaigns,  in  the  far 
west,  the  first  physician  awarded  the 
Medal  of  Honor,  was  earned  by  Assistant 
Surgeon  Bernard  J.  D.  Irwin. 

The  award  stated,  "Place  and  Date: 
Apache  Pass,  Arizona,  February  13-14, 
1861.  Entered  service  at  New  York.  Birth 
Place:  Ireland.  Date  of  Issue:  January  24, 
1894.  Citation:  Voluntarily  took  command 
of  troops  and  attacked  and  defeated 
hostile  Indians  he  met  on  the  way (Please 
note  that  the  citation  in  those  days  was  succinct  and 
to  the  point  and  not  belabored  as  it  is  these  days). 

The  only  other  physician  to  receive  the 
medal  while  on  duty  with  the  Army  in  the 
Arizona  Territory,  was  Assistant 
Surgeon,  Leonard  Wood.  He  entered  the 
service  from  Massachusetts  and  the 
citation  read:  "Voluntarily  carried 
dispatches  through  a region  infested  with 
hostile  Indians,  making  a journey  of  70 
miles  in  one  night  and  walking  30  miles 
the  next  day.  Also  for  several  weeks, 
while  in  close  pursuit  of  Geronomo's 
band  and  constantly  expecting  an 
encounter,  commanded  a detachment  of 
infantry,  which  was  without  an  officer, 
and  to  the  command  of  which  he  was 
assigned  upon  his  own  request."  The 
place  and  date  was  "An  Apache 
campaign,"  summer  of  1886. 

However,  this  award,  recommended  by 
his  commanding  officer.  Captain  Lawton, 
was  to  hang  around  Wood's  neck  like  an 
albatros.  It  was  a good  many  years  before 
it  was  finally  awarded,  not  until  after  the 
turn  of  the  century  when  his  good  friend 
Theodore  Roosevelt  was  President.  By 
this  time  Wood  had  become  a General 


Officer  and  was  commanding  troops  in 
the  line.  He  later  was  to  be  Chief  of  Staff, 
but  he  lost  out  to  Pershing  for  the 
command  of  the  Expeditionary  Force  in 
France  in  World  War  I. 

The  Indian  Campaign  Medals  of  Honor 
were  awarded  in  operations  which  took 
place  between  March  25,  1865,  and 
December  30,  1891. 

We  can  find  record  of  only  two  other 
physicians  who  received  this  award 
during  these  campaigns  but  they  were 
not  awarded  for  action  in  Arizona.  John 
O.  Skinner,  contract  surgeon  of  the  Army 
was  awarded  the  medal  for  action  at  Lava 
Beds,  Oregon  when  he  "Rescued  a 
wounded  soldier  who  lay  under  a close 
and  heavy  fire  during  the  assault  on  the 
Modock  stronghold  after  two  soldiers  had 
unsuccessfully  attempted  to  make  the 
rescue  and  both  had  been  wounded."  The 
second  physician,  Henry  R.  Tilton,  Major 
and  Surgeon,  U.  S.  Army  at  Bear  Paw 
Mountain,  Montana,  was  awared  the 
medal  when  he  "Fearlessly  risked  his  life 
and  displayed  great  gallantry  in  rescuing 
and  protecting  the  wounded  men."  The 
Army  gave  nearly  200  awards  of  this 
medal  during  the  Indian  Campaigns. 

The  Navy  wasn't  exactly  negligent  in 
their  awards  during  this  time;  and,  it 
appeared  that  any  man  who  rescued  a 
shipmate  who  had  fallen  overboard,  was 
awarded  a Medal  of  Honor. 

But  after  review  by  the  board  in  1916, 
the  standards  for  awarding  the  medal 
became  far  more  stringent.  Prior  to  this 
period  it  was  unusual  for  a man  to  lose  his 
life  in  the  performance  of  his  duties  for 
which  he  was  awarded  the  medal.  From 
1916  about  thirty  percent  of  the  awards 
were  given  posthumously. 

From  the  inception  of  the  award  of  this 
medal  in  1861  until  1968,  only  nine 
recipients  are  listed  from  the  State  of 
Arizona.  Doctors  Irwin  and  Wood  were 
the  only  physicians  to  be  awarded  the 
medal  for  service  in  Arizona  Territory. 

Reference 

Medal  of  Honor  1 Sb3-t9bS.  U.  S.  Government 
Printing  Office,  Washington,  D.C.  , 1968. 
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ArMA  Reports 


The  minutes  appearing  in  this  section 
have  been  condensed.  A complete  copy 
of  the  minutes  of  any  meeting  will  be 
mailed  to  any  member  requesting  them. 


AD  HOC  LONG  RANGE 
PLANNING  COMMITTEE 

This  committee  met  on  January  16, 
1982. 

The  committee  reviewed  a report  on 
the  status  of  the  goals  and  objectivies 
established  during  the  workshop  of 
February  28,  1981.  During  the  review 
and  discussion  the  committee  made  the 
following  recommendations  and/or 
formal  motions. 

Instructed  staff  to  develop  a report  that 
would  indicate  which  of  the  of  the  goals 
and  objectives  would  be  of  the  most 
interest  or  greatest  benefit  to  those 
involved  in  various  modes  of  practice, 
i.e.,  HMOs,  IPs,  etc.  Upon  completion, 
the  organizations  would  be  contacted  in 
a statewide  effort  to  promote 
membership. 

The  committee  urged  the  Grievance 
Committee  to  meet  and  to  report  back  to 
the  committee  giving  their  recommend- 
ation on  accomplishing  Objective  C(2) 
under  Goal  I,  i.e.,  “To  increase  service  to 
members  which  might  include  assisting 
with  third  party  grievances.” 

It  was  determined  the  status  report 
reviewed  by  the  committee  would 
become  a part  of  its  annual  report  to  the 
House  of  Delegates. 

It  was  moved  and  carried  that  the  status 
report  be  published,  in  its  entirety,  in  an 
upcoming  issue  of  Medical  Memos,  in  a 
manner  supporting  maximum 
communication  and  input  from  the 
membership. 

It  was  moved  and  carried  that  the 
President  appoint  a committee  to  offer 
aid  and  assistance  to  state  specialty 
societies  to  facilitate  thedevelopmentof 
ArMA  membership  within  those 
societies  which  would  enable  them  to 
meet  the  51%  membership  requirement 
for  representation  in  ArMA's  House  of 
Delegates. 

It  was  moved  and  carried  that  during 
the  time  of  solicitation  for  committee 
membership,  special  effort  be  made  to 
draw  volunteers  from  the  various 
specialty  societies  throughout  the  state. 

It  was  moved  and  carried  that  a 
resolution  be  presented  to  the  1982 
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House  of  Delegates  which  would  allow 
for  the  Ad  Hoc  Long  Range  Planning 
Committee  to  become  a permanent 
committee  in  the  bylaws  of  the 
Association,  with  the  committee  make- 
up, frequency  of  meeting,  etc.,  to  be  left 
to  the  discretion  of  the  Executive 
Committee. 


EXECUTIVE  COMMITTEE 

The  committee  met  on  January  22, 
1982. 

Dr.  James  Sarn,  Director  of  the  Arizona 
Department  of  Health  Services  reported 
on  the  development  of  the  Arizona 
Health  Care  Cost  Containment  System. 
He  reported  that  Henry  Foley,  Ph.D.  had 
been  selected  to  head  the  new  division. 
The  committee  membership  to 
formulate  the  rules  and  regulations 
would  be  completed  in  the  coming 
week,  and  the  process  would  begin  the 
first  of  February.  The  solicitation  of  bids 
would  also  begin  sometime  in  February. 
Consultants  would  be  available  to 
provide  workshops  and  individuals 
would  be  available  to  assist  those 
interested  in  becoming  providers  under 
the  new  program  with  the  adminstrative 
process.  Dr.  Michael  Clement,  Assistant 
Director  of  the  Division  of  Family  Health 
Services  is  presently  in  charge  of 
interesting  providers  in  the  program.  He 
has  been  traveling  the  state  speaking  to 
various  provider  groups,  and  county 
medical  societies.  Now  they  will  begin  to 
have  larger  meetings  in  which 
legislators  will  be  participating.  The  first 
is  tentatively  scheduled  for  February  22 
at  the  Civic  Plaza  in  Phoenix. 

The  opinion  of  Counsel  was  presented 
to  the  committee  concerning  specialty 
society  representation  in  the  House  of 
Delegates. 

It  was  moved  and  carried  to  refer  the 
Honeywell/J.  B.  Rodgers  proposal 
relating  to  ArMA's  heating  and  air 
conditioning  system  and  changes 
required  to  lower  the  existing  utility  bills 
to  the  Finance  Committee  for  study  and 
review  as  to  economic  feasibilty  of  the 
proposal,  requesting  that  the  committee 
provide  the  Executive  Committee  with 
its  recommendations  at  the  earliest 
possible  date. 

The  report  of  the  managment 
consultant  team  will  be  available  for  the 
February  19  meeting  of  the  committee. 
Correspondence  was  received  from  the 
state  of  Oklahoma  and  Perry  Stearns, 
M.D.  The  committee  was  given  status 
reports  on  the  Current  Perspectives 
Series  and  distribution  and  sale  of  the 
brochure  "How  to  Cut  Your  Health  Care 
Costs.” 


LEGISLATIVE  COMMITTEE 

The  Legislative  Committee  met  i 
January  23,  1982. 

The  following  items  were  discuss! 
Department  of  Health  Servic] 
Legislative  priorities;  Arizona  Hosp 
Association’s  legislative  report;  Sen 
Bills;  House  Bills;  Sunset  Revir 
quadruplicate  prescriptions;  medi 
liability  review  panels;  emergency  insi 
sting  treatment  and  long  ran! 
planning.  i 

It  was  moved  and  carried  to  offer  act! 
support  for  the  Department  of  Heal 
Services  Maternal  & Child  Health  ' 
and  to  offer  active  support  for  1^ 
Department’s  management  of  to’ 
substances  bill. 

It  was  moved  and  carried  to  activi' 
study  the  Privacy  of  Medical  Informati 
bill. 

Senate  Bills: 

SB  1016  — Department  of  Commen 
This  bill  would  create  divisions  of  hea 
care  licensing  and  allied  health  cL 
licensing.  It  was  moved  and  carried 
offer  non-support  to  SB  1016.  ' 

SB  1025  — Child  Passenger  Restra 
System.  The  bill  provides  for  the  use’ 
passenger  restraint  systems  for  childr’ 
under  four  years  of  age.  Dr.  Chisho' 
stated  that  the  pediatricians  are  active 
supporting  this  bill.  It  was  moved  af 
carried  to  offer  active  support  of  L 
1025. 

S.B.  1037  — Podiatrists,  Removir' 
Continuing  Education  Requirements, 
was  moved  and  carried  to  take  noactic' 
on  SB  1037.  i 

SB  1038  — Department  on  Aging, 
was  moved  and  carried  to  take  noactic 
on  SB  1038. 

SB  1057  — Hazardous  Wasi' 
Management.  The  committee  agree' 
earlier  to  support  the  DHS  bill.  It  w,” 
moved  and  carried  to  take  no  action  c 
SB  1057. 

SB  1058  — Hospital  Privileges  fr 
Podiatrists.  A detailed  history  of  the  b 
was  presented  and  the  committee  we 
brought  up-to-date  one  the  Houe' 
action  on  the  bill.  The  committee  als! 
discussed  the  current  ArMA  positio' 
paper  on  podiatry.  It  was  moved  an 
carried  to  offer  active  non-supportto  S' 
1058  and  to  support  the  position  of  th 
Arizona  Hospital  Association.  ' 

SB  1059  — Regulation  of  Ambulanc' 
Services.  It  was  moved  and  carried  t' 
take  no  action  on  SB  1059. 

SB  1061  — Home  Day  Care  Healt 
Registration.  It  was  moved  and  carried 
to  actively  study  SB  1061. 

House  Bills: 

HB  2020  — Insurance  Benefits  fo 
Chiropractic  Services.  It  was  moved  ani' 
carried  to  offeractive  non-support  to  HI 
2020. 
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2043  — Examination  of  Pupils  for 
)liosis.  The  committee  objected  to  the 
guage  giving  Chiropractors  the 
ponsibility  along  with  physicians  for 
ining  individuals  in  proper 
iminaton  procedures.  It  was  moved 
J carried  to  offer  active  non-support 
HB  2043. 

2052  — Look-alike  Drugs.  The 
nmittee  discussed  the  look-alike 
igs  in  detail  bringing  up  several  pros 
J cons  of  this  bill.  It  was  moved  and 
Tied  to  actively  study  HB  2052. 

1 2056  — Abortions;  Notice  to 
'ents.  The  committee  discussed  this 
in  two  parts:  Supporting  the  concept 
;his  bill,  and  the  need  for  changing  the 
rding  of  the  bill  to  clarify  “reasonable 
art.”  It  was  moved  and  carried  to 
)vide  general  support  to  HB  2056. 

1 2093  — Drug  Paraphernalia.  It  was 
ived  and  carried  to  take  no  action  on 
1 2093. 

I 2098  — Elimination  of  Health 
inning.  It  was  stated  that  the  position 
the  Arizona  Hospital  Association  is  to 
pose  this  bill  and  that  they  will  offer  a 
which  conforms  with  their  policy  on 
alth  planning.  The  general  feeling  of 
i committee,  however,  was  that  health 
inning  has  not  worked  to  hold  down 
sts  and  may  even  be  responsible  for 
me  increases.  It  was  moved  and 
fried  to  offer  active  support  for  HB 
38. 

> 2103  — Instruction  in  Substance 
use.  It  was  moved  and  carried  to 
Dvide  general  support  for  HB  2103. 

\ 2117  — Midwifery  Repeal.  The 
mmittee  felt  that  the  bill  requires  more 
alysis.  It  was  moved  and  carried  to 
lively  study  HB  21 17. 
is:  2003,  2034,  2041 , 2096, 2053, 2101, 
d HCR  2002  — Driving  Under  the 
luence  of  Alcohol  or  Drugs.  The 
mmittee  decided  not  to  take  any 
tion  on  the  bills  which  deal  with 
iving  under  the  influence  of  alcohol  or 
ugs  at  this  time.  It  was  moved  and 
rried  to  take  no  action  on  HBs:  2003, 
34,  2041,  2096,  2053,  2101.  and  HCR 
02. 

3s:  2040,  2047  and  HCR  2003  — 

ederal  Funds,  Legislative  Approval. 
'.  Flynn  briefed  the  committee  on  the 
lls  which  cover  federal  funds.  It  was 
oved  and  carried  to  take  no  action  on 
3s:  2040,  2047,  and  HCR  2003. 

B2130  — Removal  of  Corneal  Tissue, 
was  moved  and  carried  to  offer  general 
ipport  for  HB  2130. 

B 2145  — Solid  Waste  Management. 
ie  committee  agreed  earlier  to  support 
e DHS  bill.  It  was  moved  and  carried  to 
ke  no  action  on  HB  2145. 

B 2167  — Rate  Review.  It  was  moved 
id  carried  to  take  no  action  on  HB 
167. 


HB  2176  — Health,  CON  Exemptions; 
Authorized  Local  Agencies.  It  was 
moved  and  carried  to  take  no  action  on 
H.B.  2176. 

HB  2187  — Prescription-Only  or 
Dangerous  Drugs:  Minors.  It  was  moved 
and  carried  to  actively  study  HB  2187. 
HB  2223  — Nursing  Care  Institutions; 
Service  Delivery  Requirements.  It  was 
moved  and  carried  to  take  no  action  on 
HB  2223. 

HCR  2010  — Right  to  Life;  Constitu- 
tional Convention.  It  was  moved  and 
carried  to  take  no  action  on  HCR  2010. 

It  was  moved  and  carried  to  support  the 
recommendation  of  the  Health 
Manpower  committee  that  the 
Naturopathic  Board  of  Examiners  and 
Licensing  Authority  be  repealed  during 
the  next  session  of  the  legislature. 

It  was  moved  and  carried  to  offer  active 
non-support  for  quadruplicate 
prescriptions  bills. 

It  was  moved  and  carried  to  support  the 
recommendation  of  the  Professional 
committee  that  any  legislation 
concerning  emergency  insect  sting 
treatment  should  not  be  pursued. 


BOARD  OF  DIRECTORS 

The  Board  of  Directors  met  on  January 
23,  1982. 

Reports  — Activity  reports  from  both 
the  ArMA  Auxiliary  and  ArMPAC  were 
presented. 

Board  of  Directors  — The  following 
items  were  presented  underthis  section: 
BOMEX — Recommendations  for  Future 
Vacancies;  Future  House  of  Delegates’ 
Meeting  Dates;  1982  House  of  Delegates 
Composition — Specialty  Societies; 
AMA  Appointments;  Medicine/Business 
Coalition  Update;  and  Resolution  6-81. 
The  following  motions  were  made:  It 
was  moved  and  carried  that  the  Arizona 
Medical  Association  recommend  to  the 
Governor  of  the  state  of  Arizona  the 
names  of  John  T.  Clymer,  M.D.,  Paul  B. 
Jarrett,  M.D.,  Albert  Rosenblatt,  M.D., 
and  Richard  D.  Zonis,  M.D.,  and  Charles 
F.  Zukoski,  M.D.,  requesting  that  the 
same  be  considered  by  the  Governor  in 
filling  any  vacancies  which  might  arise 
by  reason  of  the  expiration  of  the  term  of 
Arthur  N.  Lindberg,  M.D.  on  March  1, 
1982,  or  Phillip  Z.  Saba,  M.D.  on  July  1 , 

1982. 

It  was  moved  and  carried  approving  the 
following  dates  for  the  Annual  Meetings 
of  the  House  of  Delegates  for  the  years 

1983,  1984  and  1985:  1983,  Friday  and 
Saturday,  May  20-21;  1984,  Friday  and 
Saturday,  May  18-19;  1985,  Friday  and 
Saturday,  May  19-20.  With  the  selection 
of  the  hotel  site  to  remain  the 
responsibility  of  the  Executive 
Committee  and  the  time  schedule  to 


remain  as  presently  being  followed,  i.e., 
a social  function  the  Thursday  evening 
prior  to  the  opening  of  the  House  of 
Delegates  and  the  following  format  for 
Friday  and  Saturday: 

6 A.M.,  Friday,  Executive  Committe 
Breakfast  Meeting 

8 A.M.,  Friday,  Board  of  Directors’ 
Meeting 

10  A.M.,  Friday,  House  of  Delegates’ 
Meeting 

2 P.M.,  Friday,  Amendments  Reference 
Committee 

2 P.M.,  Friday,  Resolutions  Reference 
Committee 

7 P.M.,  Friday,  Reception 

8 P.M.,  Friday,  President’s  Banquet 
6:30  A.M.,  Saturday,  Maricopa  County 
Caucus 

6:30  A.M.,  Saturday,  Pima  County 
Caucus 

8 A.M.,  Saturday,  House  of  Delegates 
Meeting 

12  Noon,  Saturday,  Board  of  Directors 
Meeting 

It  was  moved  and  carried  to  grant 
representation  in  ArMA’s  House  of 
Delegates  to  the  American  College  of 
Physicians  as  the  society  representative 
of  the  Internal  Medicine  specialty. 

It  was  moved  and  carried  to  endorse 
and  submit  to  the  AMA  the 
recommendation  of  Robert  M. 
Anderson,  M.D.  and  Anthony  Vuturo, 
M.D.  for  appointment  to  the  AMA 
Council  on  Medical  Education  or  its 
appropriate  committees. 

It  was  moved  and  carried  that  Dr. 
Samuel  L.  Pallin  be  notified  that  the 
Board  of  Directors  takes  note  of  his 
concerns  regarding  the  procedure 
known  as  “Radial  Keratotomy”  and  that, 
should  he  desire,  he  can  personally 
prepare  and  submit  a resolution 
regarding  that  procedure  to  the  House 
of  Delegates  for  consideration  by  it 
during  meeting  in  May  1982. 
Executive  Committee  — The 
following  items  were  discussed  under 
this  section:  Ratification  of  Minutes; 
Membership  Classification  Changes 
Approved  from  Maricopa,  Pima  and 
Pinal  County  Medical  Societies. 

The  following  motion  was  made:  It  was 
moved  and  carried  to  accept  and  ratify 
the  minutes  of  the  Executive  Committee 
meeting  held  on  October  24,  198, 
following  the  amendment  of  those 
minutes  in  the  following  manner:  That 
the  action  of  the  Executive  Committee 
regarding  execution  by  lethal  injection 
be  changed  to  read  as  follows:  “It  was 
moved  and  carried  that  the  Executive 
Committee  of  the  Arizona  Medical 
Association  endorses  the  appeal  to  be 
submitted  to  the  Governor  of  Oklahoma 
to  prevent  execution  by  the  method  of 
lethal  injection  by  a physicians  and  that 
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Additionally,  it  was  moved  and  carried 
that  the  resolution  relating  to  mandatory 
continuing  medical  education 
submitted  during  the  1981  meeting  of 
the  House  of  Delegates  be  brought  back 
to  the  Board  of  Directors  at  its  next 
scheduled  meeting  with  whatever 
changes  that  would  be  required  to  bring 
ArMA's  requirements  into  line  with 
those  of  the  Board  of  Medical 
Examiners. 

Correspondence  was  received  and  the 
use  of  the  meeting  rooms  in  the 
Association's  office  was  discussed.  The 
request  of  John  F.  Kahle,  M.D. 
concerning  the  WPPA  was  discussed  as 
was  the  status  report  of  the  Ad  Hoc  Long 
Range  Planning  Committee. 

The  following  motions  were  made:  It 
was  moved  and  carried  that  the  report 
on  the  1981  meeting  room  use  in  the 
Association’s  building  be  referred  to  the 
Finance  Committee  for  its  review  and 
study  and  any  recommendations  it 
might  feel  appropriate. 

It  was  moved  and  carried  to  refer  the 
request  of  John  F.  Kahle,  M.D., 
President  of  the  Western  Physician’s 
Purchasing  Association,  dated  January 
22,  1982,  asking  for  the  continued 
endorsement  of  the  WPPA  program  by 
the  Arizona  Medical  Association  to  the 
Medical  Economics  Committee  and  the 
Finance  Committee  for  their  review, 
consideration  and  recommendation  to 
the  Board. 


Future 


Medical  Meetings 


The  following  institutions  and  organizations  hal 
been  accredited  for  their  continuing  medi(j| 
education  programs  by  the  Liaison  Committee 
Continuing  Medical  Education 


Arizona  Chapter,  American  Cancer  Society 
Arizona  Heart  Institute 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O.  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital,  Mesa 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa  ' 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Phoer 

St  Luke's  Hospital  & Medical  Center,  Phoenix 

St  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center.  Phoenix 

Veterans  Administration  Hospital,  Prescott 


The  accredited  institutions  and  organizations  a bo 
produce  a variety  of  continuing  medical  educatit 
programs  Each  accredited  institution  ar 
organization  is  responsible  fordesignating  which 
these  programs  meet  ArMA's  requirements  fi 
Category  1 credit  Physicians  who  participate  j 
programs  which  are  designated  Category  1 t 
accredited  institutions  will  receive  Category  1 crec 
toward  the  ArMA  Certificate  in  CME  and  the  AMA 
Physician's  Recognition  Award 


such  endorsement  beconveyed  by  letter 
to  the  Oklahoma  State  Medical 
Association.” 

It  was  moved  and  carried  to  accept  and 
ratify  the  minutes  of  the  Executive 
Committee  meeting  held  on  November 
20,  1981. 

AMA  Delegation  Report  — The  report 
of  the  AMA  Interim  meeting  was 
received  from  the  Senior  Delegate,  Dr. 
Sattenspiel. 

Articles  of  Incorporation  & Bylaws 
Committee  — The  following  items 
were  discussed  under  this  section: 
Summary  of  Proposed  Bylaws  Changes: 
Resolution  No.  A-1-82;  and.  Student 
Membership. 

The  following  motion  was  made:  Itwas 
moved  and  carried  to  receive  for 
information  only  the  proposed  changes 
to  the  Association’s  bylaws  as  set  forth 
by  the  Articles  of  Incorporation  and 
Bylaws  Committee  in  Resolution  No.  A- 
1-82,  which  such  committee  will  submit 
to  the  House  of  Delegates  for 
consideration  during  its  May  1982 
meeting. 

Finance  Committee  — The  Board  was 
advised  the  annual  CPA  audit  is  being 
conducted  and  the  report  will  be 
available  at  the  next  meeting,  March  27, 
1982. 

Governmental  Services  Committee  — 

The  following  items  were  discussed: 
Repeal  of  the  National  Health  Planning 
and  Resources  Development  Act  of 
1974,  As  Amended;  and  the  Position 
Paper  on  Health  Planning. 

The  following  motions  were  made:  It 
was  moved  and  carried  that  the  Arizona 
Medical  Association  support  the  postion 
of  the  AMA  on  the  repeal  of  the  National 
Health  Planning  and  Resources 
Development  acto  of  1974,  as  amended 
(HR  4554)  and  that  Arizona’s 
congressional  delegation  be  so  notified. 

It  was  moved  and  carried  to  approve 
and  adopt  the  position  paper  on  Health 
Planning  attached  hereto,  marked 
Exhibit  “A”,  and  by  this  reference 
incorporated  herein  and  that  such 
position  paper  be  distributed  to  county 
societies  and  various  health  planning 
agencies  as  determined  by  the 
Governmental  Services  Committee.  (A 
copy  of  this  report  can  be  obtained  from 
the  ArMA  office). 

Health  Manpower  Committee  — 

Under  this  section  report  A of  the  AMA 
Council  on  Medical  Education  adopted 
by  the  AMA  House  of  Delegates  relating 
to  education  of  limited  license 
practioners  was  presented  to  the  Board. 
Medical  Education  Committee  — The 
1979  and  1980  CME  delinquents  were 
brought  to  the  attention  of  the  Board. 
The  following  motion  was  made:  It  was 
moved  and  carried  thatall  action  against 
1979  and  1980  CME  delinquent 
members  be  deferred  at  this  time. 


MARCH 


1st  Symposium  on  Hematologic 
Malignancies 

March  14-21,  1982.  Keystone  Lodgt 
Colorado.  Sponsor:  U of  A College  c 
Medicine.  Contact:  Office  of  Continuin 
Medical  Education  & Outreach,  U of  A Healt 
Sciences  Center,  Tucson,  AZ  8572^ 
Approved  for  hour  per  hour  Category 
credit.  ' 

Current  Perspective  III: 

Pediatrics 

March  17,  1982.  Arizona  Medical  Associatioi 
Office,  Phoenix.  Sponsor:  Arizona  Medics 
Association.  Contact:  Arizona  Medica 
Association,  810  W.  Bethany  Home  Road 
Phoenix,  Arizona  85013.  Approved  for  3' 
hours  of  Category  1 credit. 

New  Horizons  in  Medicine 

March  18-19, 1982.  Good  Samaritan  Hospita 
Sponsor:  Good  Samaritan  Hospital,  Div 
Continuing  Medical  Education.  Contacl( 
Imre  Sandor,  M.D.,  Chairman,  CMI' 
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:|mmittee,  Good  Samaritan  Hospital,  1033 
[jMcDowell  Road,  P.O,  Box  2989,  Phoenix, 
li  85062.  Approved  for  10  hours  of  Category 

•iredit. 

i 

liuries  of  the  Hand  — Acute  Care 
i d Rehabilitation 

liirch  18-20,  1982.  La  Posada  Resort, 
loenix.  Sponsor:  American  Society  for 
I rgery  of  the  Hand.  Contact:  ASSH,  2600 
I uth  Parker  Road,  Ste  132,  Aurora, 
Morado  80014.  Approved  for  16  hours  of 
1 tegory  1 credit. 

Isgnosis  and  Therapy  of  Cardiac  Disorders 

lirch  18-20,  1982.  Scottsdale  Hilton. 

I onsors:  ArMA  and  Postgraduate  Medical 
lurm,  Inc.  Contact:  Daniel  S.  Duick,  M.D., 
ID.  Box  32567,  Phoenix,  AZ  85064. 
.■proved  for  hour  per  hour  Cagetory  1 
;dit. 

I 

ird  Annual  Colloquium 
e Tactile  System,  Implication  for 
cial  and  Emotional  Development 

irch  19-21,  1982.  Caravan  Inn,  Phoenix, 
onsor:  Continuing  Education  Program  of 
nerica  and  The  Center  for  Neurodevelop- 
mtal  Studies,  Inc.  Contact:  Nancy  Henry, 
e Center  of  Neurodvelopmental  Studies, 
4248  E.  Campbell,  Phoenix,  Arizona 
018. 

1 Annual  Urological  Seminar 

arch  20-21,  1982.  Alamos  Resort, 
ottsdale.  Sponsor:  Maricopa  County 
meral  Hospital.  Contact:  Office  of  CME, 
OGH,  2601  E.  Roosevelt.  Phoenix,  Arizona 
008.  Approved  for  14  hours  of  Category  1 
adit. 

itruction  Course  — Cataract  Extraction  & 
Iraocular  Lens  Implantation 

arch  24-26,  1982.  Phoenix,  Arizona, 

lonsor:  The  Eye  Foundation.  Contact: 
)nald  W.  Barnet,  M.D.,  421  N.  18th  Street, 
je  105,  Phoenix,  AZ  85006. 

jjtrition  Concerns  in  Gerontology  for  the 

!arch  25,  1982.  Phoenix,  Arizona.  Sponsor: 
^ntral  Arizona  District  Dietetic  Assocation. 
jantact:  Ling  Patty  R.D.,  Bureau  of  Nutrition 
frvices,  3424  N.  Central  Ave.,  Ste  300, 
fioenix,  AZ  85012. 

Luke's  Focus  '82,  Thoracic  Medicine 

irch  29-31,  1982.  Los  Alamos  Hotel, 
ottsdale.  Sponsor:  St.  Luke's  Hospital, 
antact:  Christine  Campbell,  Meeting 
‘'anner,  St.  Luke's  Hospital  Medical  Center, 
'5  North  18th  Street,  Phoenix,  AZ  85006. 
j>proved  for  hour  per  hour  Category  1 
|3dit. 

i 

! APRIL 


jizona  Chest  Symposium 

]aril  1-3.  Doubletree  Inn,  Tucson,  Arizona, 
iaonsor:  U of  A College  of  Medicine, 
jantact:  Office  of  Continuing  Medical 
jfucation  and  Outreach,  U of  A Health 
piences  Center,  Tucson,  AZ  85724. 
laproved  for  hour  per  hour  Category  1 
|edit. 


The  Psyche,  The  Soma  and  The  Heart 

April  3.  Arizona  Biltmore,  Phoenix.  Sponsor: 
St.  Luke’s  Hospital  and  Medical  Center. 
Contact:  Christine  Campbell,  Medical 
Meeting  Planner,  St.  Luke’s  Hospital  & 
Medical  Center,  525  N.  18th  Street,  Phoenix, 
AZ  85006.  Approved  for  7 hours  of  Category  1 
credit. 


Malignancy 

April  7.  Arizona  Health  Sciences  Center. 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Educaiton  and  Outreach,  U of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 


Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

April  14-16,  1982.  Arizona  Medical 

Association  Office,  Phoenix.  Sponsor:  ACLS, 
Az  Affiliate  Amer.  Heart  Assoc.,  ArMA. 
Contact:  Bevery  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  for  21  hours  of  Category  1 and 
Recertification  course  approved  for  13  hours. 


Pan  American  Cataract  & Intraocular  Lens 
Symposium 

April  17-19.  Scottsdale  Hilton.  Sponsor: 
American  Society  of  Contemporary 
Ophthalmology  and  the  Sight  Foundation. 
Contact:  The  Sight  Foundation,  Inc.,  10503 
Thunderbird  Blvd.,  Ste  9,  Sun  City,  AZ  85351 . 
Approved  for  16  hours  of  Category  1 credit. 


Training  in  Structural  Family  Therapy 

April  17-21,  1982.  Sponsor:  Philadelphia 
Child  Guidance  Clinic  and  Arizona  Family 
Learning  & Communications  Center. 
Contact:  Arizona  Family  Learning  & 

Communications  Center,  Metro  Medical 
Plaza.  Ste  B403,  3201  W.  Peoria  Ave., 
Phoenix,  Arizona  85029.  Approved  for 
Category  1 credit  on  an  hour  per  hour  basis. 

7th  Annual  Update 
Primary  Care 

April  20-24.  Arizona  Health  Sciences  Center, 
T ucson.  Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education  and  Outreach,  L)  of  A Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 


Ultrasound  for  Clinicians 

April  24-25.  Doubletree  Inn,  Scottsdale. 
Sponsor:  American  Institute  of  Utrasound  in 
Medicine,  Phoenix,  Ultrasound  Society,  and 
American  Acedemy  of  Family  Physicians. 
Approved  for  8 hours  of  Category  1 credit. 


Southwestern  Cardiac  Symposium 

April  30-May  1.  Hyatt  Regency,  Phoenix. 
Sponsor:  St.  Luke's  Hospital  and  Medical 
Center.  Contact:  Christine  Campbell, 
Medical  Meeting  Planner,  St.  Luke's  Hospital 
& Medical  Center,  Phoenix,  AZ  85006. 
Approved  for  hour  per  hour  Category  1 
credit. 


MAY 


Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

May  1 3-1  5,  1 982.  Arizona  Medical 
Association  Office,  Phoenix.  Sponsor:  ACLS, 
Az  Affilate  of  the  Amer.  Heart  Assoc.,  ArMA. 
Contact:  Beverly  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013,  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 

Clinical  Seminar  Series 
“Trauma” 

May  15,  1982.  Phoenix.  Sponsor:  Univeristy 
of  Arizona  College  of  Medicine.  Contact: 
Office  of  Continuing  Medical  Education  and 
Outreach,  U of  A Health  Sciences  Center, 
Tucson,  Arizona  85724.  Approved  for  hour 
per  hour  Category  1 credit. 


JUNE 

Desert  Samaritan  Hospital — Hawaiian  CME 
Meeting 

June  19-26.  Kauai,  Hawaii.  Sponsor:  Desert 
Samaritan  Hospital.  Contact:  Office  of  CME, 
Betty  Wood,  Desert  Samaritan  Hospital  1400 
S.  Dobson  Road,  Mesa,  Arizona  85202. 
Approved  for  20  hours  of  Category  1 credit. 


MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month.  Doctors 
Hospital,  5:45  p.m.  J.  South  Classroom. 
Sponsor:  Shrine  Medics.  Contact:  Robert  C. 
Briggs,  M.D.,  5121  N.  Central  Ave.,  Phoenix, 
AZ  85012. 

Office  Psychiatry  for  the 
Primary  Provider 

2nd  Monday  of  month,  4811  N.  7th  Street, 
Phoenix,  AZ.  Sponsor:  Arizona  Health  Plan. 
Contact:  T.R.  Bittker,  M.D.,  Box  5000, 
Phoenix,  AZ  85010.  Approved  for  Category  1 
credit. 

Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
Campbell,  M.D.,  5051  N.  34th  St.,  Phoenix,  AZ 
85018.  Approved  for  2 hours  Category  1 
credit. 

Monthly  Meeting  of  Tucson  Radiologists 

Last  Tues.  of  month.  Plaza  International, 
Tucson,  AZ.  Sponsor:  U of  A Medical  Center, 
Dept,  of  Radiology.  Contact:  Irwin  M. 

Freundlich,  M.D.,  U of  A Health  Sciences 
Center,  Dept,  of  Radiology,  Tucson,  AZ 
85724.  Approved  for  2 hours  Category  1 
credit. 


Review  of  Forensic  Pathology 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a.m.,  120  S.  6th  Ave., 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H.H.  Karnitschnig, 
M.D.,  120  S.  6th  Ave.,  Phoenix,  AZ.  Approved 
for  1 hour  per  session  Category  1 credit. 
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Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  am  in  Phoenix:  1st 
Tues  — Phoenix  Indian  Hospital,  2nd  Tues. — 
Maricopa  County  Hospital,  3rd  Tues  — Good 
Samaritan  Hospital,  4th  Tues.— St.  Joseph's 
Hospital.  Sponsor:  Maricopa  County 

Hospital  (Phoenix  Hospital’s  Affiliated 
Pediatric  Program).  Contact:  J.  Kipp 
Charlton,  M.D.,  2601  E.  Roosevelt,  Phoenix, 
AZ  85008.  Approved  for  1 hour  per  session 
Category  1 credit. 


ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10,000, 
Phoenix,  AZ  85064.  Contact:  Ravi  Koopot, 
M.D. 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m.,  second  floor 
classroom 

ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ.  85008. 
Contact:  Arnold  L.  Kendall,  M.D 
A.S.H.  Psychiatric  Grand  Rounds 
2nd  Wed.,  1:00-2:00  p.m.,  J-6  Conf.  Rm., 
Contact:  Dr.  Conger  & Staff 
Clinical-Pathological  Conference 
3rd  Wed.,  1:30-2:30  p.m.  General  Services 
Bldg.,  Conf.  Rm. 

Medical  Grand  Rounds 

4th  Wed.,  1:00-2:00  p.m..  Medical  Bldg.  Conf. 

Rm. 

BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St.  Joseph's 
Hospital  and  Medical  Center,  350  W.  Thomas 
Rd.,  Phoenix,  AZ  85013.  Sponsor:  St  Joseph's 
Hospital  & Medical  Center.  Contact:  John  R. 
Green,  M.D.  Approved  for  1 hour  Category  1 
credit. 

Neurology  Teaching  Conference 

Tuesdays,  8:30-9:30  a.m,.  Eighth  Floor  Conf. 
Room. 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9:15  a m.,  on  first  and  third 
and  5th,  Eighth  Floor  Conference  Room. 
Neuro-ophthalmology  Conference 
Mondays,  7:30  a m in  8th  floor  neurology 
conference  room. 

Spinal  Injury  Conference 
Wednesdays,  8:15-9:15  a m.,  on  second  and 
fourth  weeks,  in  Neuropathology  Conf. 
Rm. — a multidisciplinary  review  of  admission 
by  neurosurgeons,  orthopedists,  and 
rehabilitation  specialists. 
Neuro-opthalmology  Conference. 

Weekly,  7:30  a.m.,  8th  floor  conference  Rm. 

Neuropathology  of  Gross 

Specimens  Conference 

Thursday,  7:30-8:30  a.m.  in  the  Morgue. 

Neurology-Neurosurgical 

Fridays,  8-9  a m.,  First  Floor  Conference  Rm. 

Neuropathology  or 

Neuroradiology  Conferences 

Friday,  9 a.m.,  Neuropathology  in 

Neuropathology  Conference  Rm., 
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Neuroradiology  in  First  Floor  Conference 
Rm. 

Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  Rm. 
Neurosurgical  Journal  Club 
Saturdays,  9-11  am  in  Eighth  Floor 
Conference  Rm. 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City,  AZ 
85372.  Contact:  Martha  R.  Newby,  ED.D., 
Director  of  Education. 

Medical  Department  Continuing  Medical 
Education 

4th  Wednesday,  12  Noon,  Cl  19.  May,  July, 
Sept.  & Nov 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon,  Educ. 
Center  Classroom  I & II,  May,  July,  Sept,  & 
Nov. 

Surgical  Department  CME 

4th  Friday,  7 a m.,  Educ.  Center  Classrooms  I 
& II.  Contact:  Brian  Updegraff,  M.D. 


CAMELBACK  HOSPITAL 

5055  N.  34th  St.,  Phoenix,  AZ  85018.  Sponsor: 
Camelback  Hospital.  Contact:  T.  F.  Reid,  Jr., 
M.D. 

Clinical  Conference 

3rd  Tuesday,  8-9  a.m. 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L.A.  Rosati,  M.D.  Approved  for 
category  1 credit. 

CME  Programs 

Weekly  Tuesday,  7 p.m.,  Cafeteria-West  End. 
Clinical  Conference  — Dept,  of  Medicine 

Weekly  Thurs.,  12:30-1:30  p.m.  Buffet  Lunch, 
Grande  Rm. 

OB/GYN  Medical  Staff  Conference 

Weekly.  Monday,  12:30-1 :30  p.m.  Grande  Rm, 
Pediatric  Case  Conference 

2nd.  Friday,  12:30  p.m.,  Grande  2 

DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information. 

Physicians  Continuing  Education  Program 

1st  Thursday.  12:30  p.m..  Classrooms. 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N.  Wilmont  Road,  Tucson.  AZ  85712. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 

Family  Practice  Department  Meeting 

1st  Monday,  12  Noon,  (March.  June,  Sept, 
and  December)  Contact:  R.  Grossman,  M.D 

Surgical  Department  Meeting 

3rd  Monday,  11:45  p.m. 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N.  Beaver  Street,  P.O.  Box  1268, 
Flagstaff  AZ  86002.  Contact:  B.  C. 
Hirschberg,  M.D.,  CME  Program  Clinical 
Conference.  Approved  for  category  1 credit. 


Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm. 

Clinical  Conferences 

Weekly  Tuesdays,  12:30  p.m.,  Tollefson  R ^ 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m..  Hospital  Conf.  R 

Mortality  & Morbidity  Conference 

1st  Thursday,  12:30  p.m.,  Hospital  Conf.  R 

GOOD  SAMARITAN 
HOSPITAL 

1033  East  McDowell  Rd.,  Phoenix,  / 
Contact:  W.  J.  Howard,  M.D.  Approved  1 
category  1 credit. 

Anatomical  Path.  & Cytology 

Weekly,  Mondays  4:00-5:00  p.m.,  S-4  Cc 

Rm. 

Gynecological  Section  Conference 

2nd  Monday,  12:30-1:30  p.m..  West  Rm 
Monday  Noon  Conference 
Weekly,  12:00-1:00  p.m.  R-2  Conf.  Rm. 
Mortality/Morbidity,  Surgery  Comm. 

2nd  Monday,  11:30-2:00  p.m..  West  Rm. 
Obstetrical  Section  Conference 
1st  Monday,  12:30-1:30  p.m..  West  Rm. 
Pulmonary  Disease  Grand  Rounds 
Weekly,  12:00-1:00  p.m.,  D-5  North 
Family  Practice  Conference 
Weekly,  Tuesday,  12:00-1:00  p.m..  Fa 
Practice  Conf.  Rm. 

Pediatric  Grand  Rounds 

3rd.  Tuesday,  7:30-8:30  a.m..  Contact:  Pa 

Bergeson,  M.D. 

Phoenix  Plastic  Surgery 

Residency  Conference 

Weekly,  5 p.m. -6  p.m..  Education  Buildin 

Contact:  Robert  McGregor,  M.D. 

PM  & R Noon  Inservice 

2nd  & 4th  Tuesday,  12  Noon,  R-2  Confereni 

Rm. 

Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m..  West  Ri 
Contact:  John  A.  Bruner,  M.D. 

Combined  Cardiovascular  & Family  Practk 
Conf. 

1st,  2nd,  & 4th  Wed.,  12:00-1:00  p.m.,  D 
North. 

Learning  Disabilities 

Weekly,  10:30-12:30  p.m.,  R-2  Conf.  Rm. 

OBGYN  Dept.  Review  & Statistics 

Weekly,  12:30-3:00  p.m.,  OBGYN  Conf.  Ri 
Gynecological  Pathology 
Weekly,  Thursday,  1:00-2:00  p.m.,  S-4  Cor 
Rm 

Gl  Radiology  Conference 

1st  Thursday,  12:00-1:00  p.m.,  F15 
Radiology  Conf.  Rm. 

Phoenix  Ultrasound  Soc.  Meeting. 

Medical  Education  Building.  Contact:  C 
Ben  Ora 

Neurology  Grand  Rounds 

Weekly,  Thursday,  9:00-10:00  a.m.,  D 
North. 

Surgical  Grand  Rounds 

Weekly,  7:00-8:30  a.m..  Education  BuildiO' 
Contact:  Dr.  Gilsdorf 

Tumor  Treatment  Planning  Conf. 

2nd  & 4th  Thursdays,  12:00-1:00  p.m.,  F15 
Radiology 

Joint  Tumor  Gyn  Conference 

2nd  Friday.  12:30-1:30  p.m..  West  Rm. 

Medical  Grand  Rounds 

Weekly,  Friday,  8:00-9:00  a.m..  West  Rm. 

Neuropathy  Conference 

Last  Friday,  1:15-2:15  p.m.„S-4  Morgue. 

Psychiatry  Grand  Rounds 

Weekly  Friday,  11:30-1:00  p.m..  East  Rm. 


Phoenix  Baptist  Hospital 
and  Medical  Center 

presents 


CRITICAL  CARE 


SYMPOSIUM 

for  physicians,  nurses,  paramedics,  physician  assistants, 
and  highly  recommended  for  resident  physicians 

Gain  an  in-depth  knowledge  of  the  aspects  of  shock  syndrome. 
Special  emphasis  will  be  placed  on  understanding  and  recognition  of 
shock  and  the  differentiation  of  types  of  shock. 

With  featured  speakers: 

H.J.C.  Swan,  M.D.,  Ph.D.  Los  Angeles,  California 

Edward  Genton.  M.D.,  F.A.C.P.,  F.A.C.C.,  Hamilton,  Ontario,  Canada 

Andrew  S.  V\fechler,  M.D.,  Durham,  North  Carolina 

April  29-30,  1982 

Ramada  Renaissance  Hotel /Phoenix,  Arizona 

For  further  information  contact: 

Sharon  Luczu,  Allied  Health  Coordinator 

Phoenix  Baptist  Hospital/6025  N.  20th  Ave./Phoenix,  Az.  85015 
(602)  249-0212,  ext.  2790 

PHOENIX  BAPTIST  HOSPITAL  AND  MEDICAL  CENTER 

6025  North  20th  Avenue/Phoenix,  Arizona  85015 


KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E.  Ajo  Way,  Tucson,  AZ.  8571 3.  Contact: 
Eric  C.  Ramsay,  M D.,  Approved  for  Category 
1 credit. 

Medical  Conference 

Weekly,  12:30  p.m.,  Contact:  Chief  Medical 
Resident. 

Surgical  Connference 

Weekly,  Mondays,  Contact:  R.  Fischer,  M.D. 
Medical  Conference 
Weekly,  Monday,  12:30  p.m. 

OB/GYN  Pathology  Conference 
Weekly,  Thursday,  (except  2nd)  1:30  p.m., 
Contact:  J Wurzel,  M.D. 

Psychiatry  Journal  Club 
Weekly,  Thursday,  12  Noon,  Contact:  Jose 
Santiago,  M D 
Medical  Conference 

Weekly,  Friday,  12:30  p.m.,  Contact:  Chief 
Medical  Resident 

MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave.,  Phoenix,  AZ  85008 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.. 

Conference  Rms. 

Tumor  Board 

1st  & 3rd  Mondays,  12-1  p.m..  Medical 
Conference  Rms. 

MARICOPA  COUNTY 
GENERAL  HOSPITAL 

2601  E.  Roosevelt,  Phoenix,  AZ  85008. 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p.m..  Contact:  S.  Schaffner,  M.D. 

Chest  Surgery  Conference 

Weekly,  Mondays,  1:30  p.m.,  Santa  Cruz  Rm. 

Hematology  Conference 

2nd  Tuesday,  1:00  pm..  Contact:  Walt 

Koppenbrink,  M D. 

OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday,  12  Noon,  Santa  Cruz  Room 

Obstetrical  Problem  Conference 

Weekly  Tuesday,  7:30  a.m.,  Yavapai  Rm. 

Orthopedic  Conference 

Weekly  Tuesday,  7:30  a m.,  Santa  Cruz  Rm. 

Pediatric  Grand  Rounds 

2nd  T uesday,  7:30-8:30  a m..  Contact:  Robert 

Ganelin,  M.D, 

Urology  Discharge  Planning  Conference 

Weekly,  11:30  a m..  Station  42 

Hand  Surgery  Conference 

Weekly  Wed,  a m.,  Santa  Cruz  Rm. 
Neurosurgery  Discharge  Planning 
Weekly  Wed.,  1:30  p.m..  Station  42, 
OB/Neonatology  Seminar 
Weekly,  Wed.  7:30  a.m.,  Yavapai  Rm. 

Clinical  Psychiatric  Conference 

Weekly,  Wed.,  11-12  p.m,.  Mental  Health 

Annex,  Rm.  1346. 

Surgery  Conference 
Weekly  Wed.,  7-8  a m..  Surgical  Dept. 
Current  Concepts  in  Medicine  & Surgery 
1st  Thursday,  1 p.m..  Dr.  Hospital  Class  Rm., 
Contact:  Dr.  Tamsky. 

Cardiology  Conference 
Weekly  Thurs.,  2 p.m.,  Santa  Cruz  Rm. 
OB/GYN  Resident  Conference 
Weekly  Thurs.,  12  p.m.,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  Rm. 


OB/GYN  Surgical  Pathology  Conf. 

Weekly  Friday,  7:30  a.m.,  Yavapai  Rm. 

Orthopedic  X-Ray  Conference 

Weekly  Friday,  7:30  a m.,  Santa  Cruz  Rm. 

MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  85201. 
Contact:  Daniel  J.  Kuntz,  M.D. 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm. 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N.  20th  Ave.,  Phoenix,  AZ  85015. 
Contact:  Leonard  M.  Lapenson,  M.D., 
Approved  for  Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium. 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday,  12  noon,  5th  floor  auditorium. 

PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St.,  Phoenix,  AZ  85016. 
Contact:  Leland  L.  Fairbanks,  M.D., 
Approved  for  category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  a m..  Contact:  D. 

Randall,  M.D. 

Clinical  Staff  Teaching  Conference,  Rm.  A. 

Wed.  Weekly,  8:00  a.m. 

Otolaryngology  Grand  Rounds 

4th  Wednesday,  4-5  p.m..  Conference  Rm.  A, 
Contact:  N.  Wendell  Tood,  M.D. 

Family  Practice/Emergency  Room  Teaching 
Conference 

Thursday  Weekly,  7:30-8:30  a.m.,  Conf.  Rm. 
A,  Contact:  Drs.  L.  Fairbanks  & E.Y.  Hooper. 

PHOENIX  MEMORIAL 
HOSPITAL 

1201  S.  7th  Ave.,  Phoenix,  AZ 85036.  Contact: 
George  Scharf,  M.D.  Approved  for  Category 
1 credit. 

Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf.  Rm. 

Clinical  Conferences 

Weekly  Tuesday,  12:30  p.m.,  Kiva 
Conference  Rm. 

Tumor  Board  Conference 

Weekly  Friday,  12  p.m.,  Kiva  Conf.  Rm. 

Contact:  H.  Kimball,  M.D. 

SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street,  Scottsdale,  AZ  85251 
Contact:  W.  S.  Williams,  M.D.,  Approved  for 
Category  1 credit. 

Family  Practice  Conference 

1st  Monday.  12:30  p.m..  Doctors'  Lounge 

Emergency  Medical  Services  Conference 

2nd  Monday,  12:30  p.m..  Doctors’  Lounge 

Neurology/Neurosurgery  Conference 

3rd  Monday,  12:30  p.m..  Doctors’  Lounge 

CPC  Conference 

4th  Monday,  12:30  pm.  Doctors'  Lounge 

Pediatrics  Conference 

5th  Monday,  12:30  p.m..  Doctors'  Lounge 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m..  Doctors’  Lounge 


I 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors’  Loungii 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors’  Loungil 

Medical  Subspecialties 

5th  Tuesday,  12:30  p.m..  Doctors’  Loungi 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m..  Doctors’  Lounc 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors’  Lounc 
Gl/Med/Surg/Radiology  Conference 

2nd  Friday,  12:30  p.m..  Doctors’  Lounge 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ  850 
Contact:  Joseph  C.  White,  M.D. 

OB/GYN  Section  Conference 

3rd  & 4th  Mondays,  12:30-1:30  p.m.,  1st  FIc 

Conf.  Rm. 

Genetics  Conference 

Weekly  Monday,  12:30  p.m.,  Pediati 
Department. 

Pediatric  Rounds  [ 

Weekly  Monday,  Wed.  & Friday,  10:30  a.r 
Pediatric  Department.  i 

Pediatric  Grand  Rounds  | 

4th  Tuesday,  7:30-8:30  a m..  Contact:  J.  Ki|i 
Charlton,  M.D.  i 

ECG  Conference  ' 

Weekly  Tuesday,  12:30  p.m.,  Pediatr 
Department. 

Medical  Grand  Rounds 

Weekly  Wednesday,  8 a.m.,  1st  Floor  Cot 

Room. 

Visiting  Professor  Formal  Presentation 

Weekly  Thursday,  8 a.m.,  PIMC 

Visiting  Professor  Informal  Presentation 

Weekly  Thursday,  9:30  a.m.,  1st  floor  Cor 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly  Thursday,  12:30  p.m.,  PIMC 
Nephrology  Conference 
Weekly  Fridays,  12:30  p.m.,  Pediatr 
Department. 


ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road,  Tucson,  AZ.  Contac 
Eric  G.  Ramsay,  M.D.  Approved  for  Catego 
1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday,  12  p.m..  Contact:  Wr 
Moteforte. 

Ophthalmology  Morbidity/Mortality  Conf. 

4th  Tuesday,  12:15  p.m..  Contact:  Kii 
Sowards. 

Current  Concepts  in  Medicine 

Weekly,  Tuesday,  12  p.m..  Auditorium. 
Hematology-Oncology  Conference 
Last  Wednesday,  12:15-1 :15  p.m..  Contact:  fi 
Salmon,  M.D. 

ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER  | 

525  North  18th  Street,  Phoenix,  AZ,  Contac  j 
Gerald  L.  Hansbro,  M.D.  I 

Cardiac  Conference 

Weekly  Monday,  12:15  p.m..  Auditorium  | 

Chest  Conference 

4th  Monday,  12:15  p.m.,  Phillips  Auditoriun 
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First  Class 
First  Aid 


Broad-spectrum  antibacterial  | • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains:  Aerosporin”'  (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (eguivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  ana  y?  oz  and  '/n  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  (or 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result 
'/a 


bacterial  infection.  Prophvlacticafix  the  ointment'may  be  used  to  prevent  bicferial  contami- 
nation  in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  ‘ 


and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIDNS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicify  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  tnis  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo- 


' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Motrin* 

ibuprofen,Upiohn 

600 mg  Tablets 


r your  patients 


© 1981  The  Upjohn  Comparv 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


J-904W  Juyi981 


DECREASED  TOTAL  WAKE  TIME  EVEN  AFTER  TWO  WEEKS  OF  THERAPY' 


Secobarbital 
too  mg 


Methaqualone 
400  mg 


Chloral  hydrate 
1000  mg 


Ethchlorvynol 
500  mg 


DALMANE 
30  mg 


•p<0.01 

Adapted  trom  Kales  A.  e(  at.  J Clin 
Pharmacol  17:207-213,  Apr  1977 


Glutethimide 
500  mg 


ITH  AN  UNSURPASSED  RECORD 
F EFFICACY  AND  SAFETY 


le  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
^en  documented  in  185  studies  involving  9141  pa- 
nts suffering  from  one  or  more  of  the  three  major 
'ms  of  insomnia-difficulty  falling  asleep,  staying 
leep  and  sleeping  long  enough.* 

jiative  safety  was  demonstrated  in  a large  study  of 
42  hospitalized  medical  patients.  Only  3.1%  of 
3se  patients  reported  adverse  reactions-predomi- 
intly  unwanted  residual  drowsiness.  None  of  the 
actions  were  considered  serious  by  attending 
lysicians.* 

DR  SLEEP  WITHIN  17  MINUTES" 

ND  NO  WORSENING  OF  SLEEP 
N DISCONTINUATION 

apid  sleep  induction,  within  17  minutes  on  average, 

Its  the  stage  for  insomnia  relief.  And,  after  discontinu- 
ion  of  Dalmane  for  periods  ranging  up  to  14  nights, 

) worsening  of  sleep  compared  with  baseline 
as  observed." 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 


DALMANEc 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 


nould  insomnia  recur,  the  patient  may  require  guid- 
ice  in  setting  up  a regular  sleep  program  to  help 


Please  see  reverse  side  for  a summary 
of  product  information. 


SLEEP-SPECIFIC 

DALMANE€ 

flurazepam  HCI/Roche 

One  15-mg  capsule  P.s. -recommended  initial  dosage 
for  elderly  or  debilitated  patients. 

One  30-mg  capsule  b.s. -usual  adult  dosage 

(15  mg  may  suffice  in  some  patients) 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated^ 

• No  chemical  interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose. 
SGOT,  alkaline  phosphatase  and  total  protein^'^  (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  reported'® 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific.®  yet  are  sometimes  used  in 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly’” 

-which  can  require  careful  monitoring  in  cardiovascular 
patients’” 

-which  have  strong  anticholinergic  effects'” 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents  " 

-which  may  produce  stimulation  instead 
-which  have  anticholinergic  effects  ' 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients’^ 

-where  tolerance  for  sedation  appears  rapidly'^ 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation/ 

References:  1.  Kales  A et  al  J Clin  Pharmacol  17.207-213.  Apr  1977  2.  Data  on  file  Medical 
Department.  Hoffmann-La  Roche  Inc  . Nutley  NJ  3.  Greenblatt  DJ.  Allen  MD.  Shader  Rl  Clin 
Pharmacol  Ther  21  355-361.  Mar  1977  4.  Kales  A,  et  al  Clin  Pharmacol  Ther  18  356-363.  Sep 
1975  5.  Moore  JD.  Weissman  L J Clin  Pharmacol  16  241-244  May-Jun  1976  6.  Spiegel  HE 
Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc  . Nutley  NJ  7.  Robinson  DS. 

Amidon  EL  Interaction  of  benzodiazepines  with  warfarin  in  man.  in  The  Benzodiazepines. 
edited  by  Garattmi  S Mussini  E.  Randall  LO  New  York.  Raven  Press.  1973,  pp  641-646 

8.  Warfarin  Study  Data  on  file  Medical  Department.  Hoffmann-La  Roche  Inc  , Nutley  NJ 

9.  Baldessarini  RJ  Drugs  and  the  treatment  of  psychiatric  disorders,  chap  19.  in  Goodman 
and  Gifmans  The  Pharmacological  Basis  ol  Therapeutics,  ed  6 New  York,  Macmillan 
Publishing  Co  Inc  . 1980.  pp  391-447  10.  Cole  JO.  Davis  JM  Antidepressant  drugs,  chap 

31  2.  in  Comprehensive  Textbook  of  Psychiatry  II.  edited  by  Freedman  AM.  Kaplan  HI,  Sadock 
BJ,  ed  2 Baltimore  The  Williams  & Wilkins  Company,  vol  2,  1976,  pp  1941-1956  11.  Douglas 
WW  Histamine  and  5-hydroxytryptamine  (serotonin)  and  their  antagonists,  chap  26.  m 
Goodman  and  Gilmans  The  Pharmacological  Basis  of  Therapeutics,  ed  6 New  York. 
Macmillan  Publishing  Co  Inc  , i960,  pp  609-646  12.  Davis  JM.  Cole  JO  Antipsychotic  drugs, 
chap  31  1.  in  Comprehensive  Textbook  of  Psychiatry  If.  edited  by  Freedman  AM  Kaplan  HI 
Sadock  BJ,  ed  2 Baltimore,  The  Williams  & Wilkins  Company,  vol  2.  1976.  pp  1921-1940 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  i 
asleep,  frequent  nocturnal  awakenings  and  or  early  morning  awakening:  in| 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronii 
medical  situations  requiring  restful  sleep  Objective  sleep  laboratory  data  h 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration.  Si 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  ge 
not  necessary  or  recommended  Repeated  therapy  should  only  be  undertc 
with  appropriate  patient  evaluation.  ; 

Contraindications;  Known  hypersensitivity  to  flurazepam  HCI:  pregnancy* 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  preg 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise  patients 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  t 
other  CNS  depressants.  An  additive  effect  may  occur  if  alcohol  is  consume 
the  day  following  use  for  nighttime  sedation.  This  potential  may  exist  for  se 
days  following  discontinuation  Caution  against  hazardous  occupations  rec 
complete  mental  alertness  (e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following  | 
ingestion.  Not  recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not  been  reported  o 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  grade 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period 
time.  Use  caution  in  administering  to  addiction-prone  individuals  or  those  v 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  thi 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confu 
and  or  ataxia.  Consider  potential  additive  effects  with  other  hypnotics  or  Cl 
depressants.  Employ  usual  precautions  in  severely  depressed  patients,  or 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impairf 
renal  or  hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering, 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients.  Sev 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pai 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitatior 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have  also  bee 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  it 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  ano 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinatio 
and  elevated  SGOT  SGPT  total  and  direct  bilirubins,  and  alkaline  phospha 
and  paradoxical  reactions,  e g.,  excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  o 
debilitated  patients:  15  mg  recommended  initially  until  response  is  determi 
Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


The  Psyche,  The  Soma  and  The  Heart 

A seminar  exorriining  psychological  and  behavioral  aspects  of  cardiovascular  disease  and 
its  treatment,  including  associated  depressions,  sexual  dysfunction  and  grief  reactions. 


Sotuiday,  April  3, 1982  • The  Arizona  Biltmore  Resort,  Phoenix 


Faculty: 


Robert  S,  Eliot,  M.D, 

University  of  Nebraska  Medical  Center 
Omaha,  Nebraska 


Cynthia  Scalzi,  R.N. 
U.C.L.A.  School  of  Nursing 
Los  Angeles,  California 


Richard  Obershow,  M.S.W 
Grief  Center 
Burnsville,  Minnesota 


Stephen  B,  Shanfield,  M.D, 
University  of  Arizona 
Tucson,  Arizona 


Sponsored  by  Behavioral  Health  Services 
St.  Luke’s  Medical  Center,  Phoenix 


Approved  for  7 hours  of  CME  credit  (category  1) 

For  additional  information,  contact:  Christine  Campbell 

Medical  Meeting  Planner 
St.  Luke's  Medical  Center 
525  N.  18th  Street 
Phoenix,  Arizona  85006 
(602)  251-8402 


Surgery  Conference 

1st  Tuesday,  12:15  p.m.,  Auditorium 

Emergency  Medicine  Conference 

1st  Wednesday.  12:15  p.m.,  Auditorium 

Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday,  12:15  p.m..  Auditorium 

Pulmonary  Case  Conferences 

1st  Thursday,  7:30  a.m.,  Phillips  Auditorium 

Psychiatry  Conference 

3rd  Thursday,  7 a.m..  Auditorium 

Combined  Medical  General 
Practice  Conference 

1st  Friday,  12:15  p.m.,  Auditorium 

Toxicology  Grand  Rounds 

2nd  Friday,  7:30  a.m..  Auditorium 

Ophthalmology  Conference 

1st  Saturday,  8:30  a m..  Auditorium 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St.  Mary's  Road,  Tucson,  AZ  85703. 
Contact:  see  below. 

Monthly  Specialty  Conference  — 

Depf.  of  Surgery 

1st  Monday,  7:30  a.m.,  Century  Rm.  A., 
Contact:  Med.  Staff  Office. 

Grand  Rounds;  Medical  Surgical,  Family 
Practice,  Pathology,  Radiology 

Weekly  Thursday 

Emergency  Medicine  Lectures 

Weekly  Thursday,  8 a.m..  Century  Room  A. 

Mental  Health  Update 

1st  Friday,  11:30-1:00  p.m.,  Century  Rm.  A. 


Cardiology  Conference 

Weekly  Friday,  8:00-9:00  a.m..  Century  Rm., 
Contact:  Anthony  Forte,  M.D. 


TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 

Cardiology  Conference 

Weekly  Monday,  except  last,  12  Noon, 

Contact:  M.  Maximov,  M.D. 

Dermatology  Conference 

4th  Monday,  5:00  p.m.,  Contact:  R.  Miller, 

M.D. 

Endocrinology  Conference 

Last  Monday,  12  p.m..  Contact  M.  Parker, 
M.D. 

Perinatal  Conference 

2nd  Monday,  7:30  p.m..  Contact:  J.  Lehman, 
M.D. 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon:  Contact:  C.  Peter 
Crowe,  Jr.,  M.D. 

Chest  Conference 

1st  Tuesday,  12  noon,  Contact:  William 
Nevin,  M.D. 

Hematology  Conference 

4th  Tuesday,  12  Noon,  Contact:  M.  Boxer, 
M.D. 

Infectious  Disease  Conference 

3rd  Tuesday,  12  noon.  Contact:  B.  Friedman, 
M.D. 


Nephrology  Conference 

2nd  Tuesday,  12  noon.  Contact:  Dr.  Seltzer. 

Orthopedic  Conference 

1st  Tuesday,  7:30  p.m..  Contact:  Jay  Katz, 

M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  p.m.,  Contact:  Dr. 
Lightner. 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m,,  Contact:  Robert  Foote. 
M.D. 

Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a.m..  Contact:  Dr. 
Fuchs. 

Family  Practice  Meeting 

2nd  Wednesday,  12:30  p.m,,  Jan.,  April,  July, 
& Oct.  Contact:  C.  Mangelsdorf,  M.D. 

Medical  Conference 

Weekly  Wednesday,  8:00  a m..  Contact:  M. 
Fuchs,  M.D. 

Neurology-Neurosurgery  Conference 

Weekly  Wednesday,  12  noon.  Contact:  H.  W. 
Buschsbaum,  M.D. 

Dermatology  Conference 

1st  Thursday,  12  noon,  Contact:  R.  Friedman, 

M.D. 

Neuroradiology  Conference 

Weekly  Thursday,  5:00  p.m.,  Contact:  N. 
Komar.  M.D. 

Tumor  Conference 

Weekly  Thursday,  12  noon.  Contact:  Cancer 
Committee. 

Pulmonary/Infectious  Disease 
Case  Conference 

2nd  Thursday,  7:30  a m.,  Contact:  William 
Nevin.  M.D. 


ARIZONA  MEDICINE  209 


SOUmWESTERN 

CARDIOI^SCULIR 

SYMPOSIUM 

sponsored  by  Departments  of  Cardiovascular  Surgery  and 
Cardiology,  St.  Luke's  Medical  Center,  Phoenix,  Arizona 

April  30-Mayl,  1982 

The  Hyatt  Regency  Hotel,  Phoenix 

Guest  Faculty: 

E.  STANLEY  CRAWFORD,  M.D.,  Professor  of  Surgery,  Baylor  College  of  Medicine, 
Houston,  Texas,  JAMES  S.  FORRESTER,  M.D.,  Professor  of  Medicine,  UCIV\  School  of 
Medicine,  Los  Angeles,  California.  DONALD  C.  HARRISON,  M.D.,  President,  Ameri- 
can Heart  Association;  Chief,  Cardiology  Division,  Stanford  University  School  of 
Medicine,  Palo  Alto,  California.  VOLKER  SCHLOSSER,  M.D.,  Professor  and  Chair- 
man, Department  of  Cardiovascular  Surgery,  University  of  Freiburg,  Freiburg,  West 
Germany.  MARKO  TURINA,  M.D.,  Professor  and  Chairman,  Department  of  Cardio- 
vascular Surgery,  University  of  Zurich,  Zurich,  S\A/itzerland.  JURO  WADA,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Cardiovascular  Surgery,  Tokyo  Women's 
Medical  College,  Tokyo,  Japan.  ERNST  WOLNER,  M.D.,  Professor  and  Chairman, 
Second  Surgical  Unit,  University  of  Vienna,  Vienna,  Austria. 

Symposium  Co-Chairmen: 

George  Bandy,  M.D.,  Cardiology 

Cecil  C.  Vaughn,  M.D.,  Cardiovascular  Surgery 

For  additionai  information,  contact: 

Christine  Campbell,  Medical  Meeting  Planner 

St,  Luke's  Medical  Center 

525  N.  18th  Street,  Phoenix,  Arizona  85006 

[602)251-8402 


G— I Conference 

Weekly  Friday,  12  noon.  Contact:  George 
Kerrihard,  M.D. 

Interhospital  Nuclear  Medicine  Conference 

Weekly  Friday,  7:15  a m..  Contact:  S.V.  Hilts, 
M.D 

OB/GYN  Conference 

1st  Friday,  7:30a.m.,  Contact:  Charles  Parker, 
M.D. 

OB/GYN  Pathology  Conference 

3rd  Friday,  7:30  a.m.,  Contact:  R.  Spark,  M.D. 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road,  Phoenix, 
AZ  85012.  Contact:  Alfred  Heilbrunn,  M.D. 
Approved  for  Category  1 credit. 

Gl  X-Ray  Clinical  Correlation  Conf. 
j 1st  & 3rd  Monday,  1 p.m.,  Rm.  C435,  Contact: 

' Drs.  Sanowski,  & Nielsen. 

Medical/Surgical  Gl  Conference 

1st  & 3rd.  Mondays,  3 p.m.,  Rm.  3134, 

Contact:  Dr.  Kozarek,  Ext  413.  Dr.  Mertz,  Ext 

493. 

Gl  Pathology  Conf. 

I 2nd.  & 4th  Monday,  1 p.m..  Path  Conf.  Rm, 
Contact:  Dr.  Sanowski.. 

Orthopedic  Surgery  Conference 
I 2nd.  Monday,  7:30  a.m.,  Rm  3134,  Contact: 
Dr.  Russo. 

Surgery  - Pathology  Conference 

I 4th  Monday,  4:00  p.m.,  Rm  2128,  Contact:  Dr. 
Mertz  & Dr.  Lanard. 
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Vascular  Conference 

2nd  Monday,  3 p.m.,  Rm.  3134,  Contact:  Dr 
Clintora 

Gl  Grand  Rounds 

Weekly  Tuesday,  1 p.m,.  Contact:  Drs. 

Sanowski,  Kozarek,  after  Gl  Grand  Rounds 
Rm  T-5. 

Housestaff  Pulmonary  Disease  Teaching 
Conf. 

Weekly  Wed.,  3-4  p.m.,  Rm.  41 15,  Contact:  Dr. 
Rohwedder,  Ext.  388. 

Cardiology  Conference 

2nd  Thursday,  1 p.m..  Room  T-5,  Contact:  Dr. 

Habibzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  Contact:  Dr.  Rohwedder 
or  Dr.  Gill. 

Gl  Consultant  Rounds 

1st  Thursday,  1:30  p.m,,  Rm.  T-5. 

Medical  Service  Grand  Rounds 

Weekly  Friday,  1 1 a.m.,  Rm.  T-5,  Contact:  Dr. 
Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  a.m..  Room  T-5,  Contact  Dr. 
Zeller 

PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below.  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a.m. -2:30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m. 


TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 

Medical  Surgical  Chest  Conference 

Weekly  Tuesday,  2 p.m..  Contact:  Dr.  Young 

Medical  Grand  Rounds 

Weekly  Wed.,  12-1 :00  p.m.,  VA  Hospital  Staff 

Conf.  Rm.  & (AHSC),  Contact:  Jay  Smith, 

M.D. 

Surgical  Grand  Rounds 

Weekly  Wed.,  4:00  p.m..  Contact:  Dr,  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm. 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m..  Bldg.  107, 

Contact:  J.  Fitzharris,  D O. 

Vascular  Radiology,  Interesting  Case  Conf. 
Weekly  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly  Friday,  12  p.m..  Contact:  Dr.  Sibley. 

YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield,  M.D.  Approved  for  category  1 
credit. 


ARTHRITIS:  Today’s  Progress,  Tomorrow’s  Changes 

a distinguished  faculty  will  present  two  days  of  concurrent  lectures,  workshops,  panels  and  small  discussion  groups 

June  18-19, 1982  • The  Arizona  Biltmore  Resort,  Phoenix 

Visiting  Factilty.  John  Calabro,  M.D.,  Professor  of  Medicine,  University  of  Massachusetts, 
and  Chief  of  Rheumatology,  St.  Vincent’s  Hospital,  Worcester,  Massachusetts/  William  O’Brien, 
M.D.,  Professor  of  Medicine,  Chief  of  Rheumatology,  University  of  Virginia,  Charlottesville, 
Virginia/  Harold  Paulus,  M.D.,  Professor  of  Medicine,  UCLA,  Los  Angeles,  California/  Mary  Betty 
Stevens,  M.D.,  Professor  of  Medicine,  Chief  of  Rheumatology,  Johns  Hopkins  University,  Baltimore, 
Maryland/ John  Ward,  M.D.,  Professor  of  Medicine,  Chief  of  Rheumatology,  University  of  Utah, 
Salt  Lake  City,  Utah/  Robert  Willkins,  M.D.,  Professor  of  Medicine,  University  of  Washington, 

Seattle,  Washington 

plus  faculty  members  from  St.  Luke’s  Medical  Center 

sponsored  by  St.  Luke  s Hospital  Arthritis  Program 
St.  Luke  s Medical  Center,  Phoenix 

Sanford  H.  Roth,  M.D.,  Program  Medical  Director  and  Seminar  Chairman 

^4>proved  for  12  hours  of  CM£  credh,  category  1 

For  additional  information,  contact 
Christine  Campbell,  Medical  Meeting  Planner 
St.  Luke’s  Meclical  Center,  525  N.  18th  Street 
Phoenix,  Arizona  85006  (602)  251-8402 


diology  Conference 

Tuesday,  7:00  a.m. 

eration  Outreach 

1 Tuesday,  6:30  p.m. 

Ihology  Conference 

Tuesday,  7:00  a.m. 
eration  Outreach 

j Wednesday,  7:00  a.m. 


U OF  A HEALTH 
SCIENCES  CENTER 

Dnsor:  U of  ACollegeof  Medicine, Tucson, 
85724.  Robert  M.  Anderson,  M.D.,  Dir.  of 
IE.  Contact:  See  below.  Approved  for 
egory  1 credit. 

esthesioiogy  Board  Review  Conference 

j & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
I.  C&D,  Contacts:  Dr.  Vaughn  & Kryc. 

esthesioiogy  Basic/Clinical  Sciences 
:tures 

ekiy  Thursday,  4-5  p.m..  Room  5403 
esthesioiogy  Case  Discussion 

lekly  Wed.,  7:00  a.m.,  AHSC,  Dining  Rm. 
,D. 

esthesioiogy  Resident  Presentation 

Monday,  4-5  p.m.,  AHSC  Dining  Room. 
:D,  Contacts:  Drs.  Otto  & Zehngut. 
ncer  Center  Tumor  Board  Seminar 
i Tuesday,  Monthly,  12-1  p.m.,  HSC 

ditorium,  Contact:  Cancer  Center 
rdiac  Catheterization  Conference 
;ekly  Friday,  4:00  p.m..  Contact:  Dr. 
mkin. 


Cardiology  Research  Conference 

Weekly  Tuesday,  7:30  a.m.,  Contact:  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact:  Dr. 
Byrne-Quinn 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 

Cerebrovascular  Disease  Conference 

Mondays,  5-6  p.m..  Weekly,  Rm.  5505. 
Contact:  Jerry  Goldston,  M.D.,  Department 
of  Surgery. 

Dermatology  Rounds 

Weekly  Wed.,  11:30  a.m..  Contact:  Dr.  Lynch 
Endocrinology  Seminar 
Weekly  Thursday,  12-1  p.m..  Contact:  Dr. 
Johnson 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 a.m.,  AHSC,  Contac:  Dr. 

Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact:  S. 
Paplanus 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  a.m.,  AHSC, 
Contact:  Dr.  T.  Hunter 

Head  & Neck  Tumor 
Management  Conference 

Weekly  Wed.,  4:00  p.m..  Contact:  Dr. 
Manning 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  6505. 
Contact:  S.  Salmon,  M.D.,  Dept,  of  Internal 
Medicine. 


Medical  Grand  Rounds 

Weekly  Wed.,  12-1  p.m.,  AHSC,  Contact:  Dr. 
J.  Smith. 

Neuromuscular  Disease  Conference 

Weekly  Friday,  1 1:30  a m..  Contact:  Dr.  Stern 

Neuropathology  Review  Conference 

Thursdays,  8:30  a.m.,  Rm.  5120,  UAHSC. 
Neuroradiology  Conference 

Weekly  Thurs.,  5:00  p.m..  Contact:  Dr.  P C. 
Christenson 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m..  Contact:  Dr. 
Stern. 

Neuropathology  Case  Review 

Weekly  Friday,  8:30  a m.,  AHSC,  Contact:  Dr. 
P.  Johnson. 

Neurosciences  Seminar 

Weekly  Tuesday  & Friday,  7:30  a.m.,  AHSC, 
Contact:  Dr,  C.  Bamford 

Nuclear  Medicine 

Weekly  Thursday,  7:30  am.,  AHSC 
Radiology  Conference  Rm. 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a.m.,  AHSC,  Contact:  Dr.  J. 

Herschler 

Orthopedic  Rounds 

Saturday,  8:00  a.m..  Contact:  Dr.  Peltier. 

Pain  Conference 

3rd  Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
C&D,  Contact:  Drs.  Hameroff  & Cork. 

Pathology  Seminar 

Weekly,  4:30-5:30  p.m.,  AHSC,  Rm.  5120. 

Contact:  Dr.  P.  Finley 

Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m.,  AHSC,  Contact:  Dr.  A. 

R.  Graham. 
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Pediatric  Grand  Rounds 

2nd  & 4th  Tuesdays,  12  p.m.,  AHSC,  Contact: 
Dr,  H.  Thompson. 

Pediatric  Problem  Patient  Conference 

Weekly  Wed.,  8:00  a m..  Contact  Dr.  Walson 
Pediatric  Research  Forum 
Weekly  Tuesday,  7:30  a m..  Contact:  Dr. 
James  Jones 

Pediatric  Specialty  Conference 

Weekly  Friday,  8:00  a.m,..  Contact:  Dr.  Philip 
Walson. 

Psychiatric  Grand  Rounds 

Weekly  Wednesday,  5:30  p.m.,  AHSC,  Rm. 
8403,  5th  Floor  Auditorium 

Psychiatric  Monthly  Case  Conference 

2nd  Friday,  7:30  a.m..  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital 

Pulmonary  Rounds 

Weekly  Friday,  11:30  a.m..  Contact:  Dr, 
Benjamin  Burrows. 

Chest  Radiology 

Weekly  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich,  M D., 
Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 

Weekly  Wednesday,  7:30  am.,  AHSC, 
Contact:  Dr.  Christenson 

Radiation  Oncology  Planning  Conference 

Weekly  Friday,  8:30-10:00  a m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr.  Freundlich 
Gastrointestinal  Radiology 
Weekly  Tuesday,  5-6  p.m.,  AHSC,  Contact: 
Radiology  Dept. 

Radiology-Rheumatology  Conference 


Weekly  Thursday,  7:45  a.m.,  UAHSC,  Library 
Rm.1535C. 

Uroradiology  (Genitourinary  Radiology) 

2nd  & 4th  Mondays,  7:30-  8:30  a m.,  AHSC, 

Contact:  Dept,  of  Radiology 

Renal  Pathology  Conference 

1st  & 3rd  Thurs.,  11:30  a m..  Contact:  Dr. 

Nagle. 

Residents  Noon  Conference 

Weekly  Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 

Resident's  Conference 

Wednesday,  weekly  5-6  p.m.,  Diag, 

Radiology  Conf.  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  am.,  Rm.  5403,  AHSC, 

Contact:  Dr,  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 
Weekly  Wed.,  8:00  a.m..  Contact:  Dr. 
Wangensteen. 

Vascular  Surgery  Conference 

Weekly  Tuesdays,  5-6  p.m.,  AHSC  Dining 
Room  E. 

Joint  Thyroid  Conference 

1st  & 3rd  Tuesdays.,  1-2:00  p.m.,  AHSC,  Rm. 
6505,  Contact:  S.  C.  Werner,  M.D. 

Trauma  Conference 

Monday, 4:00  p.m.  UAHSC,  Rm.  4410, 
Contact:  Dr.  Peltier. 

Toxicology  Conference 

Weekly  Tuesday,  8:00  a.m..  Contact:  Dr.  Keith 

Likes 

Tucson  Ultrasonography  Group 

Weekly  Wed.,  4:30  p.m.,  AHSC,  Contact:  Dr.  I. 
Freundlich. 

General  Urology  Conference 

Weekly  Thursday,  12:00  noon,  AHSC  & VA 
Hospital  Contact:  Dr.  G.  W.  Drach. 


SUMMER  CME  CRUISE 
CONFERENCES  ON 
LEGAL-MEDICAL  ISSUES  ^ 

Ten  day  Caribbean  cruise  departs  J j 
28,  1982  visting  five  picturesque  islan  | 
Fourteen  day  Mediterranean  cru| 
departs  August  21,  1982  visiting  lt<i 
Greece,  Egypt,  Israel,  Turkti 
Yugoslavia.  Seminars  led  | 
distinguished  professors.  Approved  i 
24  CME  Cat.  1 credits.  Excellij 
Fly/Cruise  group  fares  on  finest  shi 
Both  conferences,  scheduled  prion 
12/13/80,  conform  to  IRS  t 
deductibility  requirements  under  lEj 
Tax  Reform  Act.  Registration  limiti 
For  color  brochures  contact: 

International  Conferences 
189  Lodge  Avenue 
Huntington  Station,  N.Y.  11746 
Phone  (516)  549-8869. 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
bound  books.  Choose  from  30  different 
colors  of  durable  Library  Buckram 

$14.00  per  volume,  (name  imprint  $1.00) 
$15.50  Imitation  Leather,  (rules  .50  each) 

Inquire  about  quantity  discounts. 

Free  local  pickup  and  delivery  on  10  volumes 
or  more 

Minimum  order  is  $25.00 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
Phoenix,  Arizona  85009 
272-9338 


PHYSICIANS 

Private  health  and  social  research  organization 
is  seeking  Physicians  for  a health  and  nutrition 
examination  survey  sponsored  by  the  U.S. 
Public  Health  Service  . 

Physicians  will  conduct  physical  examinations 
using  government  supplied  mobile  examination 
centers  in  30-35  selected  areas  of  the  United 
States  from  mid-june,  1982  to  December,  1984. 

Candidates  must  be  bilingual  in  Spanish/ 
English,  licensed  in  at  least  one  state  and  meet 
full-time  travel  requirements. 

Competitive  salaries,  per  diem  and  travel 
allowances.  Send  resume  to: 

WESTAT 

Attn:  Personnel  Dept. 

1650  Research  Blvd. 

Rockville,  MD.  20850 


EOE/M/F/V/H/ 


easy  to  tate 


Keflex' 

cephaluxin 


Additional  information  available 
to  the  profession  on  request. 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Practice  \A^at  we  teach. 


Today  there  are  over  31 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach" 
programs— as  well  as  the 
'Bulletin  on  the  Rheumatic 
Diseases^  "Arthritis  and 
Rheumatism  Journal'' 
'Primer  on  the  Rheumatic 


Diseases^  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION. 


A public  service  of  this  magazine 


WATCH  FOR 
MEDICAL 
MALPRACTICE 
SEMINAR 
ANNOUNCEMENT!! 


MICA 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA  Sponsored  by:  Arizona  Medical  Association 

Arizona  Osteopathic  Medical  Association 


Partnership  with  Arizona  { 
medicine  for  one  quarter  century! 


For  25  years,  Camelback  Hospitals  have 
maintained  a working  partnership  with 
Arizona’s  medical  profession  in  offering 
eminent  psychiatric  facilities  for  the  care 
and  treatment  of  emotionally  and  mentally 
ill  patients. 

Services  doctors  understand  & appreciate 

As  non-profit  community  facilities,  Camel- 

back  Hospitals  offer  psychiatric  seivices 

unavailable  at  most  institutions: 

• Totally  separate  programs  for  adults, 
young  adults,  adolescents  and  older  adults. 

• Intensive  diagnostic  and  short-term 
treatment  for  all  age  groups. 

• Progressive  approaches  to  the  treatment 
of  alcohol  and  drug  abuse. 

• A special  Activity  Center  with  art,  music, 
dance,  recreation,  occupational  therapy 
and  personal  effectiveness  programs. 

• Individual,  group  and  family  therapy 
with  special  psychodrama  sessions. 

• Day  Treatment  Program. 


A pleasant,  different  kind  of  atmosphere 

Patients  enjoy  bright,  sunny  buildings, 
designed  for  psychiatric  treatment  and 
rehabilitation.  Special  emphasis  is  placed 
on  providing  each  patient  with  a more 
complete  understanding  of  himself,  so  that 
he  can  participate  in  his  therapy  with 
insight  and  intelligence. 


Camelback  Hospitals 


Scottsdale  Camelback  Hospital 
7575  E.  Earll  Drive 
Scottsdale,  AZ  85251 
(602)  941-1108 


Phoenix  Camelback  Hospital 
5055  N.  34th  Street 
Phoenix,  AZ  85018 
(602)  955-6200 


MEDICAL 

BOOKSTORE 

I • • 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


The  NME 

"establish 

your 

practice" 

benefits 

package: 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAGUE  SHOP 


Wood  plaques — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


*Over  60  well  equipped  acute 
care  hospitals. 

^Selected  financial  assistance. 

*Management  consulting. 

*An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

* Locations  from  coast 
to  coast. 


If  You're  a Primary  care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles,  California  90025. 


call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 


nfiTionRb  neoicRL 

enreRPRises,  inc. 


"The  Total  Health  care  Company. " 

An  Equal  ODPortunitv  Employer  m/f 


COMPUTED 
TOMOGRAPHY 
OF  THE 
HEAD 


Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility*  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015  • (602)  242-5859 


Alan  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 
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HEALTH  CARE  COSTS 

A Continuing  Challenge  to  the  Physician  | 

Most  patients  are  satisfied  with  the  access  to  and  quality  of  health  care.  But  they  are  concerned  about  rising  col 
Unfortunately,  many  of  them  do  not  understand  how  their  own  attitudes  and  behaviors  impact  directly  on  medi 
costs. 

To  help  patients  gain  a better  understanding  of  the  many  factors  contributing  to  rising  health  care  costs,  the  AriZ( 
Medical  Association  has  prepared  a patient  education  brochure,  How  to  Cut  Your  Health  Care  Costs,  fordistribul 
in  physicians’  offices.  The  importance  of  having  a personal  physician  and  following  the  doctor’s  advice,  the  rr 
economical  use  of  the  emergency  room  and  other  hospital  services,  the  relationship  between  good  health  habits, 
reduced  medical  costs  are  just  a few  of  the  areas  of  concern  which  are  explained  in  easy-to-understand  languag 
How  to  Cut  Your  Health  Care  Costs  can  save  you  and  your  staff  time  in  explaining  many  important  facts  about  he: 
care.  Order  your  supply  today. 


BROCHURE  ORDER  FORM  — HOW  TO  CUT  YOUR  HEALTH  CARE  COSTS 

Please  send  me copies  of  the  How  to  Cut  Your  Health  Care  Costs  brochure. 

Name 

Address 

City  State Zip  _ 

ArMA  Members  — $10.00  per  100  Single  copies  IOC 
Non-Members  — $15.00  per  100  Single  copies  150 

Make  your  check  payable  to  the  Arizona  Medical  Association  and  mail 
with  the  order  form  to  810  West  Bethany  Home  Road,  Phoenix,  Arizona  85013. 
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Classified 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


- - 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


illKk 

|.  Prekup  &.  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central,  Suite  509-C  Phoenix,  Az  85012 
(602)  279-1884 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on; 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


Louis  Jacob 

General  Agent 
10210  N 32nd  Street 
Suite  210 

Phoenix,  Arizona  85028 
(602)  971-2632 

• Tax  Shelter  Programs 

• Individual  & Group 

• Life.  Health  and  Pensions 

• Auto,  Fire.  Theft 


We  Want  You  With  Us 

II I L.  Louis  Jacob  Agency 

^■1  Complete  Insurance  Services 
w Call  Us  for  an  Auto  Quote 


PROFESSIONAL 
I OPPORTUNITIES 

ROW  WITH  US  IN  SUNNY  ARIZONA 

rie  INA  Healthplan  needs  physicians  in 
mily  practice  and  most  specialties  in 
jcson  and  Phoenix.  Competitive 
laries  and  comprehensive  benefits 
eluding  a professional  development 
ogram,  retirement  plan,  and  group 
centive  bonus  are  provided.  If  team 
teraction  and  casual  living  interest 
)u,  send  your  CV  to:  Professional 
jiations,  INA  Healthplan,  Inc.,  6115 
Drth  7th  Street,  Phoenix,  AZ  85014. 

UCTICE  FOR  SALE 

/established  general  internist  wanting 
retire.  Office  is  located  in  a 
ofessional  plaza,  on  a major  street, 
id  is  convenient  to  Doctor’s  St.  Lukes, 
id  Good  Samaritan  Hospitals.  Selling 
lysician  open  to  negotiations  for  sale 
building  and  land.  Call  — 
32)279-1884. 

EGISTERED  DIETITIAN 

:tive  member  ADA,  would  like  to  assist 
isy  M.D.  or  medical  group  with 
Jtrition  Consultant  Services  and/or, 
Bight  control  classes.  Excellent 
location  and  experience  in  nutrition 
lunseling.  Resume  and  references 
rnished  upon  request.  Please  reply:  J. 
<ley,  R.D.,  P.  O.  Box4961,  Boise,  Idaho 
i704  or  telephone  — (208)376-4904 
write  c/o  Arizona  Medicine,  Box  217, 
0 West  Bethany  Home  Road,  Phoenix, 
izona  85013 


PALM  SPRINGS,  CALIFORNIA 

Large  medical  practice  located  in  center 
of  the  fastest-growing  U.  S.  resort 
/retirement  area.  1980  gross  $600,000+. 
Perfect  for  one  or  more  physicians  or 
physicians-investor  group.  Full 
information  about  this  complete 
medical  facility  upon  request.  Desert 
Medical  Center,  43-576  Washington 
Street,  Palm  Deserty,  California 
92260.  (714)345-2696. 

REAL  ESTATE 

SKI  SUNRISE 

One,  2 and  3 bedroom  condominiums  at 
Sports  Village  in  Pinetop,  Arizona- 
Daily,  weekly,  and  monthly  rates.  For 
information  call:  (602)954-5270 

PRESCOTT  — FOR  RENT 

Doctor’s  office  space,  1400  sq.  ft.  in 
established  medical  complex.  For 
information  call  — (602)445-7479. 

PSYCHIATRIC  OFFICE 

Full  or  part-time — for  lease  in  new 
modern  office  facility  in  the  central 
corridor  area.  Please  call  for 
information  — (602)265-9051. 

PINETOP  MOUNTAIN  CABIN 
FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  Winter  activities,  such  as  skiing 
the  White  Mountains  of  Arizona.  Call 
Dr.  Carl  Peiser  in  Winslow  — (602)289- 
2371  days,  289-5081  evenings. 


BEAUTIFUL  CONDOMINIUM 
Condominios  Pilar 
San  Carlos  Bay,  Mexico 
For  Rent 

Two  Bedroom,  Two  Bath,  Fully 
equipped.  Beautiful  180  degree  view  of 
the  ocean.  Swimming  pool.  Boating. 
Fishing.  Restaurant.  $65  a day  plus 
utilities  and  maid  service.  Call  — 
(602)  795-4925  for  reservations.  Ask  for 
Marge. 


FLAGSTAFF  OFFICE  AVAILABLE 
FOR  RENT 

General  practice  or  specialty,  lab,  x-ray, 
nurses  station,  surgery  room,  two 
examining  rooms,  large  waiting  room. 
Contact:  Fred  Croxen,  P.O.  Box  542, 
Flagstaff,  AZ  86002  (602)774-1020. 

ATTENTION  PROFESSIONALS 

Why  rent  when  you  can  own?  Are  you 
renting  your  telephone  system  from 
Mountain  Bell?  If  so,  you  are  over- 
paying! Why  not  let  the  professional  at 
Interstate  Telecommunications,  Inc. 
compare  your  Bell  system  against  our 
systems.  We  can  show  you  a cost 
effective,  state-of-the-art,  telephone 
system  for  a fraction  of  the  cost; 
because  with  the  money  you  normally 
pay  Bell,  you  will  be  paying  on  yourown 
system.  Give  us  a call  today!  We’ve  got 
your  number.  . . 

Interstate  Telecommunications,  Inc. 
3507  North  Central  Avenue,  Suite  300 
Phoenix,  Arizona  85012. 
Telephone:  (602)263-5332. 
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iEMINARS  IN  CONTINUING  EDUCATION 


CARDIOLOGY 

Considerations  in  the  Selection  of 
Cardiac  Prosthetic  Valves  for  Children, 

Tissue  Versus  Mechanical 239 

Jack  G.  Copeland,  M.D.,  et  al. 

:ndocrinology  & metabolism 

The  Rapid  Onset  of  Hyperthyroidism 


in  a Patient  with  Myasthenia  Gravis 242 

Nathan  VJ.  Goff,  Jr.,  M.D. 

GASTROENTEROLOGY  & LIVER  DISEASE 
Cholesterolosis  and  Adenomyomatosis 
of  the  Gallbladder 244 

Stephen  Glouberman,  M.D. 
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Part  I:  The  Rise  in  Chromosome  Abnormalities 
with  Maternal  Age,  Information  for 
Patients  and  Physicians 246 

Frederick  Hecht,  M.D.,  et  al. 
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A Lump  in  the  Breast: 

Assessment  and  Options  for 


Local  Treatment 248 

Lawrence  W.  Norton,  M.D. 

RADIOLOGY 

Case  of  the  Month  No.  55  250 

Jonathan  M.  Levy,  M.D.,  et  al. 

GENAL  DISEASE 

Predialysis  Management  of  Chronic 

Renal  Failure 253 

Georgetta  C.  Bidwell,  M.D. 


SPECIAL  ARTICLE 

Health  and  the  New  Federalism  . . . . 
Bruce  Babbitt,  Governor,  State  of  Arizona 


EDITORIALS 

Coalitions  for  Health  Care 
The  New  Voluntarism 

Clyde  W.  Kurtz,  M.D. 

Emergency  Medical  Services 

Harvey  Meislin,  M.D.,  et  al. 

All  that  Glitters 

Charles  McAlear,  C.P.C.U. 

MICA  Malpractice  Seminars . 

Jack  E.  Brooks,  M.D. 
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P.  B.  Jarrett,  M.D. 
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ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSDN: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 

somatic  anxiety  . 


Artisrs  conception, 

looking  out  from  the  human  eye 

os  conceived  in  o schematic  model. 


LIMBITRDLGIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
tor  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  doily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
otters  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

liiibiirorc 

Ibblets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Idblets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriplyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL®  TABLETS  TTanquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  Information, 

0 summary  at  which  follows: 

Indications:  Relief  of  moderafe  fo  severe  depression  ossociofed  wifh  moderofe 
fo  severe  onxiefy 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  ot  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use, 
then  initiate  cautiously  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  followinq  myocardial 
infarction 

Warnings:  Use  with  great  core  in  patients  with  history  ot  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovosculor  patients  (Arrhythmios,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiozepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  moloise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiozepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  ore  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  ot 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  hos  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  odministration  ot 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  token  during  the  hursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  otaxio,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  blooting  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  reloted  drugs 

Cardiovascular  Hypotension,  hypertension,  tochycordio,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  ond  increased  or  decreased  libido 
Neurologic  Incoordination,  otoxio,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidol  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  ot  accommodation,  paral^ic  ileus,  urinary 
retention,  dilatotion  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  ot  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  monitestotion 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  doily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  tour  tablets  doily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  doily  os  required 
Limbitrol  5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  eoch  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiozepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose" 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  ot  10,  Prescription  Paks  of  50 
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Saddle  up  for  a ; 

SUPER  TWO  days  of  tennis!  | 

"Super  Two"  is  the  perfect  tennis  clinic  for  your  busy  lifestyle  .1 
In  addition  to  two  relaxing  days  and  nights  of  Mobil  Four  Star  i 
Resort  luxury  in  the  romantic  Old  West  of  the  Wickenburg  Inn, 

Super  Two  includes  five  hours  of  instruction,  court  time,  all 
meals  and  horseback  riding  The  Wickenburg  Inn  Tennis  Center 
features  1 1 acrylic  courts  and  a guest-teaching  pro  ratio  of 
5 to  1 or  less  It's  just  what  your  game  needs  - 
a Super  Two  days  of  tennis' 

See  your  Travel  Agent,  or  call  1-684-7811 


THEWICKINBUEQINN 

Tennis  and  Guesi  Hanch 


PO  Box  P Dept  AM 
Wickenburg.  Arizona  85358 
(602)  684-7811 


Rates  per  person 

from 

Dbi 

M 

Thru  Oct 

S130 

SI  46 

Nov  & Jan 

168 

194 

Decs 

Feb-Apr 

190 

202 

2 Dayr2  Night  Tennis  Clinic 
Rales  include  5 hours  of 


instruction. tennis,  all 
meals. horseback  riding 
Call  for  7-day  clinic  rates 
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ROCHE  PRODUCTS  INC 
Manoti,  Puerto  Rico  00701 


We’ve  got  the  prescription  for 
your  communications  needs. 

Mountain  Bell  has  trained  a team  of  specialists 
in  the  medical  profession.  Because  doctors  and 
medical  professionals  have  unique  communica- 
tions needs.  And  their  own  set  of  problems. 

Our  medical  specialists  understand  those  prob- 
lems. They  study  your  daily  patient  load,  staff  re- 
quirements, and  information  management  areas. 
They  help  implement  mechanization  through 
time-sharing  of  computer  terminals.  And  design 
voice  and  data  communications  systems  tailored 
to  fit  a private  practice,  or  the  collective  needs 
of  clinics  and  group  practices. 

One  of  the  systems  we’ve  developed  for  you  is 
the  Horizon®  communications  system.  In  addi- 
tion to  the  advanced  calling  features  available  on 
larger,  more  costly  PBX  equipment,  the  Horizon 
system  gives  you  Dial  Dictation  and  Loudspeaker 
Paging  access.  Plus  Intercom  and  Speakerphone 
capabilities.  So  you  minimize  time  spent  by  sup- 
port personnel  on  placing  and  receiving  phone 
calls.  While  speeding  exchange  of  information. 

The  Horizon  communications  system  is  just 
one  example  of  how  our  team  members  can  meet 
the  communications  needs  of  your  practice.  But 
they  can  tell  you  more.  Because  they've  taken  the 
time  to  learn  the  medical  profession.  And  they're 
backed  by  all  the  resources  of  the  Bell  System. 

Let  the  Mountain  Bell  specialists  in  the  medical 
profession  give  you  the  remedy  to  your 
communications  needs. 

Call  toll-free  1-800-525-2323  (in  Colorado, 
call  1-800-332-2351).  Mountain  Bell. 

^ Registered  Trademark  of  AT&T  Company. 

The  knowledge  business 


DRAMATIC 

NEWCUMCAL 

PROOF' 

In  the  treatment  of  impetigo- 

*KX)%  cure  rate  with 

Tfegopen*(cloxaciin  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

*Data  on  file,  Bristol  Laboratories. 


Brief  Summary  of  Prescribing  Inlormallon 

TEGOPEN’ 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular  (12)  9/11/75 

INOICATIONS: 

Altfiough  the  principal  indication  for  ctoxacillm  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  In  such  patients  in 
whom  a staphylococcal  infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  It  IS  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  It  the  bacteriology  report  later  indicates  the  infection  Is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  ot  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  ot  resistant 
staphylococcal  isolates  found  m the  hospital.  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known. 

Cloxacillin  sodium  Is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
agamst  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  ot  these  strains  reported  has  been 
increasing  Such  straihs  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  m fatality.  Because  otthis,  there  isconcern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  m the  appearance  of  an  increasing  number  ot 
staphylococcal  strains  which  are  resistant  to  these  penicillins. 

Methicillln-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  fact  that  minor  variations  m in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus, 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivify  reactloh  to  any  of  the  penicillins  is  a contraindication. 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

[cloxacillin  sodium) 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

AIM  4 healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication. 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus.^ 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic  ” proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

tThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth.  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K, 


TEGOPEN 

(doodllin  sodum] 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy.  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e.g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastroihtestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  Mildly  elevated  SCOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg,  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption. 

N.B.:  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS, 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  . 500  mg.  in  bottles  of  100. 

Oral  Solution— 125  mg./5  ml.  in  100  ml,  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


Copyright®  1981,  Bristol  Laboratories 


S?ise...'S:"5'^ 

spe^'^ 


MKA 


Sponsored  by  the  Maricopa  County  Medical  Society 
the  Arizona  Medical  Association,  the  Arizona  Osteopathic 
Medical  Association  and  the  Pima  County  Medical  Society. 


Presented  by 

MUTUAL  IWSURAIMCE  COMPAWY  OF  ARIZOfMA 


/ 


On  Balance... 

U-VERT 

Each  Tablet  Contains: 

Pentylenetetrazol 25.0  nng 

Phenirannine  maleate. 12.5  mg 

Nicotinic  acid 50.0  mg 


Clinically  proven  actions 

• Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 

Few  side  effects 

• Vasodilation  oooasionaily  causes 
facial  flushing  which  can  be  mini- 
mized by  recommending  that 
Ru-Vert®  be  taken  following  meals  or 
with  food, 


Dosage 


One  or  two  tablets  three  times  a day 


Please  see  next  page  for  a summary  of  prescribing  information 
MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


In  Vertigo 


On  Balance... 

RU-VERT 

See  following  prescribing  information. 

DESCRIPTION:  Each  tablet  contains  the  following  active  Ingredients: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 1 2.5  mg 

Nicotinic  acid 50.0  mg 

INDICATIONS:  Ru-Vert  is  Indicated  as  an  adjunct  therapy  In  the  symptomatic  treat- 
ment of  acute  or  chronic  vertigo. 

CONTRAINDICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid, 
Ru-Vert  should  not  be  used  In  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol. it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treatinapatients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate.  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following  meals  or  with  food. 

ADVERSE  REACTIDNS:  Pentylenetetrazol  In  nigh  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  the 
ingestion  of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nervous  system  and  from  excessive  vasodilataFon 
with  resulting  autonomic  nervous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperrefiexia.  sweating,  confusion,  hallucina- 
tions. headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchange. 

DOSAGE  AND  ADMINISTRATIDN:  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  lor  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED: 

Bottles  of  1 00  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 


MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

ShreveporT,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


1 

NME 

can  set 
up  the 
practice 
you  want. 


In  the  area 
you  want. 


It’S  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  weii  equipped  acute  care 
hospitais  coast  to  coast;  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

At  National  Medical  Enterprises,  we  ll  help 
you  establish  a comfortable  and  successful 
Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

So  whether  you're  interested  in  a solo, 
partnership,  or  a group  practice,  you  should 
contact  NME. 

we  re  the  experts. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wiishire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 
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'The  Total  Health  care  Company. " 

An  Equal  Opportunity  Employer  M/F 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis'^ 


Iriit  Summiry. 

lOMUIt  thi  pickagt  lltantura  lor  proocrlblng  lirfomiitlon. 
ndicftloni  mil  Uugo:  Cecloi^  Icelaclor,  Lilly)  Is  Indicated  In 
te  treatment  ot  die  following  Infections  wden  caused  by  susceptible 
trains  of  die  designated  mlcioorganlsms: 

Lower  respiratory  Inlectlons.  Including  pneumonia  caused  by 
HreplKXCus  pnemoniae  iDipixxctis  pneumoniael, 
laempPllps  iptlxnzae,  and  S.  pyopepes  (group  A beta-bemolytlc 
deptococcll 

Appropdate  culture  and  susceptibility  studies  sbould  be  performed 
] determine  susceptibility  of  die  causative  organism  to  Ceclor 
tontnlmflcatlon:  Ceclor  is  contraindicated  In  patients  with 
nown  allergy  to  die  cephalosporin  group  of  antibiotics, 
tflrnlngi:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
NTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY,  THERE  IS 
LINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
iLLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
iNO  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
lEACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES. 

Antibiotics.  Including  Ceclor.  should  be  administered  cautiously 
3 any  patient  who  has  demonstrated  some  form  of  allergy, 
articularly  to  drugs 

’recauttons;  It  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
bould  be  discontinued,  and.  If  necessary,  the  patient  sbould  be 
leated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
ir  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
lonsusceptlble  organisms  Careful  observation  of  the  patleht  Is 
issentlal  If  superlnfectlon  occurs  during  therapy,  appropriate 
neasures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
reatment  with  the  cephalosporin  antibiotics.  In  hematologic 
itudles  or  In  transfusion  cross-matching  procedures  when 
intlglobulln  tests  are  performed  on  the  minor  side  or  In  Coomb 
estlng  of  newborns  whose  mothers  have  received  cephalosporin 
intlblotlcs  before  parturition,  it  should  be  recognized  that  a 
lositive  Coombs  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  In  the  presence  of 
narkedly  Impaired  renal  function  Under  such  a condition,  careful 
illnical  observation  and  laboratory  studies  should  be  made 
Kcause  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
or  glucose  In  the  urine  may  occur  This  has  been  observed  with 
ienedict's  and  Fehllng's  solutions  and  also  with  Cllnitest* 
ablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip, 

JSP,  Lilly). 

Usage  rn  Pregrrancy- Although  no  teratogenic  or  antltertllity 
iffects  were  seen  In  reproduction  studies  In  mice  and  rats  receiving 
jp  to  12  times  the  maximum  human  dose  or  In  ferrets  given  three 
Imes  the  maximum  human  dose,  the  safety  of  this  drug  tor  use  In 
luman  pregnancy  has  not  been  established.  The  benefits  of  the 
Irug  In  pregnant  women  should  be  weighed  against  a possible 
Isk  tb  the  fetus. 

Usage  In  /nfancy- Safety  of  this  product  lot  use  (h  infants 
ess  than  one  month  of  age  has  not  been  established 
Advene  Reactfoiie:  Adverse  effects  considered  related  to 
:efaclor  therapy  are  uncommon  and  are  listed  below: 

Gasliomtestipal  symptoms  occur  in  about  2.5  percent  of 
patients  and  Include  diarrhea  (f  In  701  and  nausea  and  vomiting 
;i  In  90) 

As  with  other  broad-spectrum  antibiotics,  colitis.  Including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  In 
conlunctlon  with  therapy  with  Ceclor 

HypersensUMIy  reactions  have  been  reported  In  about  1 ,5 


percent  of  patients  and  Include  morbilliform  eruptions  (f  In  fOO). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  In  less 
than  1 1n  200  patients.  Cases  of  serum-sickness-llke  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritls/arthralgla  and.  frequently,  fever)  have  beeh  reported. 
These  reactlohs  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  durlhg  or  following  a second  course  of  therapy 
with  Ceclopr  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  In  children  than  In  adults.  Signs  and  spptoms  usually 
occur  a lew  days  alter  Initiation  of  therapy  and  subside  within  a 
lew  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 
occurred  In  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  Included  eosinophllla 
(f  In  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  f In 
100  patients). 

Causal  ftelallonship  Uncertain -Imshoty  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
Information  lor  the  physician. 

Hepaf/c-Sllght  elevations  In  SCOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

tfemaropo/er/c-Tiansient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  In  Infants  and  young 
children  (f  In  40). 

Pena/- Slight  elevations  In  BUN  or  serum  creatinine  (less  than 
f In  5001  or  abnormal  urinalysis  (less  than  f In  200).  iioozeini 

'Many  authorities  attribute  acute  Infectious  exacerbation  of 
chronic  bronchitis  to  either  S.  pneumoniae  or  H.  influenzae  ’ 
Note:  Ceclor  is  contraindicated  In  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections.  Including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information. 
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Additional  information  ai/aiiable  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285, 

Ell  Lilly  Industries.  Inc. 

Carolina,  Puerto  Rico  00630 


Some  ampicniln*resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H,  influenzae.  S.  pvoaenes 
[group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 
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• Totally  separate  programs  for  adults, 
young  adults,  adolescents  and  older  adults. 

• Intensive  diagnostic  and  short-term 
treatment  for  all  age  groups. 

• Progressive  approaches  to  the  treatment 
of  alcohol  and  drug  abuse. 

• A special  Activity  Center  with  art,  music, 
dance,  recreation,  occupational  therapy 
and  personal  effectiveness  programs. 

• Individual,  group  and  family  therapy 
with  special  psychodrama  sessions. 

• Day  Treatment  Program. 


.^J\.Camelback;  Hospitals 


Scottsdale  Camelback  Hospital  Phoenix  Camelback  Hospital 
7575  E.  Earll  Drive  5055  N.  34th  Street 

Scottsdale,  AZ  85251  Phoenix,  AZ  85018 

(602)  941-1108  (602)  955-6200 


For  25  years,  Camelback  Hospitals  have 
maintained  a working  partnership  with 
Arizona’s  medical  profession  in  offering 
eminent  psychiatric  facilities  for  the  care 
and  treatment  of  emotionally  and  mentally 
ill  patients. 

Services  doctors  understand  & appreciate 

As  non-profit  community  facilities,  Camel- 
back Hospitals  offer  psychiatric  seiwices 
unavailable  at  most  institutions: 


A pleasant,  different  kind  of  atmosphere 

Patients  enjoy  bright,  sunny  buildings, 
designed  for  psychiatric  treatment  and 
rehabilitation.  Special  emphasis  is  placed 
on  providing  each  patient  with  a more 
complete  understanding  of  himself,  so  that 
he  can  participate  in  his  therapy  with 
insight  and  intelligence. 


ponsored 
^roup  insurance 

; a member  of  the  Arizona  Medical  Association,  you  can 
<e  advantage  of  life,  health  and  accident  insurance 
lected  to  meet  your  needs,  with  the  savings  available 
irough  group  insurance. 

le  Arizona  Medical  Association  has  provided  its  members 
Ith  sponsored  insurance  programs  for  over  25  years. 
ie  programs  currently  available  are:  disability,  term  life 
or  members  and  their  spouses),  defendant's  reimbursement, 
Icidental  death  and  overhead  expense. 

bmpanies  and  policies  are  selected  to  provide  coverage  and 
rvice  that  meets  a professional's  needs  and  standards. 

oe  Arizona  Medical  Association  provides  supervision  of 
e administration  of  these  programs  as  needed  to  insure 
at  they  continue  to  merit  your  support. 
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administerd  by 

HEALTH  AGENCIES  OF  THE  WEST,  INC 

local  service  by  — 

DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC 


4620  North  16th  Street,  #200,  Phoenix,  Arizona  277-6672 
or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 
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Friday,  May  21 
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Thursday,  May  20 


6:00  a.m. 

Executive  Committee 

12  Noon  Past  Presidents’  Luncheon 

Breakfast  Meeting 

1:30 

p.m.  Executive  Committee  Meetir 

8:00  a.m. 

Board  of  Directors’  Meeting 

2:30 

p.m.  Annual  Meeting 

10:00  a.m. 

House  of  Delegates’  Meeting 

12  Noon 

Past  Presidents’  Luncheon 

2:00  p.m 

Amendments  Reference 

Friday,  May  21 

Committee  Meeting 

10:00 

a.m.  Post-Convention  Board 

2:00  p.m 

Resolutions  Reference 

Meeting 

Committee  Meeting 

11:00 

a.m.  Committee  Meetings 

11:30 

a.m.  Luncheon/lnstallation 

Saturday,  May  22 

6:30  a.m. 

Maricopa  County  Medical 
Society  Caucus 

6:30  a.m. 

Pima  County  Medical 
Society  Caucus 

8:00  a.m. 

House  of  Delegates’  Meeting 

12  Noon 

Board  of  Directors’ 

Luncheon  Meeting 

SOCIAL  EVENTS  — Arizona  Medical  Association  and  Auxiliary 


Thursday,  May  20 

7:00  p.m.  Reception  and 
8:00  p.m.  Steak  Fry 

Friday,  May  21 

7:00  p.m.  President’s  Reception 
8:00  p.m.  President’s  Banquet 


SPECIAL  EVENTS  — Arizona  Medical  Association  and  Auxiliary 

Friday,  May  21  TWO  CONCURRENT  SESSIONS  2:00-4:30  p.m. 


TAKE  TIME  TO  REALLY  GET  IT  ON  — A Time  Management  Seminar,  Tom  Fullmer,  Ph.D.  Dr.  Fullmer  itj 
Corporation  Director,  Productivity,  Research  and  Public  Affairs  for  the  Tanner  Companies.  Tips  ori 
how  to  control  your  schedule,  not  be  controlled  by  it. 


WHAT  ARE  SOUND  INVESTMENTS  TODAY?  — A look  at  the  financial  opportunities  available  tcl 
medical  families  presented  by  an  attorney,  a certified  public  accountant,  and  a panel  of  auxilian«l 
experienced  in  real  estate,  business,  stocks,  bonds  and  tax  shelters.  Theresa  Mao,  Moderator. 


The  business  of  organized  medicine  is  YOUR  business. 
Attend  the  reference  committee  meetings  at  2:00  PM,  Friday, 
May  21,  and  let  your  delegates  know  your  views. 
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Figure  1 

Photograph  of  explanted  valve  showing  calcification  in  area  of 
major  curvature  of  all  three  cusps:  a.  view  from  aortic  side,  b. 
view  from  ventricular  side. 


abstract 

Calcification  has  been  reported  with  increasing 
equency  in  tissue  valve  prostheses.  This  includes 
rosthetic  valves  used  in  both  adult  and  pediatric  age 
roups.  The  mechanism  for  valve  failure  and  for  the  high 
icidence  of  calcification  in  children  remains  unknown. 
A the  Arizona  Health  Sciences  Center  a total  of  36 
hildren  have  had  tissue  valve  replacements  over  a 3V2 
ear  period  with  two  cases  of  severe  xenobioprosthetic 
alcific  stenosis. 

Calcification  of  porcine  valvular  xenografts  causing 
eath  or  reoperation  six  months  to  five  years  after 

om:  Divisions  of  Cardiothoracic  Surgery  and  Pediatric  Cardiology, 
niversity  of  Arizona  Health  Sciences  Center,  Tucson,  Arizona  85724. 
sprint  request.  Jack  C.  Copeland,  M.D. , Surgery  Department,  Section 
f Cardiothoracic  Surgery,  Arizona  Health  Sciences  Center,  1501 
orth  Campbell  Avenue,  Tucson,  Arizona  85724. 


implantation  has  been  reported  in  from  10%  to  40%  of 
children  receiving  mitral  or  aortic  porcine  valve 
replacement.'  ® A recent  multicenter  study'°  reported 
actuarial  failure  rates  for  bioprostheses  in  children  to  be 
25%  at  one  year  post-implant,  60%  at  five  years  for  the 
aortic  position,  4%  at  one  year  and  60%  at  five  years  for 
the  mitral  position.  Similar  calcification  observed  in  this 
type  of  prosthesis  in  adults  occurs  less  frequently  and 
after  longer  implantation  periods.^'" 

At  the  University  of  Arizona  Health  Sciences  Center, 
we  have  implanted  seven  lonescu-Shiley  bovine 
protheses  in  children  ages  15  months  to  16  years  (mean 
age  8.75  years)  for  a mean  duration  of  14  months.  Of  the 
four  aortic,  one  mitral,  and  two  pulmonic  valve 
replacements,  only  one  valve  has  failed.  This  was  in  an 
11-year-old  boy  16  months  after  implantation  of  a 
bovine  pericardial  prosthesis  in  the  aortic  position.  We 
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Figure  2 

Photomicrograph  (x  400)  original  magnification  of  longitudinal 
section  through  one  cusp.  The  upper  (aortic)  surface  is 
covered  with  fibrin.  The  lower  (ventricular)  surface  is 
denuded.  Calcium  (black)  has  entirely  replaced  the  full 
thickness  of  a portion  of  the  leaflet  on  the  right. 

found  severe  calcific  prosthetic  stenosis  with  a 120 
mmHg  gradient  requiring  replacement.  The  valve  was 
severely  calcified  at  the  base  of  each  cusp.  (Figure  1)  The 
stenosis  was  so  severe  that  a 5 mm  probe  could  not  be 
passed  retrograde  through  the  leaflets.  A Bjork-Shiley 
valve  was  implanted  and  the  patient  had  an 
uncomplicated  course  with  discharge  to  home  on  the 
sixth  postoperative  day. 

Microscopic  examination  of  the  calcified  prosthesis 
showed  calcification  of  collagen  fibers  in  each  leaflet 
which  extended  across  the  greatest  curvature  of  the 
leaflet,  but  did  not  involve  the  free  edges  of  the  leaflets, 
the  commissures,  or  the  leaflet-stent  junction.  (Figure  2) 
A thick  layer  of  fibrin  was  present  on  the  outflow  surface 
of  the  leaflets  and  was  partially  covered  with 
endothelium.  The  inflow  surface  was  denuded  exposing 
collagen  fibers.  Immunofluorescent  staining  was 
nonspecific  indicating  no  immunopathologic  changes. 
Electron  microscopic  evaluation  showed  areas  of 
collagen  disruption,  macrophages,  lipid  particles,  and 
old  blood  cells  witbin  the  leaflets.  Subsequent  complete 
evaluation  of  his  calcium  metabolism  was  normal. 

We  have  also  implanted  six  Hancock  porcine  valves  (4 
aortic,  2 mitral)  in  six  children  ages  8 to  19  years  (mean  16 
years)  for  an  average  implantation  time  of  34  months. 
There  has  been  one  case  of  severe  calcific  mitral 
prosthetic  stenosis  in  a 13-year-old  girl  17  months 
following  initial  implantation.  This  young  Mexican 
female  presented  in  severe  cardiac  failure  with  low 
blood  pressure  and  evidence  on  two-dimensial 
echocardiography  of  a large  thrombus  in  her  left  atrium. 
She  was  taken  to  the  operating  room  for  emergency 
valve  replacement  where  her  entire  left  atrium  was 
found  to  be  filled  with  thrombus  and  only  a one-half 
square  centimeter  opening  was  present  in  the  severely 
calcified  Hancock  prosthesis.  This  Hancock  valve  was 
removed  and  replaced  with  a Bjork-Shiley  prosthesis, 
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and  the  patient  recovered  uneventfully.  i 

In  addition  to  these  mitral  and  aortic  vab 
replacements,  we  have  placed  Hancock  porcine  valvili 
conduits  from  the  right  ventricle  to  the  pulmona-; 
artery  in  25  patients  (mean  implant  time  25  month. 
Twenty  of  these  patients  have  been  recatheterized  ai! 
none  has  demonstrated  a significant  valvular  gradient  ■ 
valvular  calcification.  One  patient  developed  a valvuh 
infection  following  a staphylococcus  aureus  sk, 
eruption.  This  valvular  infection  spread  to  cause 
periconduit  abcess  which  was  growing  in  size  when  tl 
patient  was  referred  back  to  the  Arizona  Health  Scienc 
Center  for  emergency  surgery.  At  this  time  the  valv( 
conduit  was  replaced,  his  anterior  mediastinum  w 
extensively  debrided,  and  a second  valved  conduit  w 
implanted.  He  recovered  and  was  treated  wi 
antibiotics  for  one  year  when  a distal  anastomoi 
stenosis  was  detected  and  the  second  valved  condi 
was  replaced  with  a third  conduit,  this  one  simply  belt 
a dacron  conduit  with  no  valve.  At  the  time  of  this  thi 
operation,  extensive  cultures  were  taken  from  tf 
mediastinum  and  all  were  sterile.  The  patient  recoverr 
again  without  incident  from  his  procedure  and  has  dor 
well  for  two  and  a half  years  postoperative,  h 
antibiotics  were  discontinued  one  year  ago,  and  the 
have  been  no  sequelae. 

There  is  no  doubt  that  after  implantation  , 
xenobioprostheses  currently  available  have  a finite  li 
expectancy.  In  vitro  fatigue  testing'^  predicts  durabili 
of  two  years  or  less  with  leaflet  tears  as  the  mechanism 
failure,  but  in  vivo  observation  fails  to  support  tF 
prediction.  Most  porcine  prosthesis  failures^'"  a 
associated  with  calcification  and  gradual  onset 
symptoms.  Evidence  of  decreased  flexibility  witho 
calcification  has  been  found  in  vitro^^  as  well  as  [ 
postoperative  catheterization. Finally,  loss  of  porcir 
valve  endothelium  from  preimplantation  processin 
disruption  of  collagen  bundles, and  penetration  intotF 
fibrosa  and  spongiosa  layers  by  cells  and  proteins  as  ear 
as  two  months  postimplantation  have  been  we 
documented. 

Because  calcification  of  porcine  prostheses 
accelerated  in  children''®'”"^  one  must  careful 
consider  tbe  risks  of  these  valves.  However,  with  fe 
exceptions,'®  xenobioprostheses  are  current 
preferred. 

A number  of  possible  mechanisms  for  bioprosthet 
calcification  in  children  have  been  suggested  includin 
accelerated  wear  from  heart  rates  which  are  1V2  to 
times  adult  rates,  active  calcium  metabolism  frot 
growth,  abnormal  calcium  metabolism, infection, 
and  rejection.'®  Penetration  by  macrophages  and  othc 
cells  into  the  valve  collagen  may  predispose  tj 
calcification  and  as  gluteraldehyde  leeches  out  of  th' 
collagen  cellular  infiltration  may  become  more  an; 
more  significant. 

Further  evaluation  of  the  lonescu  valve  will  b 
necessary  before  we  can  accurately  compare  th 


APRIL  1982  • XXXIX  • 4 


cine  valvular  and  bovine  pericardial  prostheses.  Our 
I?  of  calcification  in  an  lonescu  valve  at  16  months 
|T  implantation  suggests  that  a pattern  of  prosthesis 
.ification  similar  to  that  for  porcine  valves  in  children 
be  seen.  The  current  set  of  alternatives  for  valve 
placement  in  children  reduces  to  the  question  of  lack 
Jurability  of  xenobioprostheses  versus  the  morbidity 
I mortality  of  mechanical  prostheses  and  attendant 
icoagulation.  Growth,  an  important  variable  which  is 
ent  from  the  adult  population,  may  mandate  more 
n one  subsequent  valve  replacement  particularly  in 
all  children.  If  the  growth  is  rapid,  xenograft 
istheses  may  have  to  be  replaced  for  this  reason 
ore  calcification  occurs.  Because  of  the  vigorous 
ivity  of  most  children  and  the  consequent  potential 
rbidity  from  anticoagulation,  we  believe  that  tissue 
lografts  remain  a significant  alternative  for  valve 
)lacement  in  children.  However,  the  nearly  inevitable 
cification  of  such  valves  currently  suggests  that 
fchanical  valve  replacement  is  the  only  alternative 
ich  has  a long-term  operation-free  prognosis. 
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Editorial  Comment 


Kenneth  B.  Desser,  M.D. 

The  prosthetic  valve  of  choice  has  come  full  circle. 
Initially,  the  “ball  in  cage”  variety  enjoyed  world-wide 
popularity.  Then  the  various  tilt  disc  and  strut  valves 
appeared  on  the  scene  and  were  employed  in  large 
numbers.  Finally,  human  homograft  and  especially  the 
stented  xenograft  tissue  valves  eclipsed  the  mechanical 
prostheses.  Prominent  cardiovascular  surgeons  stated 
that  the  Starr-Edwards  valve  was  a historical  curiosity. 
The  age  of  “Old  McDonald’s  Farm”  had  arrived!  With  an 
“oink-oink”  here  and  a “moo-moo”  there  porcine 
valves  and  delicately  prepared  bovine  pericardial 
heterografts  were  all  the  rage.  The  preceding  article  by 
Copeland  et  al.,  points  out  with  dramatic  impact  that  all 
is  not  well  out  on  the  farm.  Supposedly  stablized  tissue 
valves  are  degenerating  with  increased  frequency  and 
most  disturbingly  in  the  young.  Within  the  past  year 
hallowed  editorial  pages  of  the  New  England  Journal  of 
Medicine  declared  that  the  Starr-Edwards  valve  had 
been  resurrected  and  might  be  the  replacement  of 
choice  in  adult  men  under  the  age  of  60  and  in  women 
who  did  not  plan  on  bearing  children.  Interestingly 
enough,  the  limiting  factor  on  application  of  this  valve  is 
principally  chronic  warfarin  administration  rather  than 
its  design.  Currently,  a nunnber  of  new  model 
mechanical  valves  such  as  the  double  hemi-disc  St.  jude 
prosthesis  are  being  implanted  and  their  long  term  role 
is  yet  to  be  determined.  It  is  surely  an  oddity  in 
cardiology  when  one  of  the  oldest  basic  designs  is  shown 
not  to  be  the  worst  and  possibly  the  best. 

Supported  by  the  Biomedical  Research  Memorial 
Fund,  Inc. 
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Abstract 

This  is  a case  presentation  of  a patient  with  known 
myasthenia  gravis  who  developed  hyperthyroidism  in 
less  than  four  months.  Frequent  monitoring  of  these 
patients  with  thyroid  function  tests  is  felt  to  be  essential. 
Key  Words:  Myasthenia  gravis,  Hyperthyroidism,  Atrial 
fibrillation. 

There  is  a well  known  association  of  thyroid  disease 
with  myasthenia  gravis.  The  myasthenic  patient 
presented  herein  is  interesting  because  she  developed 
rapid  onset  of  significant  hyperthyroidism. 

A 58-year-old  female  was  admitted  for  weakness. 
There  was  a history  of  heart  failure  of  unknown  etiology 
and  combined  restrictive  and  obstructive  lung  disease. 
There  was  a V/i  year  history  of  myasthenia  gravis,  and  a 
thymoma  had  been  excised.  Her  medications  included 
pyridostigmine,  prednisone,  digoxin,  furosemide  and 
aminophyllin.  There  were  numerous  admissions  for 
weakness  and  diplopia,  and  for  congestive  heart  failure. 
Thyroid  function  tests  were  normal  on  several  occasions. 

From:  Medical  Service,  Veterans  Administration  Medical  Center, 
Prescott,  Arizona.  Reprints  will  not  be  available  from  the  author. 
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including  those  obtained  four  months  prior  to  tf 
admission. 

Complaints  on  admission  included  dysphasi 
shortness  of  breath,  wheezing,  cough,  fatigability,  ar 
frequent  stools.  She  appeared  to  be  Cushingoid.  Tl 
blood  pressure  was  92/62  mm,  pulse  100  per  minute  ar 
irregular,  temperature  97.5°  F.,  and  her  weight  w 
unchanged.  Eye  examination  revealed  no  diplopia 
ptosis.  The  thyroid  was  smooth  and  not  enlarged, 
healed  sternotomy  scar  from  the  thymectomy  w 
noted.  The  lungs  were  clear,  though  wheezing  w 
heard  on  forced  expiration.  Cardiac  exam  showed 
heave  under  the  left  breast  and  an  irregularly  irregul 
rhythm  at  a rate  of  120  beats  per  minute.  Jugular  veno 
distention  of  2 cm  was  present  with  her  sitting  uprigf 
No  Ss  gallop  was  noted.  Abdominal  exam  was  n 
remarkable.  The  stool  was  brown  and  hemocci 
negative.  No  edema  or  muscle  wasting  was  note 
Neurological  exam  was  only  significant  for  mild  diffu 
motor  weakness  without  demonstrable  fatiguing. 

The  EKG  showed  atrial  fibrillation  with  a rap 
ventricular  response.  Cardiomegaly  and  engorgt 
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Ital  lymphatics  were  seen  on  the  chest  x-ray.  The 
Ctrolytes  were  normal,  BUN  27  mg.  per  deciliter, 
l:ose  115  mg  per  deciliter,  hematocrit  35%,  and  white 
|nt  13,600.  Arterial  blood  gases  on  room  air  were:  p02 
jnm,  pCo2  23  mm,  HCO3I7  mmol/L.,and  pH  7.48. The 
jialysis  was  normal. 

!he  patient  was  placed  in  the  Telemetry  Unit, 
avenous  digoxin  was  administered,  and  she 
iverted  to  sinus  rhythm.  Her  usual  medications  were 
itinued.  Frequent  hemopositive  stools  were  noted, 
the  hematocrit  remained  stable.  On  the  third  day 
id  atrial  fibrillation  was  again  noted.  The  digoxin  level 
, 2.97.  Quinidine  sulfate  was  given  without  effect,  and 
aropranolol  was  started.  On  the  fourth  day  she  was 
ed  to  be  stuporous  with  a dense  left  hemiparesis. 
aotension  was  noted  requiring  Dopamine  infusion, 
day  five  she  converted  to  sinus  rhythm.  Increased 
akness  and  lethargy  were  noted  on  day  six.  Ten  mg  of 
ophonium  was  given  without  effect.  The 
idostigmine  was  reduced  and  the  weakness 
aroved.  Later  that  night,  however,  she  became 
aotensive  and  an  idioventricular  rhythm  was  noted, 
s was  rapidly  followed  by  asystole  and  death.  Thyroid 
iction  tests  later  returned,  revealing  a T4  of  22.0 
g/ml  (normal  5.5  to  11.5),  T3  resin  uptake  66  (normal 
45),  Tt  14  (normal  1.95-5.2),  T3  RIA  348  mg/ml  (normal 
-190). 

’ostmortem  examination  of  the  thyroid  showed  a 
'mal  sized  nodular  gland.  There  were  focal  areas  of 
Derplasia  consistent  with  hyperthyroidism.  There 
re  nonencapsulated  areas  with  acini  lined  by 
Doidal  to  columnar  epithelium,  showing  papillary 
olding,  and  containing  pink  colored  material.  Many 
these  acini  were  enlarged.  Other  encapsulated  areas 
itained  dense  hyaline  material  with  small  follicles 
2d  by  cuboidal  cells  with  pink  cytoplasm.  (Figure)The 
igs  showed  evidence  of  bronchopneumonia  and 
onic  passive  congestion.  The  heart  revealed  thrombi 
both  right  and  left  auricular  appendages.  There  was 
t ventricular  hypertrophy  and  dilatation.  There  was 
le  evidence  of  coronary  artery  disease.  Microscopic 
)m  did  not  reveal  the  changes  characteristic  of 
asthenia  gravis.  Examination  of  the  brain  revealed  an 
ensive  hemorrhagic  infarction  involving  the  right 
misphere.  This  extended  into  the  internal  capsule  and 
ilamus.  Examination  of  the  kidneys  showed  a recent 
ht  renal  infarct. 

vlyasthenia  gravis  is  an  autoimmune  disease 
aracterized  by  weakness  and  fatigability  of  striated 
jscle.  Thymic  derived  IgG  antibody  to  acetalcholine 
:eptor  protein  has  been  demonstrated  in  70%  to  90% 
cases. ^ Antibody  has  been  shown  to  bind  to  a site  on 
2 receptor  which  is  distinct  from  the  site  binding 
stylcholine.  This  results  in  steric  changes  which 
crease  the  ability  of  acetylcholine  to  bind  to 
reptor.^  A second  mechanism  demonstrates  antibody 
ass-linking  the  acetylcholine  receptor  leading  to  rapid 
:eptor  degradation.^  A third  mechanism  indicates 


decreased  receptor  synthesis.  A fourth  mechanism 
points  to  antibody  mediated  destruction  of  post  synaptic 
membranes.'' 

There  are  a number  of  autoimmune  diseases 
associated  with  myasthenia  gravis.  These  include 
thyrotoxicosis,  Hashimoto's  thyroiditis,  pernicious 
anemia,  pemphigus,  rheumatoid  arthritis,  systemic 
lupus  erythematosus,  juvenile  onset  diabetes  mellitus, 
ulcerative  colitis,  autoimmune  hemolytic  anemia, 
adrenaiitis  and  polymyositis.  Autoantibodies  such  as 
rheumatoid  factor,  anti-thyroid  antibody,  anti-nuclear 
antibody,  anti-mitochondrial  antibody,  antibody  to 
cardiac  muscle  and  antibody  to  thymus  tissue  may  be 
seen.^'®  Thirty  percent  of  myasthenics  have  thyroid 
pathology  demonstrable  at  autopsy.^  The  incidence  of 
hyperthyroidism  ranges  from  3%  to  6%.  There  is  some 
dispute  as  to  whether  hyperthyroidism  exacerbates  the 
myasthenia.® 

This  patient  was  followed  very  closely  during  her 
illness,  and  her  thyroid  status  was  evaluated  periodically. 
She  is  noteworthy  because  thyroid  function  tests  were 
normal  four  months  prior  to  this  admission.  The 
literature  reviewed  does  not  describe  how  rapid  the 
onset  of  hyperthyroidism  can  be  in  myasthenics. 
Because  of  the  experience  in  this  case,  all  patients  with 
myasthenia  gravis  must  be  observed  closely  for  the  onset 
of  hyperthyroidism. 
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Introduction 

The  most  common  gallbladder  symptoms  are  those  of 
stone  disease.  When  the  diagnosis  of  cholelithiasis  is 
made,  usually  by  oral  cholecystography  or  right  upper 
quadrant  ultrasonography,  in  a patient  with  appropriate 
symptoms,  cholecystectomy  is  the  treatment  of  choice. 

Not  uncommonly,  an  individual  will  complain  of 
intermittent  or  persistent  right  upper  quadrant 
discomfort  and  the  oral  cholecystogram  and  ultrasound 
will  reveal  no  stones.  In  approximately  five  percent  of 
these  individuals,  gallstones  will  be  present.  In  the 
remainder,  there  is  either  no  gallbladder  pathology  or 
acalculous  gallbladder  disease.  This  article  will  discuss 
two  acalculous  cholecystopathies:  cholesterolosis  and 
adenomyomatosis. 

Cholesterolosis 

Cholesterolosis  is  a condition  which  was  first 
described  in  the  latter  half  of  the  19th  century.  Many 
papers  were  published  on  the  subject  prior  to  1940,  and 
relatively  little  has  been  written  on  the  subject  since  that 
time.  That  does  not  negate  the  importance  of  the 
condition  today  in  patients  who  are  discovered  to  have 
it. 

Cholesterolosis  is  characterized  by  the  presence  of 
cholesterol  in  the  lamina  propria  of  the  gallbladder 
epithelium.  Cholesterol  or  its  esters  are  found  in  the 
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basal  portions  of  epithelial  cells  and  in  macrophagetij 
the  mucosa  and  submucosa.  It  may  present  in  eithej 
diffuse  or  localized  form.  In  the  diffuse  form  one  sis 
yellowish  specks  giving  the  mucosa  a velvety  texturej 
the  mucosa  is  inflamed,  the  appearance  is  analagoust! 
strawberry,  and  the  appellation  strawberry  gallbladdes 
applied.  Rarely,  the  process  may  extend  into  the  eye 
duct  and  more  rarely  into  the  bile  duct.  In  the  locali/i 
forma  polypis  found, which  isusuallyinthe  neck  oft 
gallbladder.  The  cholesterol  is  probably  absorbed  ii 
tbe  mucosa  from  the  bile. 

The  incidence  of  cholesterolosis  varies  widely 
published  series,  from  9%  to  20%  of  surgically  remo\ 
gallbladders,  to  nearly  40%  in  autopsy  series.  In  surgi 
series  it  is  described  more  commonly  in  females,  anc 
autopsy  series  it  is  more  prevalent  in  males.  It  occ 
most  commonly  after  the  age  of  40,  in  obese  patier 
but  is  not  common  in  multiparas.' 

In  about  half  of  the  patients,  gallstones  are  found, a 
symptoms  are  usually  attributed  to  the  stones.  In  me 
other  patients  with  cholesterolosis,  there  are 
symptoms,  so  that  antemortem  diagnosis  is  not  ma< 
The  true  incidence  of  this  condition,  therefore, 
difficult  to  ascertain.  However,  a number  of  studies  he' 
been  reported  in  which  cholesterolosis  was  found  in  t 
surgically  removed  gallbladder  in  which  no  stones  wr 
found. Cholecystectomy  was  performed  in  thr 
patients  because  of  intermittent  or  persistent  rij 
upper  quadrant  or  epigastric  pain,  at  times  radiating 
the  tip  of  the  right  scapula  or  interscapular  area.  In  otf 
patients,  food  intolerance  of  severe  degree,  dyspeps' 
recurrent  nausea,  vomiting,  fever  and  jaundice  weret 
indications  for  cholecystectomy.  In  all  of  these  patier; 
diagnostic  evaluation  with  upper  G.  I.  series,  barii 
enema,  and  other  tests,  often  done  repeatedly,  failed 
reveal  another  cause  for  the  patient’s  symptoms. 

The  jaundice  which  appeared  may  have  been  due 
the  dislodgement  of  a polyp  which  then  impacted  in  t 
bile  duct.  In  other  instances  the  presence  of 
cholesterol  polyp  may  serve  as  the  nidus  for  gallsto 
formation. 

The  diagnosis  of  cholesterolosis  is  difficult  to  establi 
prior  to  surgery.  There  is  no  diagnostic  finding.  In  abc 
one-third  of  the  patients,  the  oral  cholecystogram 
normal.  In  a few,  one  or  more  polypoid  lesions  are  se< 
In  the  majority,  there  is  either  poor  visualization 
nonvisualization  of  the  gallbladder.  Ultrasonograph; 
usually  not  helpful.  Biliary  drainage  often  reve 
cholesterol  crystals  in  the  bile  fraction  obtained  from  t 
gallbladder,  but  false  positives  and  negatives  limit  t 
diagnostic  accuracy  of  this  once  widely  utiliz 
diagnostic  test.''  There  is  no  consistent  pattern  of  t 
serum  cholesterol. 

In  those  patients  undergoing  cholecystectomy  1 
cholesterolosis  and  in  whom  no  gallstones  are  presej 
one-third  have  grossly  normal  gallbladders.  In  one-th  i 
the  cystic  duct  is  narrow.  In  a few,  adhesions  are  prestl 
on  the  mucosal  surface.  When  the  gallbladder  is  d 
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!?n,  in  83%  a diffuse  yellow  speckled  pattern  is  seen, 
j in  eight  percent  polypoid  protuberances  are 
sent.^  Visible  inflammation  is  present  in  less  than  four 
cent.  Fifteen  percent  of  patients  have  an  associated 
Ionic  pancreatitis. 

n long-term  follow-up,  80%  to  90%  of  patients  have 
nplete  or  significant  relief  of  their  symptoms,  while 
remainder  report  minimal  or  no  improvement.'’^ 
n summary,  cholesterolosis  is  a condition 
tracterized  by  the  presence  of  lipid  deposits  in  the 
thelium  of  the  gallbladder,  and  in  macrophages  in 

■ mucosa  and  sub-mucosa.  Its  incidence  is  unknown, 
t it  frequently  occurs  in  patients  who  have  gallstones. 
:an  occur  independently  of  gallstones,  and  is  often 
mptomatic  and  not  diagnosed.  In  some  patients, 
nificant  symptoms  are  present  which  are  not  different 
m patients  who  have  gallstones.  Diagnosis  is  difficult 
:ept  for  the  patients  who  have  the  polypoid  form  of 

■ condition.  Patients  may  be  symptomatic  for  years 
i often  undergo  repeated  extensive  diagnostic 
iluations.  Cholecystectomy  frequently  brings  very 
isfying  symptomatic  improvement.  A clinical 
areness  of  this  condition  is  the  key  to  the  possibility  of 
nefiting  the  patient  with  this  acalculous 
Diecystopathy. 

enomyomatosis 

\denomyomatosis  is  a non-neoplastic,  non- 
la  mmatory  disease  of  the  gallbladder  which  is  present 
approximately  25%  of  individuals.'^  It  is  usually 
mptomatic.  It  is  characterized  by  hyperplasia  of  the 
icous  membrane  with  an  increase  in  the  height  and 
mber  of  folds.  These  folds  project  through  the 
iscularis  as  tubules  or  crypts,  giving  a gland-like 
aearance  on  histologic  section.  The  mucosa  herniates 
ough  areas  of  decreased  resistance  forming 
ra mural  diverticuli  or  sinuses,  the  Rokitansky- Aschoff 
uses.  These  may  fill  with  inspissated  bile  or  form  the 
lus  for  stone  development.  The  muscular  layer 
pertrophies  and  may  be  three  to  five  times  its  usual 
ckness.  The  mucosal  diverticuli  or  sinuses  may 
netrate  to  a subserosal  location.^  It  may  appear  as  a 
neralized,  localized  or  segmental  form.  In  the 
neralized  form,  much  of  the  gallbladder  is  involved 
d on  x-ray  a halo  or  saw-toothed  appearance  is  seen 
:h  contrast  filling  the  diverticuli,  external  to  the 
Ibladder  lumen.  In  the  localized  form,  a small  nodule 
een,  usually  in  the  fundus,  with  a central  crater  which 
presents  the  opening  of  the  Rokitansky-Aschoff  sinus, 
the  segmental  form,  there  is  a zone  of  constriction  or 
nosis,  usually  in  the  midportion  or  proximal  part  of 
? gallbladder. 

\denomyomatosis  is  not  a congenital  lesion  as  its 
ddence  increases  with  advancing  age.  It  is  seen  in 
out  five  percent  of  gallbladder  x-rays,  and  may  be 
3sent  in  patients  who  also  have  gallstones  and 
olesterolosis.  It  is  more  common  in  women  by  a factor 
three. ^ Malignancy  is  not  a complication, 
rhe  cause  is  unknown  but  it  is  more  likely  to  develop 


in  patients  with  a Phrygian  cap  deformity.  This  suggests 
that  a relative  obstruction  may  result  in  increased 
pressure  in  the  fundus  with  the  development  of  at  least 
the  localized  form  of  the  disease. 

The  gallbladder  in  adenomyomatosis  appears  to  be  in 
a hyper-excitable  state,  responding  more  rapidly  and 
completely  to  a cholecystokinetic  stimulus.  It  often 
concentrates  the  contrast  agent  more  vividly  and 
empties  more  quickly  and  completely  in  response  to  a 
fatty  meal. 

Many  patients  are  asymptomatic,  but  right  upper 
quadrant  pain,  dyspepsia  and  fatty  food  intolerance  are 
reported."'®  The  mechanism  of  pain  production  is  not 
clear  but  may  be  related  to  excessive  neuromuscular 
activity  of  the  hyperplastic  wall  with  vigorous 
contraction  and  distention  of  the  gallbladder  and  its 
ducts.® 

The  radiologic  features  have  been  discussed  above.  A 
thickened  gallbladder  wall  may  be  detected  by 
ultrasound.  The  gallbladder  may  respond  rapidly  and 
vigorously  to  cholecystokinin  after  oral  contrast  agents 
have  been  given,  and  the  CCK  may  also  reproduce  the 
patient’s  pain.  Dunn  and  associates,  however,  have 
reported  that  patients  tend  to  improve  after  surgery 
even  if  the  CCK  test  is  negative,  thereby  diminishing  the 
widespread  usefulness  of  this  diagnostic  test.' 

Several  series  have  shown  that  patients  operated  upon 
for  symptomatic  adenomyomatosis  improve.'’®  Follow- 
up observation  of  longer  than  one  year  indicates  that 
symptoms  disappeared  in  70%  to  90%  of  patients. 

In  summary,  adenomyomatosis  is  a nonneoplastic, 
noninflammatory  state  of  the  gallbladder  which  may 
present  in  a localized,  segmental  or  diffuse  form. 
Histologically,  the  mucosa  is  hyperplastic  and 
invaginates  into  the  thickened  muscular  layer  as  sinuses 
or  diverticuli.  The  gallbladder  is  hyper-excitable  and 
appears  to  excessively  and  rapidly  respond  to  food  and 
other  cholecystokinetic  influences.  Many  patients  are 
asymptomatic.  Some  have  pain,  dyspepsia,  fatty  food 
intolerance  or  diarrhea.  The  latter  may  be  due  to  rapid 
delivery  of  bile  into  the  intestine.  Radiologic 
investigation  is  often  diagnostic.  Cholecystectomy 
usually  provides  long-term  relief  for  symptomatic 
individuals  in  whom  no  other  cause  for  the  symptoms 
has  been  found. 
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Abstract 

The  risk  of  a chromosome  abnormality  in  a child  rises 
with  the  age  of  the  mother.  The  rate-of-rise  for  this  risk 
accelerates  after  age  31.  A graph  and  yearly  interval  table 
are  provided  which  may  be  utilized  with  patients.  Today, 
midtrimester  amniocentesis  in  experienced  hands 
appears  safe.  Medicolegal  aspects  are  clear;  the 
physician  must  provide  accurate  information  to  the 
patient  and  make  prenatal  genetic  diagnosis  available  to 
her,  beginning  at  the  latest  by  age  35.  On  the  basis  of  the 
maternal  age  curve,  this  information  can  be  cogently 
provided  to  women  earlier  in  their  thiities. 

The  most  frequent  indication  for  prenatal  genetic 
diagnosis  is  maternal  age.'  Obstetricians  and  family 
physicians  may  thus  be  asked  by  pregnant  women: 
“Wbat  is  my  chance  for  a problem?  I’m  35.”  or  more 
precisely:  "What  is  tbe  chance  of  a chromosome 
abnormality  at  my  age?” 

This  article  provides  information  on  the  rates  of 
liveborn  children  with  a chromosome  abnormality  by 
maternal  age.  We  conclude  with  a brief  discussion  of 
medicolegal  aspects  and  amniocentesis. 


From:  The  Genetics  Center  of  Southwest  Biomedical  Research 
Institute,  123  East  University  Drive,  Tempe.  Arizona  85281. 


Chromosome  Abnormalities  In  Children  at  Birth 

The  chances  of  chromosome  abnormalities 
different  maternal  ages^  include  the  best  known— 
Down  syndrome — and  less  known  risks  for  the  oti 
autosomal  trisomies  (trisomies  13  and  18)  as  well  as 
the  major  sex  chromosome  abnormalities  and  otI 
cytogenetic  aberrations.  With  Down  syndrome,  close 
100%  of  children  are  mentally  retarded  and  about  50% 
children  have  congenital  heart  malformations.  At  le 
50%  of  Down  syndrome  individuals  now  live 
adolescence  and  many  live  to  adulthood.  With  triso 
13  and  trisomy  18,  all  affected  individuals  are  severely 
profoundly  mentally  retarded.  A high  percentage  h< 
heart  and  other  malformations.  The  mortality 
childhood  is  high. 

The  risk  for  a chromosome  abnormality  is  lowest  wh 
the  mother  is  around  20  years  of  age.  At  this  age,  the  r 
is  only  about  2.0  per  1,000  live  births:  about  one  in  ! 
births.  The  chromosome  risk  then  rises  very  graduc 
through  the  twenties. 

The  chromosome  risk  accelerates  more  rapi' 
through  the  early  thirties.  This  change  in  rate-of-r 
occurs  between  ages  31  and  32  years.  The  risk  becort 
especially  prominent  with  each  subsequent  year.  Th( 
risks  are  presented  numerically  in  the  table  a 
graphically  in  the  figure. 

Comparison  of  Amniocentesis  With  Liveborn  Rates 

The  chance  of  finding  a chromosome  abnormality 
higher  at  amniocentesis  than  at  birth,  as  shown  in  t 
figure.  For  example,  at  age  37  the  chance  of  findin] 
chromosome  abnormality  on  amniocentesis  is  about  1 
71 ; at  the  same  maternal  age  the  chance  of  giving  birth 
a child  with  a chromosome  abnormality  is  1 in  124. 

The  reason  for  this  difference  is  that  amniocentesis : 
prenatal  genetic  diagnosis  is  generally  done  at  15  to 
weeks  gestation.  About  24  to  25  weeks  remain  befor( 
term  delivery.  During  this  intervening  period  of  tin 
miscarriages  occur  naturally  and  these  te 
preferentially  to  involve  conceptions  with  chromosor 
abnormalities. 
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Figure 

isks  of  a chromosomally  abnormal  child  born  at  different 
rnal  ages  are  indicated  by  the  solid  line,  beginning  at  age 
hese  risks  rise  sufficiently  with  age  so,  this  graph  is  semi- 
ithmic.  The  dashed  line  indicates  rates  estimated  at 
ocentesis  in  midtrimester  starting  at  age  35. 


Table 

Risk  of  Liveborn  with  a Chromosome  Abnormality 


Age  of  Chance  of  Chromosome  Abnormality 

Mother  Per  1,000  Births  (1  in ) 


30 

2.5 

(1/400) 

31 

2.6 

(1/385) 

32 

3.1 

(1/323) 

33 

3.5 

(1/286) 

34 

4.1 

(1/244) 

35 

5.6 

(1/179) 

36 

6.7 

(1/149) 

37 

8.1 

(1/124) 

38 

9.5 

(1/105) 

39 

12.4 

(1/  81) 

40 

15.8 

(1/  63) 

41 

20.5 

(1/  49) 

42 

25.5 

(1/  40) 

43 

32.6 

(1/  31) 

44 

41.8 

(1/  24) 

45 

53.7 

(1/  19) 

46 

68.9 

(1/  15) 

47 

89.1 

(1/  11) 

48 

115.0 

(1/  9) 

49 

149.3 

(1/  7) 

Medicolegal  Aspects 

A physician  is  bound  medicolegally  to  practice  good, 
customary  medicine,  and  today  this  means  informing  a 
pregnant  woman  by  age  35  of  the  increasing  risk  of  a 
chromosomally  abnormal  child. 

The  basis  for  choosing  35  years  of  age  as  "the”  age  is 
uncertain.  It  may  relate  to  the  fact  that  the  risk  for  Down 
syndrome  (trisomy  21)  at  age  35  is  double  that  of  the 
general  population.  Whatever  the  fact,  it  is  clear  now 
that  a physician  who  fails  to  discuss  this  and  offer 
amniocentesis  to  a woman  35  years  of  age  or  more  is 
liable. 

The  unresolved  question  is:  What  if  the  woman  is  34, 
or  33,  or  32,  or  less?  On  the  basis  of  cost-effectiveness 
and  especially  the  rate-of-rise  of  the  maternal  age  risk,  it 
can  be  argued  cogently  now  that  prenatal  diagnosis 
should  be  offered  to  women  earlier  in  their  thirties. 
Safety  of  Amniocentesis 

A cardinal  concern  with  amniocentesis  for  prenatal 
diagnosis  is  safety.  The  safety  of  the  procedure  in  expert 
hands  is  clear. ^ With  midtrimester  amniocentesis,  the 
requirements  are,  in  order:  1)  good  obstetrical  history, 
2)  genetic  counseling,  3)  informed  consent,  4)  ultra- 
sound examination,  5)  experience  in  midtrimester 
amniocentesis,  and  6)  reliable  laboratory  services. 

Experience  with  midtrimester  amniocentesis  is 
essential.  Although  the  procedure  can  appear 
deceptively  easy,  considerable  experience  is  necessary 
to  ensure  safety.  The  physician  doing  the  amnio-centesis 
should  have  done  at  least  50  midtrimester 
amniocenteses.^ 

At  The  Genetics  Center  in  Tempe,  the  current 
prenatal  diagnostic  profile  includes:  1)  maternal  serum' 
AFP  (obtained  prior  to  amniocentesis),  2)  chromosome 
studies  of  amniotic  fluid  cells  (done  by  studying 
amniocyte  clones,^ 3)  amniotic  fluid  AFP,  and  4)  amniotic 
fluid  acetylcholinesterase. 

In  addition,  special  studies  may  be  done,  as  indicated. 
For  example,  a jewisb  couple  carrying  the  Tay-Sachs 
gene*’  would  also  have  the  enzymatic  test  for  Tay-Sachs 
disease  done  on  amniotic  fluid  cells. 

Recommendation 

All  pregnant  women  in  their  thirties  and  forties  should 
be  informed  by  the  physician  of  their  chances  of  a 
chromosome  abnormality.  These  chances  are  presented 
here. 
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In  this  paper  Dr.  Norton  describes  the  options  for  local 
treatment  of  early  breast  cancer.  Equally  important  is  the  need 
for  systemic  adjuvant  treatment  for  patients  at  risk  for 
metastatic  recurrence.  A detailed  description  of  many 
adjuvant  chemotherapy  trials  can  be  found  in  the  book  cited  in 
reference  ten  of  Dr.  Norton’s  paper  (Adjuvant  Therapy  of 
Cancer  III  Conference,  held  at  the  University  of  Arizona  in 
March  1981).  DSA  EMC 

Abstract 

Traditional  surgical  treatment  of  early  breast  cancer  by 
classic  or  modified  radical  mastectomy  is  challenged 
today  by  proponents  of  partial  mastectomy,  axillary 
node  sampling,  and  primary  irradiation.  Results  in  Stage 
I disease  show  equal  effectiveness  of  the  two  approaches 
in  terms  of  disease-free  survival  and  the  occurrence  of 
local  or  distant  metastases.  Advantages  of  mastectomy 
are  relatively  less  morbidity,  removal  of  most  axillary 
lymph  nodes,  and  elimination  of  occult  carcinoma  in  the 
diseased  breast.  Partial  mastectomy  preserves  the  breast 
with  little  cosmetic  deficit  while  irradiation  treats  both 
primary  and  regional  disease.  Given  all  treatment 
facilities,  the  patient  with  a small  breast  cancer  can  be 
offered  a choice  in  treatment:  either  classic  or  modified 
radical  mastectomy  or  partial  mastectomy  and 
irradiation. 


Among  the  most  frequent  complaints  of  adult  women 
is  a solitary  breast  mass  discovered  incidentally.  Most 
women  with  such  a problem  seek  a physician’s  opinion 
as  quickly  as  possible.  The  occasion  of  breast 
examination  is  charged  with  anxiety  and  for  no  small 
reason.  It  is  known  commonly  by  both  patient  and 
physician  that  one  of  every  11  American  women  will 
develop  breast  cancer  and  that  a solitary  breast  mass  is 
often  the  first  evidence  of  cancer. 

Only  10%  to  15%  of  all  single  breast  masses 
encountered  in  the  usual  office  practice  will  prove  to  be 
carcinoma.  In  almost  every  case,  a recently  appearing 

From:  University  of  Arizona  Health  Sciences  Center,  Department  of 
Surgery,  Tucson,  Arizona  85724. 
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breast  mass  in  an  adult  woman  should  be  diagnosi 
histologically.  An  exception  is  an  obvious  cyst,  as  prov  i 
by  aspiration  of  fluid,  in  a patient  with  previour 
confirmed  mammary  dysplasia.  Any  woman  with) 
history  of  mammary  dysplasia  who  has  a recurrent  bre  t 
mass  that  does  not  yield  fluid  on  needle  aspirati  i 
should  be  considered  to  have  cancer  and  encouraged) 
undergo  excisional  biopsy. 

Physical  characteristics  of  a breast  mass  less  than  t\i 
centimeters  in  diameter  cannot  be  used  to  exclude  t| 
possibility  of  carcinoma.  Mammography  can  confin 
the  presence  and  anatomic  location  of  a lesion  a I 
might  give  hints  as  to  its  benign  or  malignant  natu  , 
However,  neither  mammography  nor  thermograpi 
can  be  relied  upon  for  diagnosis  and  neither  should  ev: 
be  substituted  for  tissue  biopsy. 

Core  needle  biopsy  is  a useful  office  technique  butj 
applicable  only  when  the  tumor  is  two  centimeters 
diameter  or  larger  where  it  will  be  certain  that  the  tiss 
core  has  been  removed  from  the  lesion.  In  most  cases 
small  breast  masses,  excisional  biopsy  can  be  performi 
easily  and  painlessly  as  an  outpatient  procedure.  Tl; 
goal  of  excisional  biopsy  is  to  remove  the  breast  m£ 
entirely  along  with  a rim  of  surrounding  normal  bre<‘ 
tissue. 

If  histologic  examination  of  an  excised  breast  m<' 
shows  carcinoma,  the  surgeon  must  become  aware 
several  factors  which  influence  both  treatment  at 
outcome  of  disease.  He  would  certainly  want  the  turn 
sent  for  hormone  receptor  site  determination.  He  wou 
stage  the  disease  on  the  basis  of  primary  tumor  size  at 
clinical  evidence  of  regional  lymphatic  metastases.  f 
would  inquire  of  the  pathologist  whether  the  disease 
infiltrating  ductal  carcinoma,  the  most  common  form 
breast  cancer,  or  whether  it  is  a more  favorable  form 
disease  such  as  medullary,  tubular,  or  colloid  card norr 
Other  questions  concerning  tumor  histology  wou 
relate  to  the  degree  of  cytological  differentiatio 
lymphatic  permeation,  blood  vessel  invasion,  ar 
invasion  into  soft  tissue  of  the  breast.  Risk  fro 
carcinoma  of  the  breast  is  known  to  increase  in  relatic 
to  the  frequency  of  these  histologic  features. 

Early  breast  cancer,  which  one  would  expect  in 
patient  who  promptly  reports  a small  breast  mass,  cf 
represent  either  Stage  I or  Stage  II  disease.  According 
the  TNM  Staging  System,  Stage  I breast  cancer  involvi 
primary  lesions  of  less  than  two  centimeters  diamete 
no  obvious  axillary  metastases,  and  no  evidence  < 
distant  metastatic  spread.  Stage  II  disease  includ( 
primary  tumors  two  to  five  centimeters  in  diamete 
either  no  palpable  axillary  lymph  nodes  or  movab 
axillary  nodes,  and  no  evidence  of  distant  spread.  Stagr 
and  Stage  II  comprise  85%  of  all  cases  of  breast  cancer.  / 
the  time  of  initial  diagnosis,  only  10%  to  15%  of  patien 
with  early  breast  cancer  have  detectable  metastases. 

When  information  concerning  diagnosis,  histolog 
features,  and  staging  is  available,  the  patient  must  b 
asked  to  consider  treatment  options.  Traditionally,  ear 
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ast  cancer  h-as  been  treated  by  excision  of  the  breast 
i dissection  of  regional  lymph  nodes.  The  classic 
ical  mastectomy  was  introduced  at  the  turn  of  the 
itury  and  remained  the  procedure  of  choice  until  the 
O’s.-  Perhaps  the  strongest  proponent  of  that 
l?ration  in  recent  times  is  Haagensen  who  emphasizes 
!?rative  technique  as  a means  of  improving  results. 
Iiong  Haagensen’s  patients  with  the  equivalent  of 
M Stage  I breast  cancer,  ten-year  survival  is  75%.'  A 
re  recent  experience  from  Memorial  Hospital  which 
ludes  treatment  by  both  classic  and  modified  radical 
stectomy  shows  that  among  382  patients  at  ten  years, 
u are  disease  free.^  Recurrence  is  seven  percent  in  a 
)group  of  134  patients  who  had  primary  tumors  less 
n one  centimeter  in  diameter.  Only  five  percent  of 
> group  died  within  ten  years.  Among  the  remaining 
patients  with  tumor  size  beween  one  and  two 
itimeters,  recurrence  is  21%  and  mortality  is  15%.  It  is 
i/ious  from  the  Memorial  experience  that  mastectomy 
early  breast  cancer  with  no  involvement  of  axillary 
ph  nodes  is  an  extremely  effective  procedure, 
vlemorial  Hospital  has  also  reported  ten-year  results 
a group  of  142  patients  who  had  either  modified  or 
ssic  radical  mastectomy  for  Stage  II  breast  cancer.^ 
currence  is  35%  among  this  group  with  a mortality  of 
The  superb  results  obtained  from  Memorial 
)spital  are  not  reflected  in  national  figures.  The 
tional  Adjuvant  Surgical  Breast  Program  recently 
jorted  overall  ten-year  survival  of  Stage  I and  Stage  II 
?ast  cancer  patients  as  only  25%.''  Among  patients  with 
e to  three  positive  axillary  lymph  nodes,  those  who 
)uld  be  expected  to  benefit  most  from  axillary 
section,  ten-year  survival  is  only  37%.  Patients  with 
)re  that  three  axillary  nodes  positive  have  had  only 
po  survival. 

Both  the  classic  and  modified  radical  mastectomies 
based  upon  the  concept  that  cancer  can  be 
ntrolled  by  removing  the  primary  lesion  and  its  means 
regional  lymphatic  spread.  For  years,  surgeons 
sumed  that  breast  cancer  spread  to  axillary  lymph 
|des  before  hematogenous  dissemination  occurred.  A 
/iew  of  ten-year  survival  statistics  after  either  modified 
: classic  radical  mastectomy  suggests  that 
imatogenous  spread  of  disease  occurs  earlier  than 
'merly  believed  and  that  breast  cancer  must  be 
jnsidered  a “disseminated  disease.” 
puring  the  last  two  decades,  a number  of  surgeons 
jTioved  only  part  of  the  breast  as  primary  treatment  for 
past  cancer.  The  most  publicized  experience  in  this 
gard  was  that  of  Crile.^  While  his  statistical  methods 
;ve  been  questioned  on  the  basis  of  patient  selection, 
iile  showed  that  survival  of  his  patients  undergoing 
j|y  partial  mastectomy  was  44%  at  ten  years,  a figure 
imparing  favorably  with  results  after  mastectomy. 
Iperience  in  Europe  during  the  1970’s  with  either 
|Tipectomy  or  partial  mastectomy  supported  Crile’s 
|?w  that  limited  excision  is  no  worse  in  terms  of  survival 
ian  mastectomy  and  axillary  dissection.  An  occasional 


contrary  experience  indicated  that  recurrence  rates 
were  higher  after  partial  mastectomy  than  after  classic  or 
modified  radical  mastectomy. 

At  the  Foundation  Curie  in  Paris,  ten-year  results  of 
primary  irradiation  for  Stage  I and  Stage  II  cancer  are 
virtually  identical  with  operative  results  obtained  at 
Memorial  Hospital  during  the  same  period.*^  On  the 
basis  of  such  experience,  Pierquin,  a Frenchman, 
initiated  a form  of  treatment  for  early  breast  cancer 
described  as  "primary  irradiation.”  His  approach  entails 
excisional  biopsy  of  the  primary  tumor,  along  with 
variable  amounts  of  breast  tissue,  followed  by  both 
external  and  interstitial  irradiation  to  a total  of  6,000  R.  At 
five  years,  90%  of  Pierquin’s  patients  with  Stage  I cancer 
and  80%  of  Stage  II  patients  were  disease  free.  At  ten 
years,  among  293  patients.  Stage  I survival  is  71%  and 
Stage  II  survival  is  50%. 

The  place  of  classic  or  modified  mastectomy  in  the 
treatment  of  early  breast  cancer  is  now  being 
questioned.  A number  of  studies  comparing  the 
effectiveness  of  standard  operations  with  that  of  lesser 
excisional  procedures  and  irradiation  are  under  way. 
The  most  significant  study  reported  to  date  is  from  Italy. 
At  the  National  Cancer  Institute  in  Milan,  701  patients 
were  randomized  prospectively  into  two  treatment 
groups.^  All  patients  had  Stage  I breast  cancer  with 
primary  tumors  less  than  two  centimeters  in  diameter. 
One  group  of  349  patients  underwent  a classic  radical 
mastectomy.  Another  group  of  352  patients  had 
quadrantectomy  for  excision  of  the  primary  breast  mass, 
axillary  dissection,  and  radiotherapy  involving  both 
external  and  interstitial  sources.  At  five  years,  overall 
survival  was  90%  both  among  patients  treated  by  radical 
mastectomy  and  by  quadrantectomy.  The  percentage  of 
patients  without  evidence  of  disease  was  virtually 
identical  in  each  group. 

It  is  obvious  from  these  data  that  a choice  in  treatment 
must  be  offered  the  patient  with  early  breast  cancer.  For 
those  with  Stage  I disease,  the  choice  is  between 
modified  radical  mastectomy  and  partial  mastectomy 
with  irradiation.  It  appears  that  identical  results  in  terms 
of  survival  and  recurrence  can  be  obtained  by  either 
technique.  For  Stage  II  disease,  the  comparable 
effectiveness  of  primary  irradiation  is  not  as  evident. 

While  modified  radical  mastectomy  carries  the 
obvious  disadvantage  of  loss  of  the  breast,  it  is  usually 
associated  with  very  little  morbidity.  It  has  the  advantage 
of  a thorough  removal  of  axillary  lymph  nodes  for 
predicting  the  outcome  of  disease.  Furthermore,  it 
removes  all  multicentric  sites  of  occult  cancer  in  the 
involved  breast. 

Partial  mastectomy  and  irradiation  have  the  great 
advantage  of  preserving  the  breast,  which  is  seldom 
deformed  even  after  the  removal  of  a significant  amount 
of  tissue.  Irradiation  requires  a considerable  investment 
of  time  (perhaps  six  weeks)  and  can  cause  locally 
bothersome  dermatitis.  Interstitial  irradiation  is  applied 
through  tubes  which  are  first  inserted  in  the  operating 
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room  while  the  patient  is  anesthetized.  Facilities  for  such 
irradiation  are  unavailable  in  many  communities. 

Partial  mastectomy  and  irradiation,  as  currently 
practiced,  includes  sampling  of  axillary  lymph  nodes. 
The  number  of  nodes  obtained  by  this  technique  is 
limited.  There  is  considerable  doubt  in  some  quarters 
that  axillary  node  sampling  properly  stages  breast 
cancer.  An  experience  at  the  University  of  Alabama 
among  72  patients  showed  understaging  in  25%.^  A 
report  from  the  University  of  Pennsylvania  analyzing  285 
patients  contended  that  axillary  node  sampling 
understaged  patients  less  than  five  percent  of  the  time.'*’ 

One  of  the  more  important  arguments  against  limited 
breast  resection  and  irradiation  is  based  upon  the 
multicentricity  of  breast  cancer.  It  is  likely  that  occult 
foci  of  cancer  are  present  in  a breast  containing  a 
malignant  mass  in  one-third  to  one-half  of  cases. 
Proponents  of  partial  mastectomy  and  irradiation  point 
out  that  these  occult  foci  are  probably  eliminated  by 
irradiation.  Certainly  local  recurrence  rates  after 
radiation  treatment  do  not  suggest  that  they  frequently 
become  clinical  cancer. 

It  is  tbe  responsibility  of  the  surgeon  to  explain 
alternatives  in  treatment  to  a patient  with  early  breast 
cancer.  Certainly  the  patient  must  participate  in  decision 
making.  Irradiation  may  require  relocation  to  another 
community  for  a period  of  time.  The  same  may  be  true  of 
modified  radical  mastectomy  if  breast  reconstruction  is 
to  be  done  immediately  or  at  a later  time.  Nevertheless, 
it  is  fair  to  say  that  given  all  treatment  facilities,  early 
breast  cancer  is  treated  equally  well  by  partial 
mastectomy  with  irradiation  and  by  classic  or  modified 
mastectomy. 


Radiology 


J 


References 

1.  Haagensen  CD:  Diseases  of  the  Breast.  2nd.  ed.,  Philadelphia,  WB 
Saunders,  1971. 

2.  Rosen  PP.  Saigo  PE,  Braun  DW,  Weathers  E,  DePalo  A:  Predictors 
of  recurrence  in  Stage  I (TiNuMo)  breast  carcinoma.  Ann  Sure 
1981:193:15. 

3.  Rosen  PP,  Saigo  PE,  Braun  DW,  Weathers  E,  Kinne  D:  Prognosis 
in  Stage  II  (TiNiMo)  breast  cancer.  Ann  Surg.  1981  ;194:576. 

4.  Eisher  B,  Slack  N,  Katrych  D:  Ten  year  follow-up  results  of 
patients  with  carcinoma  of  the  breast  in  a cooperative  clinical  trial 
evaluating  surgical  adjuvant  chemotherapy.  Surg  Gynecol 
Ohstet.  1975;140:528. 

5.  Crile  G,  Cooperman  A,  Esselstyn  CB:  Results  of  partial 

mastectomy  in  173  patients  followed  for  five  to  ten  years.  Surg 
Gynecol  Obstet.  1980;150:563. 

6.  Calle  R:  The  role  of  radiation  therapy  in  the  loco-regional 
treatment  of  breast  cancer.  Recent  Results  Cancer  Res 
1976;57:164. 

7.  Pierquin  B,  Owen  R,  Maylin  C,  et  al:  Radical  radiation  therapy  of 
breast  cancer,  hit  I Radiat  Oncol  Biol  Rhys.  1980;6:17. 

8.  Veronesi  U,  Sacozzi  R,  Del  Vecchio  M.  Banfi  A,  et  al:  Comparing 
radical  mastectomy  with  quadrantectomy,  axillary  dissection, 
and  radiotherapy  in  patients  with  small  cancers  of  the  breast.  New 
Engl  I Med.  1981;305:6. 

9.  Pigott  ),  Nicols  R.  Balch  C:  The  fallacy  of  axillary  node  sampling 
for  staging  and  treatment  of  breast  cancer.  Abstract.  Proceedings 
of  Academic  Surgery.  November  1981. 

10.  Richter  M,  Findlay  P.  Rose  C.  Botnick  L,  et  al:  The  role  of  limited 
axillary  surgical  staging  in  the  radiotherapeutic  management  of 
early  breast  carcinoma.  In : Adjuvant  Therapy  of  Cancer  III.  jones 
SE,  Salmon  SE,  (eds),  Crune  and  Stratton,  New  York,  1981. 


Case  of  the  Month  No.  55 


Jonathan  M.  Levy,  M.D. 
Wilfred  M.  Potter,  M.D. 


Editors: 

Jonathan  Levy,  M.D. 
Gerald  Pond,  M.D. 


A 51-year-old  woman  had  an  abnormal  CT  scan  of  tf 
abdomen.  Subsequent  renal  and  hepatic  arteriograr 
showed  abnormalities.  (Figure  1 and  2) 

What  are  the  abnormalities? 

What  would  you  recommend  be  done? 


From:  The  Departments  of  Diagnostic  Radiology  (JML)  and  Urolo 
(WMP),  Scottsdale  Memorial  Hospital,  7400  East  Osborn  Roa 
Scottsdale,  Arizona  85251. 
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Answer  on  next  page 


Figure  1 

ver  pole  right  renal  arteriogram.  Note  mass  in  lower  pole. 


ARIZONA  MEDICINE  251 


Answer; 

Renal  Oncocytoma 

Focal  nodular  hyperplasia  of  the  liver 


Based  on  the  angiograms  (Figure  1 and  2),  the 
radiologist  made  the  (obvious)  diagnosis  of  renal 
carcinoma  with  liver  metastasis.  The  patient  had  a 
nephrectomy  and  hepatic  wedge  resection,  which 
yielded  the  two  benign  lesions  named  above. 

Oncocytoma  is  an  uncommon,  but  not  rare,  benign 
renal  neoplasm.  It  arises  from  proximal  tubular 
epithelial  cells.  The  angiographic  pattern  often  consists 
of  a large  vessel  which  courses  around  the  tumor  mass, 
with  multiple  perforating  vessels  arising  from  the 
peripheral  artery  to  invade  the  tumor.  This  has  been 
termed  the  “spoke-wheel”  pattern,  and  is  characteristic, 
but  not  pathognomic  of  oncocytoma.  Thetumor  usually 
produces  a dense,  homogenous  blush  on  angiography. 
In  our  case  (Figure  1),  the  tumor  blush  was  typical  but  the 
vascular  pattern  was  not.  Since  renal  carcinoma  can 
never  be  completely  excluded,  all  patients  suspected  of 
having  oncocytoma  should  be  explored.  However,  if  the 
radiologist  suggests  the  correct  diagnosis,  and  the 
surgeon  notes  the  characteristic  tan,  solid  mass  on 
inspection  at  surgery,  wedge  resection  rather  than 
nephrectomy  may  be  performed. 

Focal  nodular  hyperplasia  of  the  liver  (FNH)  is  another 
uncommon  lesion.  Also  called  hepatic  hamartoma,  FNH 


is  a tumor  which  forms  around  a central  area  of  Sj 
tissue.  It  has  not  been  related  to  oral  contraceptl 
usage,  but  can  grow  under  hormonal  influence.  Fh 
produces  a fine,  granular  hypervascular  appearance  ' 
hepatic  angiography  (Figure  2).  Though  hepej 
metastasis  from  hypernephroma  is  usually  very  vascull 
differentiation  from  FNH  is  often  possible  on  the  basi;l 
the  vascular  pattern.  In  our  patient,  careful  study  of  I 
hepatic  angiogram  might  have  suggested  the  profi 
diagnosis.  i 

This  patient,  therefore,  required  surgery  to  confil 
the  character  of  her  renal  lesion.  Preoperative  suspicii 
of  the  coincidence  of  these  two  uncommon  entities  m 
have  led  to  a somewhat  less  extensive  surgi 
procedure;  wedge  resection  and  of  the  renal  tumoral 
biopsy  of  the  liver.  There  is  an  old  medical  adage,  whi| 
says  “when  you  hear  hoof  beats  outside  the  windcj 
don’t  think  of  zebras.”  In  this  case,  the  horses  h 
stripes! 
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Many  primary  care  physicians  treat  renal ly  insufficient 
itients  prior  to  dialysis.  Therefore,  some  guidelines  are 
?cessary  in  terms  of  the  frequency  of  office  visits, 
utine  laboratory  evaluations,  and  the  dos  and  don'ts 
garding  common  medications. 

I would  like  to  divide  the  population  into  four  general 
tegories,  irrespective  of  the  etiology  of  their  renal 
sease  and  use  these  as  an  outline  for  discussing  their 
anagement. 

Category  1:  Glomerular  filtration  rate  greater  than 
normal,  or  creatinine  approximately  equal  to  2 
g%. 

Category  2:  Glomerular  filtration  rate  30  mg%  to  50 
g%  normal,  or  creatinine  of  2 mg%  to  3 mg%. 


□ m:  Nephrology  Consultants,  Ltd.,  500  East  Thomas  Road,  Phoenix, 
izona  85012. 


Category  3:  Glomerular  filtration  rate  10%  to  30%; 
creatinine  3 mg%  to  5 mg%. 

Category  4:  Glomerular  filtration  less  than  or  equal  to 
10%  of  normal;  creatinine  of  5 mg%  or  greater. 

The  first  category  of  patients  are  usually 
asymptomatic.  Diagnosis  of  renal  functional  impairment 
has  been  made  by  either  abnormal  urinary  sediment  or 
elevated  creatinine  on  a blood  chemical  analysis.  Once 
the  diagnosis  of  renal  disease  is  made  (biopsy  often  may 
be  useful),  they  may  take  a decade  or  more  to  reach  end- 
stage  renal  disease  requiring  dialysis  management. 
Diabetics  or  patients  with  rapidly  progressive 
glomerulonephritis  may  be  an  exception  to  this,  going 
on  to  renal  failure  within  six  months.  During  this  time, 
the  primary  care  physician  can  managethe  patient.  They 
should  be  seen  on  a three  to  six  month  basis  in  the  office, 
at  which  time  an  interval  history  and  physical 
examination  can  be  obtained  and  performed. 
Laboratory-wise,  a CBC  and  a SMAC  are  usually 
adequate  with  six  month  to  yearly  glomerular  filtration 
rates  studies,  depending  upon  the  stability  of  the  renal 
function.  A glomerular  filtration  rate,  rather  than 
creatinine  clearance  on  a 24-hour  urine  specimen  may 
be  more  reliable — especially  as  renal  functional 
impairment  progresses  or  in  heavy  proteinuric  states. 
Patients  do  not  tend  to  be  significantly  anemic  in  this 
category  and  generally  have  hematocrits  equal  to  35.  If  a 
patient  has  a hematocrit  of  less  than  35,  he  should  be 
evaluated  as  you  would  any  patient  with  anemia  and  not 
ascribe  the  anemia  arbitrarily  to  the  category  of  anemia 
secondary  to  chronic  renal  disease.  A patient  will  usually 
have  been  evaluated  by  a nephrologist  at  this  point  and 
diagnosis  of  the  etiology  of  the  renal  disease  made.  If 
not,  this  should  be  done  and  then  the  patient  may  return 
to  the  primary  care  physician  for  further  follow-up  and 
treatment.  Usually  treatment  is  aimed  at  control  of 
blood  pressure  and  treatment  of  urinary  tract  infections. 
Patients  with  selective  glomerular  nephritides  or  lupus 
will  require  immunosuppressive  therapy  and  this  can  be 
outlined  by  the  nephrologist.  Diabetics  are  more 
difficult  to  control  and  will  need  more  close  follow-up. 
Attempt  at  glucose  control  does  seem  to  be  helpful  and 
an  ophthalmologic  evaluation  follow-up  essential  for 
the  overall  potential  rehabilitation  of  the  diabetic 
patient  with  renal  disease. 

Medications  need  few  adjustments  in  this  phase.  I 
would  still  avoid  tetracycline  and  nitrofurantoin  groups, 
as  they  can  increase  acidemia  and  hyperphosphatemia, 
along  with  disproportionately  elevating  the  BUN.  Blood 
pressure  is  more  of  a problem  in  glomerular  lesions  than 
tubular  interstitial  lesions.  Indeed,  tubular  interstitial 
lesions  may  have  a sodium-losing  component.  These 
patients  have  to  be  carefully  monitored  to  be  sure  that 
they  do  not  become  sodium  depleted  and  therefore, 
prerenally  azotemic. 

The  second  category  of  patients — those  with 
glomerular  filtration  rates  30%  to  50%  of  normal,  bear 
closer  watching.  Office  visits  atthree  month  intervals  are 
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appropriate.  Symptoms  still  may  be  minimal,  but  fatigue 
is  a common  complaint.  Usually  hematocrits  are  in  the 
low  30’s.  Hyperparathyroidism  has  already  begun,  even 
if  calcium  and  phosphate  determinations  on  the  SMAC 
appear  normal.  Parathyroid  levels  are  often  increased. 
We  feel  Rocaltrol  and  early  institution  of  phosphate 
binders  when  serum  phosphate  starts  upward  (toward 
the  30%  normal  glomerular  filtration  rate  level)  may  be 
helpful  in  decreasing  some  of  the  ravages  of  renal 
osteodystrophy,  namely  osteitis  fibrosa  cystica  often 
associated  with  the  older  dialysis  patients  and  people 
who  have  had  secondary  hyperparathyroidism  for  years. 

Dietary  adjustments  can  begin  at  this  point  with 
protein  dietary  restrictions  in  theSOgram  range.  Sodium 
restriction  should  be  determined  largely  by  blood 
pressure  and  the  patient’s  sodium  status  (edema). 
Adequate  nutrition  is  very  important,  even  if  it  means 
institution  of  earlier  dialysis — a fact  more  important  in 
the  third  category  that  we  will  be  discussing  shortly 
(glomerular  filtration  rates  10%  to  30%  normal). 
Potassium  restriction  is  rarely  necessary  in  this  category, 
as  urinary  volumes  usually  remain  adequate  for 
potassium  losses.  Most  medications  need  some 
adjustment  at  this  point.  I would  avoid  tetracycline  and 
nitrofurantoin  groups.  Most  semisynthetic  penicillins 
need  30%  decrease  in  dosage.  Aminoglycoside 
adjustment  should  be  done  according  to  creatinine 
clearance  charts  and  serum  level  determination. 
Penicillin  and  erythromycin  can  most  times  be  given  in 
full  doses.  Diuretics  may  need  an  increased  dose  and  for 
the  most  part,  thiazides  will  not  be  adequate  to  enhance 
clearance  of  filtered  sodium  when  creatinine  is  greater 
than  2.5  mg%.  The  loop  diurectics  may  be  required. 
Nondiuretic  anti  hypertensive  medications  may  undergo 
a period  of  time  when  their  dose  requirement  is 
diminished  in  this  category.  This  occurs  at  a time  when 
decreasing  renal  function  requires  increasing  diuretics 
for  the  sodium  clearance,  but  other  antihypertensive 
drugs  are  delayed  in  metabolism  and  excretion, 
necessitating  decreases  in  their  requirement.  Blood 
pressure  control  being  so  essential  to  preserving 
marginal  renal  function  may  require  more  frequent 
office  visits  at  this  time.  With  the  exception  of  Captopril 
(a  converting  enzyme  inhibitor  with  specific  activity  on 
decreasing  blood  pressure  by  decreasing  angiotensin  II), 
no  antihypertensive  agents  significantly  enhance  renal 
flow  or  glomerular  filtration  rate.  Many  times,  increased 
blood  pressure  in  the  early  phase  is  a trade-off  with 
decreased  renal  perfusion  until  stabilization  occurs  at  a 
lower  perfusion  pressure. 

Diabetics  also  may  have  some  peculiarities  at  this 
phase.  Renal  function  may  rapidly  decrease  once  they 
hit  the  30%  glomerular  filtration  figure.  Also  retinopathy 
and  neuropathy  may  be  more  graphic  and  move  toward 
earlier  referral  for  dialysis  or  transplant  management. 
This  is  a phase  when  diabetics  may  note  changes  in 
insulin  doses  with  more  “shock”  episodes  and 
hypoglycemia  requiring  decreasing  insulin  doses  and 


split-dose  management. 

The  third  category,  10%  to  30%  glomerular  filtrati  i 
rate,  is  of  variable  duration.  As  mentioned  abo'/ 
diabetics  drop  off  more  rapidly,  while  other  patiei^ 
may  smolder  for  six  months  to  two  years.  Usually  t * 
patient  is  seen  at  monthly  intervals  and  more  frequen] 
as  the  10%  mark  is  approached.  Most  of  the  time  heilf 
the  goal  is  to  stay  off  dialysis  as  long  as  the  patient? 
functioning  well  and  able  to  take  in  adequate  nutriticJ 
but  be  cognizant  of  the  fact  that  the  patients  are  irj 
precarious  balance  and  minor  illnesses,  infections,  a j 
need  for  surgery  may  tip  the  scales  in  favor  of  dialyj 
support. 

There  are  not  the  same  clear-cut  lines  in  chronic  rer 
disease  as  in  acute  renal  failure  as  to  when  rer 
replacement  therapy  is  needed.  Certainly  the  clas 
triad  of  hyperkalemia,  acidemia  refractory 
management,  and  fluid  over-load  refractory  to  furth 
diuresis  still  applies.  Also,  softer  criteria,  such 
progressive  encephalopathy,  neuropathy,  ai 
myopathy  are  important.  Even  symptoms  of  naust 
vomiting,  anorexia,  and  loss  of  weight  yield  po 
protoplasm  and  poor  nutritional  status  and  are  of  k 
importance  in  moving  towards  renal  replaceme 
therapy. 

In  this  category,  if  the  patient  is  not  being  followi 
concurrently  with  a nephrologist  or  if  he  has  not  seer 
nephrologist  in  the  area,  then  it  is  time  for  a referral 
plan  what  is  called  End-Stage  Renal  Disea 
management.  Organized  dialysis  programs  ha 
available  teams  compiled  of  physicians  (nephrologi, 
and  access  and  transplant  surgeons),  nurses,  soc 
workers,  and  dieticians.  These  people  are  trained  to  hC; 
answer  questions  most  commonly  asked  by  patients, 
namely,  “Can  I live?,”  “How  can  I live?,”  and  “How  ca 
afford  to  live?” 

It  is  important  and  very  helpful  if  patients  can  ha, 
selected  a modality  of  therapy  prior  to  its  immedia 
need  and  have  had  some  time  for  the  necessa 
reorganization  and  adjustment  of  their  lives. 

If  hemodialysis  is  selected,  obtaining  an  accesssevei 
weeks  or  months  prior  to  the  need  for  use  is  preferabi 
If  CARD  (continuous  ambulatory  peritoneal  dialysis) 
selected,  access  is  not  an  immediate  requirement  b 
arranging  a place  in  the  home  for  supplies  and  storage 
necessary.  If  any  form  of  home  dialysis  is  selected, 
family  member  or  helper  must  be  designated 
participate  in  the  training.  , 

If  transplantation  is  selected,  family  donors  need  to  I 
evaluated,  if  available,  and  worked-up  along  wi, 
arrangements  made  for  donor-specific  bloc 
transfusions.  j 

The  major  thrust  in  this  phase  is  more  towards  “whl 
can  be  done  when  my  kidneys  fail?” 

Hematocrits  in  this  phase  range  between  25  and  . 
unless  the  patient  has  polycystic  kidney  disease  or  oth  ' 
kidney  diseases  with  large  kidneys,  whei 
erythropoietin  activity  continues  even  at  end-stag 
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al  disease.  Transfusions  are  rarely  used  unless 
lients  have  angina  and  require  higher  hematocrits  for 
^ter  cardiac  function.  Transfusions  will  help  symptoms 
terms  of  fatigue,  but  caution  should  be  used  as 
teasing  fluid  may  precipitate  pulmonary  edema  or 
lular  destruction  and  hyperkalemia. 

)ietary-wise,  these  patients  usually  have  protein  and 
lium  restriction.  If  the  volume  of  urine  is  less  than  600 
aer  24  hours,  then  potassiumn  restriction  may  also  be 
|uired.  Most  patients  are  on  phosphate  binders  and 
caltrol  at  this  point.  A word  of  caution — one  can  make 
enal  failure  patient  hypercalcemic  with  Rocaltrol.  If 
patient  takes  Rocaltrol  and  not  his  phosphate 
ders,  then  a high  calcium-phosphate  solubility 
aduct  can  cause  metastatic  calcification, 
normalities  in  calcium  and  phosphate  are  often 
ponsible  for  the  pruritus  associated  with  renal 
ufficiency  and  should  be  addressed  first.  When 
iking  for  symptomatic  relief  of  pruritus,  anything 
m antihistamines  to  charcoal  to  ultraviolet  light  have 
;n  used  with  varying  degrees  of  success, 
dost  medications  need  reduction  in  this  phase.  Even 
' Septra/Bactrim  (trimethoprim-sulfa)  medications 
?d  50%  reduction  in  doses  and  may  even  cause 
)temia  to  increase  in  symptomatic  uremia.  Caution  is 
' key  here.  Even  if  a medication  is  not  catabolized  by 
' kidney,  final  products  considered  relatively  inert  are 
ayed  in  excretion.  Even  topical  medications  and  nasal 
ay  need  to  be  used  with  caution  as  hypertension 
ondary  to  nasal  spray  preparations  has  been  reported 
the  renal  insufficient  patient.  Also,  drug-binding  is 
?red  by  the  uremic  state  itself  and  may  alter  potential 
ion  (Dilantin  is  an  example  of  this). 

Analgesics  play  a role  in  renal  disease,  particularly  in 
)ular  interstitial  nephropathy  associated  with 
snacitin  and  phenacetin-containing  compounds.  It 
)uld  be  remembered  that  many  agents  are  excreted 
the  renal  tubules.  Irrespective  of  the  etiology  of  renal 
ease,  the  tubular  areas  are  often  more  ischemic  as 
lal  disease  progresses.  Also,  acetylsalicylic  acid 
airin)  can  decrease  oxidative  phosphorylation  on  a 
:rocellular  level,  enhancing  further  tubular  ischemia, 
erefore,  agents  excreted  via  the  tubule,  used  in 
nbination  with  analgesics  (even  salicylate  containing 
npounds)  may  enhance  secondary  nonspecific 
»ular  degeneration  and  ischemia.  Certainly  in  tubular 
erstitial  diseases  secondary  to  analgesic  abuse 
ahropatby,  renal  function  bas  stabilized  and  even 
aroved  significantly  when  patients  were  taken  off  and 
at  off  of  offending  agents.  Most  agents  should  be 
asidered,  alone  or  in  combination,  as  potential  toxins 
:he  already  compromised  renal  tubules  and  therefore 
reme  caution,  even  in  the  moderately  renal- 
ufficient  patient,  must  be  exercised, 
inally,  we  come  to  category  four,  less  than  10%  of 
rmal  glomerular  filtration  rate.  It  is  at  this  stage  we 
lize  how  remarkable  the  kidney’sability  istoadjustto 
:reasing  nephron  mass.  Near  90%  of  renal  function  is 


lost  and  the  patient  may  complain  of  fatigue,  nausea, 
and  occasional  pruritus,  but  often  insists  he  doesn’t  feel 
as  badly  as  you  are  sure  he  must  with  the  chemistries  you 
see  in  front  of  you.  The  kidney  is  capable  of  adapting  to 
slowly  decreasing  nephron  mass  with  increasing  ability 
to  excrete  sodium  and  hydrogen  ion  proportional  to  the 
remaining  nephron  mass.  Thus  patients  adapt  to  a slowly 
developing  uremic  environment.  It  is  difficult  to  decide 
when  renal  replacement  therapy  should  be  started. 
Certainly  fluid  retention  refractory  to  diuretics, 
hyperkalemia  and  progressive  acidemia  are  indications; 
also,  increased  nausea  and  vomiting  with  inability  to 
maintain  an  adequate  nutritional  status  and  caloric 
intake  are  others.  Progressive  encephalopathy  with  mild 
to  moderate  mental  slowing,  as  well  as  peripheral 
neuropathy,  also  are  more  subtle  indications.  Rarely  are 
nerve  conduction  studies  or  skeletal  surveys  performed 
routinely  in  this  group  of  patients.  More  importantly  and 
consistent  are  assessment  of  neural  function  performed 
clinically  in  the  office  with  simple  mental  status  testing 
and  vibratory  sensation  testing.  Assessment  of  skeletal 
status  may  be  better  performed  with  calcium, 
phosphate,  and  parathormone  profiles,  plus  bone 
biopsy  analysis  if  absolutely  necessary. 

The  importance  of  this  phase  is  to  guide  the  patient 
towards  a proper  modality  of  therapy.  Often  the  primary 
care  physician  who  has  followed  the  patient  for  months 
to  years  is  best  able  to  determine  some  of  tbe  more 
subtle  changes  in  his  patientthat  may  lead  toward  earlier 
renal  replacement  therapy  despite  the  chemistries. 

Patients  in  category  four,  even  more  so  than  those  in 
category  three,  are  likely  to  have  an  acute  event  tip  them 
over  the  edge.  Dye  studies,  volume  depletion  stimuli 
that  might  lead  to  decreasing  function  on  a short-term 
basis,  in  others,  in  these  patients  with  no  renal  reserve 
may  require  dia'ysis  treatment  and  even  result  in  need 
for  continued  renal  replacement  management  as  their 
small  functional  reserve  is  lost.  For  the  reasons  outlined 
previously,  all  medications  are  to  be  used  with  caution 
and  most  require  significant  adjustment  in  dosage. 

In  summary,  most  patients  with  chronic  renal  disease 
can  be  followed  and  cared  for  by  primary  care  physicians 
in  consultation  with  a renal  replacement  team.  Basic 
knowledge  in  how  different  diseases  effect  the  kidney, 
specifically  diabetes  mellitus  and  lupus,  is  helpful. 
However,  many  patients  have  nonspecific  glomerular 
vascular  and  tubular  interstitial  lesions  which  progress 
slowly  towards  end-stage  renal  disease  in  which  specific 
treatment  is  not  possible.  It  is  these  patients  who  can  be 
followed  on  the  above  outlined  basis  with  maximizing  of 
renal  functional  reserve  and  the  total  patient  health 
status  while  minimizing  testsand  medications  that  might 
yield  decreasing  renal  function  prematurely  and  renal 
demise. 
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Health  and  the 
New  Federalism 

The  Honorable  Bruce  Babbitt 
Governor,  State  of  Arizona 


This  speech  was  presented  February  27, 
1982  during  the  1982  American  Medical 
Association  National  Leadership 
Conference  in  Chicago,  Illinois. 

I must  say  it  was  a much  better 
introduction  than  the  one  I heard  last 
night,  when  Bill  Rial  began  by  saying, 
“Ladies  and  gentlemen  and  Bruce 
Babbitt.”  I must  tell  you  that  I am  facing 
this  audience  on  a Saturday  morning 
somewhat  intimidated.  I have  never 
talked  to  so  many  Republicans  in  one 
place  in  my  life.  I would  never  accuse  the 
AMA  of  having  any  collective  political 
drift,  although  last  night,  after  Dave 
Hartman’s  speech,  Don  Langston  from 
Phoenix  came  up.  I’ve  known  about  Don; 
he’s  a member  of  the  AMPAC  Board;  and 
he  said,  “Bruce,  I remember  the  last  time 
you  ran  for  Governor,  I spent  all  of  my 
efforts  recruiting  Sandra  O’Connor  to  run 
against  you.”  I said,  “Well,  Don,  now  you 
understand  why  I,  number  one, 
appointed  her  to  the  Arizona  court  and, 
number  two,  urged  the  President  to  take 
her  to  Washington.”  I then  asked  Don 
what  he  had  in  mind  for  the  1982  election. 
He  was  ominously  silent;  and  I hereby 
appeal  over  Don’s  head  to  all  of  you. 

Well,  I thought  today  I might,  discuss 
some  of  these  familiar  political  and 
economic  issues,  as  they  relate  to  medical 
care.  I can’t,  at  the  very  outset, 
underestimate  or  overstate  the 
revolutionary  nature  of  the  economic 
changes  that  must,  and  will,  come  over 
this  country.  The  morning  paper,  again 
today,  indicates  that  budget  projections 
for  the  deficit  in  fiscal  1983  have  been 
slipped  by  another  10-20  billion  dollars. 
My  own  calculations  from  the  basic 
budget  data  suggest  that  the  deficit 
calculations  will  be  slipped  probably 
about  another  30  billion;  into  the 
neighborhood  of  150.  What  that  all  adds 
up  to  is  a sea  change  in  the  course  of 
American  government. 

The  President  is  undeniably  correct  in 
his  diagnosis  of  what’s  happened  in 


American  government.  Since  the  1930’s, 
government  percent  — government 
spending  as  a percentage  of  gross 
national  product  has  gradually  gone  from 
about  ten  percent  of  gross  national 
product,  past  15,  20,  25,  30,  35,  and  is  now 
fluctuating  between  35  and  40  percent  of 
GNP.  Medical  costs  obviously  have  been 
a part  of  this  incredible  change  which 
now  must  be  halted  and  reversed;  will  be 
halted  and  reversed,  whether  by 
deliberate  planning,  by  drift,  or  by 
inaction. 

Let  me  reflect  with  you  just  about  the 
basic  facts  of  Medicaid  and  Medicare — 
the  large  governmental  programs.  As 
recently  as  15  years  ago — that  recently — 
we  had  neither  of  these  programs.  The 
first  effective  operational  year  for 
Medicare  and  Medicaid  was  1967.  At  that 
point,  the  programs  consumed  about  six 
billion  dollars,  approximately  what  was 
estimated.  Fifteen  years  later,  16  years 
later,  those  two  programs  cost  90  billion 
dollars.  That  is,  roughly  11%  of  the  federal 
budget.  Those  are  figures  which  have 
been  escalating  about  15%  a year.  They 
parallel  a trend  in  medical  expenditures 
that  has  resulted  in  a doubling  of  medical 
expenditures  as  a percentage  of  gross 
national  product  over  the  last  30,  40,  50 
years;  figures  that  you’re  all  aware  of. 
What  we're  not  aware  of,  perhaps,  is  the 
facts  that  relate  to  where  those  costs  are 
going  in  the  future.  The  most  difficult  of 
all  those  facts  is  a demographic  fact;  a fact 
which  runs  as  follows:  approximately  11% 
of  our  population  today  is  65  and  older. 
That  will  go  up  to  12%  before  the  year 
2000,  and  it  will  rise  to  18%  by  the  year 
2040,  as  the  baby  boon  now  graduating 
from  college  reaches  retirment  age.  If  the 
current  laws  in  place  are  not  changed,  a 
conservative  estimate  would  be  that 
sometime  after  the  year  2000,  whether  it 
be  2020  or  2040,  the  existing  entitlement 
programs  which  now  consume  one-half 
of  the  federal  budget  will  consume  30%, 
not  of  the  federal  budget,  but  30%  of  the 
gross  national  product.  That’s 
approximately  the  total  amount  of  all 
governmental  spending  for  entitlements, 
cfefense,  interest,  and  cfomestic 
programs.  The  programs  in  place,  if  not 
changed,  will  yield  30%  of  gross  national 
product  just  for  entitlement  programs 
including  Medicaid  and  Medicare. 

Well,  what  do  we  do  about  it?  What 
does  the  medical  profession,  the 
politicians  and  the  economists  do?  Well,  I 
suppose  you  start  by  reviewing  the 
anemic  and  ineffective  attempts  that  have 
been  made  since  about  1970.  In  reviewing 
those  briefly,  I would  characterize  them 
in  this  way.  In  the  Nixon/Ford/Carter 
years,  cost  containment  was  approached 
on  the  utility  model.  The  issue  of  costs  was 
approached  by  saying  we  can  impose 
regulatory  controls  on  hospitals,  the 


medical  profession , reimbursem 
government  programs  the  same  way 
regulate  utility  rates.  1 might  say  that 
retrospect,  ten  years  later,  we’ve  i 
about  the  same  success  that  we’ve  1 
with  utility  rates;  that  is — none, 
implementation  of  the  PSRO  progrj 
the  health  systems  agencies,  certificati 
need,  all  attempts  to  substitute  polit 
judgment  about  medical  costs,  with  so 
sporatic  successes,  I think  are  n 
generally  acknowledged  to  have  b( 
inadequate  at  best.  We  now  see,  with 
advent  of  the  Reagan  Administratior 
distinct  change  of  philosophy;  a m( 
away  from  this  regulatory,  utility-ba 
model,  toward  the  idea  that  somehow 
can  beef  up  market  forces;  we  i 
increase  consumer  accountabili 
reestablish  the  normal  competitive  for 
of  the  marketplace.  It  is  an  attractive  id 
It’s  one  which  undoubtedly  has  so 
promise.  You’re  all  familiar  with  i 
issues,  with  the  analysis;  ther 
undoubtedly  some  truth  in  it.  Ther 
certainly  truth  in  the  concept  that  th 
party  payment  for  medical  care  throu 
the  insurance  system  and  throu 
governmental  programs  has,  in  mi 
cases,  relieved  both  thephysicianandt 
patient  of  the  responsibility  for  maki 
cost  effective  choices;  and  that,  indei 
there  are  many  ways  that  we  can  reindi' 
some  competition  among  employers 
removing  the  tax  exempt  nature 
medical  benefits  to  employees;  propos 
to  give  monetary  incentives  to  employe 
for  using  effective  choices;  copaymei 
for  recipients  of  government  programs 
move  toward  n o n - i n s t i t u t i o n 
alternatives:  vouchers,  the  Stockmz 
Gephart  approach,  which  would  in  efft 
introduce  some  measure  of  choi( 
They’re  all,  I would  suggest,  promisir 
useful  ideas.  I don’t  think  they’re  going 
be  adequate  to  get  cost  control  into  t 
system.  The  administration  doesn’t  thi 
they’re  going  to  be  adequate  eith 
because  the  administration  is  nc 
proceeding  on  a third  course  of  actit 
and  it  is  called  “direct  reduction 
medical  programs;  flat  out  scaling  ba 
and  cuts.”  I think  it’s  worthwhile  havinj 
look  at  those  and  understanding  tl 
implications  of  them. 

Now  there  are  many  differe 
proposals,  so  let  me  give  you  a few 
them.  Medicare,  certainly  a tempti 
target;  the  first  issue  with  Medicare' 
should  there  be  a “means”  test?  / 
historic  issue  within  the  AMA.  I must  s 
it’s  a legitimate  one.  My  father,  f 
example,  is  not  impoverished;  he  h 
never  voted  for  a Democrat  in  his  enti 
life  (with  the  possible  exception  of  I 
son);  he  has  regularly  railed  against  > 
kinds  of  government  programs.  I now  sc 
him,  unashamedly,  submitting  Fi 
Medicare  reimbursement  forms  and  n' 
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tant  in  asking  whether  that  isn’t  an 
1 where  we  should  make  reforms, 
ator  Domenici  has  a proposal  to  limit 
dicaid  and  Medicare  increases  and  to 
t the  rise  in  the  consumer  price 
?x — costs  which  are  now  rising  far  in 
ass  of  the  CPI.  That  would  be  one 
icial  way  of  limiting  increases.  There 
be  copayment  requirements 
blished  and,  in  the  case  of  Medicaid, 
ct  reductions  in  the  grants  that  go  to 
50  states  for  the  administration  of 
dicaid  programs.  But,  I suggest  to  you 
cutting  back  these  programs  in  one 
avoids  the  issue.  It  avoids  the  issue  for 
ast  two  reasons.  The  first  one  is  simply 
cutting  back  subsidies  from  the 
ern mental  sector  as  you  all  know  has  a 
esponding  and  unintended  effect  of 
osing  subsidies  on  other  medical 
sumers.  If  you  cut  back  hospital 
ibursement  rates,  their  costs  are 
ig  to  be  paid;  they’re  going  to  be  paid 
)ther  consumers.  The  second  reason 
these  piecemeal,  random,  direct  cuts 
ssistance  are  not  adequate  is  this:  the 
e in  medical  care  is  not  just  cost 
ctiveness;  and  public  officials  are 
ty  of  what  David  Hartman  talked 
ut  last  night — of  talking  code 
;uage;  of  avoiding  reality.  They’re 
ding  reality  in  this  way.  There’s  an 
xamined  assumption  in  government 
, as  a nation,  we  can  in  fact  afford  to 
for  unlimited  medical  services  for 
'ybody  in  this  society.  We  have  built 
iical  programs  and  medical  politics  on 
assumption  which  has,  so  far,  gone 
hallenged  by  responsible  politicians 
by  leaders  in  American  society.  I 
lid  suggest  to  you  that  is  the  real  core 
e with  this  economic  revolution  that 
'e  coming  up  against.  Is  it  important  to 
cost  effective?  Yes.  Can  we  invent 
:hanisms,  copayments,  revision  of 
d party  reimbursement  schemes,  a 
ety  of  other  mechanisms  that  drive  us 
ard  cost  effectiveness?  Yes.  Can  we,  in 
, bring  these  programs  under  control 
0 cost  in  terms  of  services  delivered?  I 
^est  to  you  the  answer  is  manifestly 
and  that,  of  course,  brings  me  to 
medical  profession. 
le  face  a time  of  decision.  The  cuts  are 
ling.  The  politicians,  by  and  large, 
e not  had  nerve  to  talk  about  the 
lications  of  those  cuts.  The  code 
;uage  is  "more  efficiency;’’  the  reality 
lat  we  cannot,  in  a society  of  limited 
lurces,  simply  provide,  uncritically, 
ices  in  an  ever-escalating  curve  for 
rybody.  Now,  those  facts  are  well 
wn  to  all  of  you:  we’ve  had  some 
erience.  We  had  experience  with  the 
aral  commitment  to  the  renal  dialysis 
gram.  The  projection  was  a few 
ion;  now  it’s  a few  billion.  Now,  the 
'ple  who  are  dealing  in  the  artificial 
rt  arena,  as  another  example,  estimate 


that  at  the  point  that  technology  comes 
on  board,  as  it  certainly  will,  there  will  be 
approximately  40,000  eligble  recipients  of 
that  technology;  and  that  40,000  estimate 
is  low,  by  the  way,  because  of  the 
demographic  changes  that  have  not  been 
factored  in.  Multiply  that  by  $100,000  per 
recipient  per  year  and  we  have  another 
five  or  ten  billion  dollars.  Those  are  the 
real  issues.  They’re  the  issues  the 
politicians  do  not  yet  have  the  courage  to 
confront.  They’re  going  to  have  to  be 
confronted  for  this  reason:  we’ve  always 
had  this  issue  of  rationing  of  medical 
services;  it’s  not — its  not  a new  one.  I 
would  suggest  in  the  old  days  it  was  easier 
to  address  for  many  reasons.  We  did  not 
have  the  expensive  technology;  we  didn’t 
have  the  over-arching  need  for  uniform 
policy;  these  decisions  tended  to  be 
handled  by  a county  commissioner 
doling  out  money  for  public  medical  care 
on  a person-to-person  basis,  on  a very 
subtle  basis.  They  were  addressed  in  the 
context  of  the  d oc  t o r / p a t i e n t 
relationship  in  ever  so  subtle  ways  that 
were  based  upon  person-to-person 
relationships,  a d o c t o r / p a t i e n t 
relationship.  What’s  changed  is  the 
advent  of  technology,  number  one,  and 
number  two,  the  advent  of  government 
subsidies,  which  has  meant  an  overlay  of 
legal  forms,  of  entitlement  law,  of  the 
threat  of  lawsuits,  of  judges,  lawyers,  all 
sorts  of  third  parties  standing  into  that 
relationship  to  talk  about  the  level  of 
entitlement.  It’s  going  to  get  worse;  the 
cuts  are  going  to  force  the  issue  in  the 
most  dramatic  way. 

We  have,  I think,  really  one  basic 
choice  of  how  we’re  going  to  face  that. 
One  is  to  ignore  it  and  to  watch  a random 
pattern  of  interference  in  the 
doctor/patient  relationship  driven  by  the 
reality  of  those  cuts  with  no  advance 
thought  as  to  how  it’s  going  to  be  done.  I 
suggest  that’s  the  worst  possible  way  of 
dealing  with  the  new  economic  reality, 
limited  resources  and  some  inevitable 
approach  to  the  rationing  of  medical 
services.  It  can  be  done  that  way;  the 
results  will  be  unhappy;  the  results  will  be 
a public  disillusioned,  confused,  and  a 
frustrated  medical  profession  whose 
traditional  concerns  for  doctor/patient 
relationships  is  being  drastically 
interrupted  by  third  parties — the  third 
parties  in  the  form  of  a political  system 
which  is  now  paying  30%  of  all  medical 
costs  that  are  incurred.  There’s  one 
alternative.  The  only  alternative  that’s 
rational  is  for  the  medical  profession  to 
step  forward  and  educate  the  American 
public  and  the  politicians  to  the  reality 
and  to  say,  unflinchingly  and  directly,  this 
fiction  of  an  unlimited  cornucopia  of 
medical  services  is  just  that;  it’s  a fiction; 
and  your  fiction  of  reducing  costs  by 
simply  eliminating  frills  and  imposing  cost 


effectiveness  is  also  fiction  because  as  our 
subsidies,  our  level  of  support,  begins  to 
level  out,  it’s  going  to  have  real 
implications  in  terms  of  real  services  to 
real  people  in  this  society  and  we  simply 
have  to  look  it  in  the  eye.  The  politicians 
cannot  and  will  not  do  it;  and  I suggest 
that  it  has  to  be  done  and  that  you’re  the 
only  people  who  can  do  it.  You’re  the 
only  people  who  have  the  wisdom,  the 
skill,  the  responsibility  to  talk  about 
what’s  necessary,  what’s  marginal,  where 
the  priorities  are.  I remember  an  old 
concept  called  ‘‘triage;’’  and  I would 
suggest  that’s  a concept  that  must  now  be 
resurrected,  taken  out  of  the  emergency 
room  and  off  the  battlefield  and  placed 
directly  in  the  economics  and  politics  of 
medical  care. 

I’ve  read  a resolution  that  you  passed 
on  February  25th,  which  I believe  to  be  an 
extraordinary  document.  It’s  cautious;  it’s 
tentative.  It’s  not  couched  in  explosive 
language;  but  I think  I can  read  what  it 
says — it  says  as  follows:  “The  Association 
also  states  there  is  a need  for  evaluation  of 
long-term  health  policies  that  would 
provide  proper  care.’’  Not  ‘‘all’’  care,  not 
‘‘all’’  technology,  and  not  everything  that 
would  be  available  in  an  ideal  world;  but 
‘‘proper’’  care  for  our  citizens  within  the 
available  national  resources,  not  in  an 
environment  in  which  politicians  and 
national  administrations  up  the  bill  and 
send  the  check  every  year.  It’s  a 
resolution  which  talks  about  reconciling 
the  reality,  the  reality  that  politicians  will 
not  address,  proper  care  within  available 
national  resources.  I commend  you.  I 
hope  that  this  resolution  is  just  a 
beginning  and  that  all  of  you,  as  a 
profession,  will  understand  the 
enormous  gravity  of  this  economic  crisis 
that  can  no  longer  be  postponed.  It  can’t 
be  postponed  by  Democratic  politicians 
talking  about  utility  regulation  models,  or 
by  conservative  politicians  talking  about 
vouchers.  We’re  staring  it  straight  in  the 
face.  These  facts  must  be  reconciled.  They 
will  be  reconciled  to  the  lasting  detriment 
of  the  American  society  and  the  medical 
profession  in  the  political  arena  or  they 
will  be  addressed  creatively, 
constructively,  and  for  the  benefit  of  our 
society  by  you. 

Thank  you  very  much. 


Wow!  I’m  sure  all  of  you  understand 
fully,  after  hearing  that,  why  I am  so 
proud,  and  we  from  Arizona  are  so 
proud,  to  have  Bruce  Babbitt  as  our 
Governor;  and  I think  he  can  well  be  held 
as  a Governor  for  all  of  us. 

Thank  you  very  much,  Bruce,  that  was 
an  outstanding  address. 

Daniel  T.  Cloud,  M.D. 

President,  AMA 
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Coalitions  for  Health 
Care— The  New  Voluntarism 


Grappling  to  understand  the  diverse 
causes  for  the  escalation  in  health  care 
costs,  not  to  mention  how  to  implement 
appropriate  solutions  to  effect  changes, 
has  seemed  an  endless  act  of  frustration — 
a shell  game — or,  better,  a game  of  "put 
the  blame  on  Marne.”  For  some  time  now 
various  forms  of  coalitions  for  health  care 
have  been  in  the  making  over  the 
country.  In  some  groups  one  finds 
industry  acting  alone;  other  groups  are 
composed  of  concerned  citizens  or 
chamber  of  commerce  activists;  and  in 
many  areas  joint  efforts  of  medicine/ 
industry  coalitions  have  been  initiated. 
They  have  met  with  varied  success  or 
frustration,  but  at  least  dialogue  has  been 
initiated  and  expression,  if  not 
understanding,  of  diverse  views  has  been 
aired. 

A simple  press  release  on  January  14, 
1982  has  changed  all  that.  The  Dunlap 
report,  so  called,  signified  that  the  six 
major  national  organizations 
representing  providers,  insurers,  business 
and  labor  have  joined  in  a common 
statement  of  purpose  — to  wit, 
endorsement  of  voluntary  coalitions  on  a 
local,  state,  or  regional  basis.  Though  the 
composition  of  such  coalitions  may  vary 
initially,  local  affiliation  of  the  various 
groups  are  encouraged  to  participate. 
Indeed,  for  effective  results,  all 
concerned  groups  ultimately  will  need  to 
be  included. 

The  appropriate  focus  of  such  groups 
may  be  generally  viewed  to  be  the  costs  of 
delivery  of  medical  care  and  the 
numerous  factors  which  locally 
influences  such  costs.  However,  the 
potential  embrace  bas  far  greater 
implications,  particularly  in  an 
environment  where  reassessment  of 
public  and  private  policies  relating  to 
costs,  planning,  and  delivery  of  health 
care  are  being  reviewed — in  short,  they 
have  the  potential  for  a new  form  of 
voluntary  local  health  planning — a 
replacement  for  the  federal  regulatory 
mechanism  via  HSA. 


Early  in  September  1981,  ArMA  effc 
were  directed  toward  Maricopa  and  Pi 
County  Medical  Societies  to  accept  i 
give  leadership  in  the  formation 
medicine/industry  coalitions.  Plans 
accomplish  this  were  finalized 
February  1982. 

The  efforts  put  forth  by  responsi 
physicians  from  those  two  cou 
societies  to  form  successfully  work 
coalitions  for  health  care  should,  or 
again,  establish  a leadership  role  for 
physician  in  the  local  voluntary  hea. 
planning  process — a role  long  overd 
ArMA  will  continue  its  support  at  i 
state  level. 

In  the  world  of  cost  containment,  i 
physician  remains  the  key  decision  mal 
in  resource  utilization.  Our  leadersi 
directed  toward  effective  coaliti 
formation  can  do  much  toward  success 
formulation  of  policy  regarding  co: 
planning,  and  mode  of  effective  delivi 
of  health  care. 

Clyde  W.  Kurtz,  M.D. 

President,  ArMA 


Emergency  Medical 
Services 

In  October  of  1980  a Section 
Emergency  Medicine  was  formed  unc 
the  auspices  of  the  Department 
Surgery.  The  formation  of  this  distir 
academic  unit  has  allowed  the  faculty 
Emergency  Medicine  to  devote  th' 
clinical,  research  and  administrati 
efforts  toward  the  enhancement  of  t 
specialty  of  Emergency  Medicine  ai 
Emergency  Medical  Services.  With  tl 
recruitment  of  additional  faculty  ai 
profound  support  from  the  clinic 
departments  within  the  Arizona  Heal 
Sciences  Center,  much  progress  hasbei 
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of  Boots  Co.  Ltd.  of  Nottingham,  England,  one  of  the  world’s 
largest  health-care  companies— over  S2.5  billion  in  sales 

e BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 

*Rel'orence:  I981  /82  Anwn'caii  Dnijuinxt  Blue  Book 

I/82  Prinletl  in  U.S.A. 


u 

\\ 

I 

Liquid  Tonic  | 

A Tonic  for  Geriatric  Patients 

A pleasant  tasting  tonic  containing  iron,  vitamins,  minerals,  ! 

and  an  analeptic.  Ideal  for  those  who  may  benefit  from  vitamin  | 

deficiency  prevention.  Just  one  tablespoon  before  each  meal.  j 


DESCRIPTION  Forty-live  milliliters  of  SU-TON  contains  the  tollowing  ingredients  Pentylenetetrazol 
30  mg  • Niacin,  50  mg  • Vitamin  B-1,  10  mg  • Vitamin  B-2,  5 mg  • Vitamin  B-6,  1 mg  • Vitamin 
B-12.  3 meg  • Manganese  (as  Manganese  Sulfate),  1 mg  • Magnesium  (as  Magnesium  Sulfate).  2 
mg  • Zinc  (as  Zinc  Sullate),  1 mg  • Iron  (as  Ferric  Pyrophosphale.  Soluble).  22  mg  • Alcohol,  18% 
INDICATIONS  AND  USAGE  SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the  older 
patient  as  an  analeptic  agent  when  mental  contusion  and  memory  detects  are  present  SU-TON  also 
contains  vitamins,  trace  minerals,  and  iron,  lor  those  patients  who  may  benefit  by  preventing  the 
development  of  a deficiency 

CONTRAINDICATIONS  Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to  any  of  the 
listed  active  ingredients 

WARNINGS  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not  been  established 
Use  of  this  drug  requires  that  the  physician  evaluate  the  potential  benefits  ol  the  drug  against  any 
possible  hazard  to  the  mother  and  child 

PRECAUTIONS  Although  there  are  no  absolute  contraindications  to  pentylenetetrazol,  it  should  be 
used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  Ireating  patients  with  high  doses  of  SU-TON  who 
have  heart  disease  While  pentylenetetrazol  does  not  act  directly  on  the  myocardium  the  results 
from  central  vagal  stimulation  could  cause  bradycardia 


ADVERSE  REACTIONS  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms  lyill 
central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers  and  the  spinalt 
Convulsions  resulting  from  this  drug  are  spontaneous  and  are  not  induced  by  external  stimul 
usually  Iasi  for  several  minutes  and  are  followed  by  profound  depression  and  respiratory  pai  t 
Death  has  been  reported  from  the  ingestion  ol  10  grams  of  pentylenetetrazol  F 

DRUG  ABUSE  Drug  dependence  has  not  been  reported  with  SU-TON  j 

OVER  DOSAGE  Signs  and  symptoms  of  acute  overdose  may  be  due  principally  from  overstimul. 
the  central  nervous  system  and  from  excessive  vasodilatation  with  resulting  autonomic  n 
system  imbalance  The  symptoms  may  include  the  following  vomiting  agitation,  tremors 
rellexia,  sweating,  confusion,  hallucinations,  headache  hyperpyrexia,  tachycardia  Tre 
consists  of  appropriate  supportive  measures  If  signs  and  symptoms  are  not  too  severe  i 
patient  is  conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
lavage  Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory  exc 
DOSAGE  AND  ADMINISTRATION  One  tablespoonful  (15  ml)  3 limes  a day  20-30  minutes 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 
HOW  SUPPLIED  Bottles  of  473  ml  (16  fl  oz  ) NDC  0524-1 

Federal  law  prohibits  dispensing  without  prescription  February  198; 

MANUFACTURED  & DISTRIBUTED  BY 


je  in  emergency  medical  services 
lin  a short  span  of  time, 
ducationally,  the  Section  of 
urgency  Medicine  is  involved  in 
ergraduate  medical  education  during 
our  years  of  medical  training.  The  first 
second  year  experience  are  courses 
asicand  advanced  life supportfas well 
jidactic  sessions  on  many  pertinent 
js  of  emergency  medicine.  The  third 
fourth  year  rotations  are  clinical 
eriences  in  the  University  Hospital 
urgency  Department  under  the  direct 
fance  of  full-time  attending  faculty.  A 
es  of  core  content  lectures  given  twice 
eek  by  faculty  on  pertinent  clinical 
ICS  in  emergency  medicine  are  a 
rdatory  part  of  this  clerkship.  In 
ition,  each  student  prepares  a case 
sentation  and  participates  in  a 
rbidity  and  Mortality  Case 
iference.  Interns  and  residents  from 
specialties  of  medicine,  surgery, 
sthesia,  psychiatry  and  family  practice 
nd  clinical  rotations  in  the  Emergency 
partment  on  an  "Emergency 
dicine”  rotation.  House  staff  present 
)atients  in  the  Emergency  Department 
he  faculty,  which  are  present  24  hours 
lay,  seven  days  a week.  A weekly 
ergency  Medicine  Radiology 
iference  and  Emergency  Medicine 
nd  Rounds  are  a mandatory  part  of 
house  staff  rotation  and  are  open  to 
interested  health  personnel.  A 
nthly  journal  club  has  been  organized 
the  practicing  community  emergency 
dicine  physicians  on  current  topics  in 
ergency  medicine.  In  addition,  the 
ergency  Department  holds  monthly 
amedic  conferences  and  participates 
h other  sections  of  the  Department  of 
gery  in  a weekly  Trauma  Conference. 
)n  July  1,  1982  the  Emergency 
dicine  Residency  Training  Program 
nmences  at  the  Arizona  Health 
mces  Center.  The  residency  program 
be  24  months  in  length,  accepting 
jse  staff  who  have  completed  a 
limum  of  one  year  post-doctoral 
ning.  The  residency  will  consist  of 
dve  residents,  six  per  year.  The 
idency  program  has  already  received 
)visional  approval  from  the  Liaison 
sidency  Endorsement  Committee.  The 
il  of  the  program  is  to  produce 
icialists  in  Emergency  Medicine  who 
I be  leaders  in  the  field,  both  clinically 
J academically.  Briefly,  the  program 
I dedicate  approximately  50%  of  the 
ie  to  experiences  directly  in 
lergency  medicine,  25%  of  the  time  in 
ious  critical  care  units,  and  the 
naining  time  divided  among  pertinent 
jcialty  rotations  that  strongly  relate  to 
! practice  of  emergency  medicine,  time 
dicated  to  research  and  exposure  to 
? emergency  medicine  service  system, 
rhe  faculty  of  the  Section  of  Emergency 
sdicine  have  been  actively  pursuing 


their  research  in  emergency  medicine. 
Two  papers  were  recently  presented  to 
the  American  College  of  Emergency 
Physicians  Scientific  Assembly  and  the 
University  Association  of  Emergency 
Medicine  Annual  Meeting  on  utilization 
of  the  MAST  suit  in  aeromedical  transport 
and  in  alterations  in  ambient 
temperature.  Additional  ongoing 
projects  include  the  use  of  extracorporal 
bypass  in  cardiac  arrest,  “new  CPR”— 
pathophysiologic  mechanisms  of  raising 
i n t r a t h o r a c i c pressure  during 
cardiopulmonary  resuscitation,  fatigue  in 
emergency  medical  personnel,  drug 
utilization  studies  and  a project  with  the 
consumer  product  safety  commission. 
The  Section  of  Emergency  Medicine  is 
committed  to  the  propagation  of  the 
specialty  through  excellent  clinical  and 
basic  research. 

Clinically,  the  Emergency  Department 
at  University  Hospital  has  become  a much 
more  sophisticated  critical  monitoring 
unit.  There  has  been  a steady  increase  in 
the  percentage  of  acutely  ill  and 
traumatized  patients  being  transported  to 
the  University  Hospital  Emergency 
Department.  Much  effort  has  been 
expended  to  improve  the  pre-hospital 
care  environment  so  that  patients  can  be 
transported  from  the  site  of  their  illness  or 
accident  to  the  Emergency  Department 
with  constant  monitoring  and 
stabilization  ongoing.  The  faculty  and 
nursing  staff  of  the  Emergency 
Department  feel  that  maximum  decrease 
in  morbidity  and  mortality  will  be 
achieved  if  critical  care  monitoring 
continues  and  important  diagnostic 
procedures  are  initiated  while  the  patient 
is  in  the  Emergency  Department.  The  use 
of  the  team  approach  among  multiple 
specialty  services  guided  by  the  faculty  of 
the  Section  of  Emergency  Medicine  has 
made  the  resuscitation  and  stabilization 
process  work  very  smoothly  and 
efficiently. 

The  future  for  Emergency  Medicine 
and  Emergency  Medical  Services  at  the 
Arizona  Health  Sciences  Center  looks 
bright.  Educational  and  research 
endeavors  must  and  will  be  expanded  to 
improve  our  clinical  practice  of 
emergency  medicine  and  develop  more 
efficacious  modalities  to  decrease 
mortality  and  morbidity.  The  prime 
missions  of  the  Emergency  Medicine 
Section  will  always  be  to  provide 
excellent  quality  of  care  to  any  and  all 
patients  presenting  to  the  University 
Hospital  Emergency  Department  and  to 
provide  superb  educational  experience 
for  all  our  undergraduate  students  and 
graduate  house  staff. 

Harvey  Meislin,  M.D. 

Associate  Professor  of  Surgery 
Louis  J.  Kettel,  M.D. 

Dean 


All  That  Glitters 


Insurance  policies  look  much  alike. 
Insurance  companies  seem  indistinguish- 
able. They  appear  uniformly  liquid  and 
robust.  But  “all  that  glitters”  is  not  gold. 


The  shriek  of  tires,  a crash,  a thud,  the 
tinkle  of  glass  against  the  pavement!  A 
common  fender  bender.  Witbin  hours 
the  insurance  company  is  advised  of  the 
loss.  In  a few  days  its  adjuster  can  record 
the  amount  of  the  company’s  liability 
with  a great  deal  of  accuracy.  In  a few 
weeks  the  claim  is  paid. 

In  a hospital  just  down  the  street  from 
the  accident,  an  operation  has  been 
completed.  The  patient  is  sent  to  the 
recovery  room.  An  unremarkable 
procedure,  effectively  accomplished;  the 
staff  cleans  up  and  departs.  In  a few  days 
the  patient  is  released. 

It  is  a year  before  it  becomes  evident 
that  recovery  will  never  be  complete.  In 
another  year  a lawyer  is  consulted. 
Finally,  in  the  third  year  suit  papers  are 
delivered  to  the  surgeon  and  to  the 
hospital.  These  are  immediately 
transmitted  to  the  insurance  carrier.  A 
reserve  is  very  tentatively  established.  It  is 
decided  to  defend  the  suit.  Six  years  after 
the  operation  a judgment  is  finally 
rendered. 

The  auto  collision  insurer  knew  its 
liability  within  days,  payment  was  made 
within  weeks.  At  year  end  its  financial 
condition  was  known  to  the  penny.  It 
could  declare  dividends,  expand  its 
territory,  increase  or  reduce  rates. 

The  insurer  of  medical  professional 
liability  is  never  in  sucb  a position.  For 
three  years  the  company  was  not  even 
aware  that  a loss  had  occurred.  Even  then 
it  could  estimate  its  loss  only  tentatively, 
based  on  an  educated  guess  on  how  the 
courts  might  respond.  Only  in  the  sixth 
year  is  the  amount  of  loss  finally  known. 
Even  then  an  appeal  may  make  that  figure 
tentative  for  several  more  years.  With  a 
steady  flow  of  such  losses,  at  no  point  can 
it  state  its  true  financial  position  with  any 
authority. 

Because  such  losses  are  seldom 
reported  in  the  year  the  premium  is 
collected,  insurance  accounting 
procedures  demand,  for  the  safety  of  the 
policyholders,  that  a substantial  portion 
of  each  premium  be  set  aside  for  loss 
payment.  Otherwise  the  company  would 
quickly  go  bankrupt  trying  to  pay  old 
losses  with  current  funds.  The  company, 
ultimately  must  have  reserves  on  hand  to 
pay  losses,  some  reported  to  them,  some 
not,  for  many  prior  years. 

This  causes  another  problem  that  can 
plague  such  companies.  If  the  reserves 
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are  inadequate,  correcting  the  situation 
will  have  an  adverse  impact  on  net  worth. 
If  reserves  and  net  worth  were  equal,  say 
each  at  $10,000,000,  a ten  percent  increase 
in  reserves  to  $11,000,000  would  decrease 
net  worth  to  $9,000,000.  Such  increases 
are  not  uncommon  due  to  a variety  of 
factors  ranging  from  inflation  to  changes 
in  the  legal  climate. 

Reserves  for  outstanding  losses  can 
ravage  net  worth  when  medical 
professional  liability  is  the  subject  of 
insurance  and  management  may  not  be 
fully  conversant  with  the  unique 
problems  of  this  line  of  business.  The 
Signal-Imperial  companies  began  to  write 
professional  liability  insurance  in  1969 
with  a net  worth  of  $6,000,000.  Loss 
reserves  were  less  than  $5,000,000.  By  1972 
premium  writings  had  increased  from 
$9,000,000  to  $40,000,000  and  net  worth 
was  nearly  $18,000,000.  However,  they 
had  locked  themselves  into  a volatile 
market.  By  the  end  of  1974,  in  just  two 
more  years,  net  worth  had  dropped  to 
just  over  $7,000,000  while  loss  reserves 
had  soared  to  more  than  $51,000,000. 
With  loss  reserves  at  more  than  seven 
times  their  remaining  capital,  they  had 
little  margin  for  error  and  when  the 
Insurance  Commissioner  found  their 
reserves  inadequate,  declared  the 
companies  insolvent.  The  liquidators 
have  so  far  paid  over  $74,000,000  in  claims 
with  nearly  another  $65,000,000  coming 
from  the  State  guarantee  associations.  In  a 
little  over  five  years,  two  viable 
companies  had  written  themselves  to  the 
brink,  and  over. 

Investment  income  is  the  investor’s 
friend,  the  darling  of  the  Wall  Street 
analysts.  Surely  some  of  that  should  be 
available  to  investors.  With  the  auto 
collison  insurer  it  surely  would  be.  The 
principal  source  of  funds  for  such  income 
is  premium  (not  loss)  reserves  in  such  a 
company.  A medical  professional  liability 
insurer  also  generates  investment 
income,  but  the  source  is  its  large  and 
volatile  loss  reserves.  These  are  under  the 
same  pressure  to  increase  that  makes  for 
high  interest  rates — inflation.  Income  can 
be  generated  and  taxes  paid  on  the 
income  only  to  discover  later  that  it  was 
offset  by  increases  in  the  reserves. 

Investment  income  is  like  a forward 
pass.  Three  things  can  happen  and  two  of 
them  are  bad.  First,  income,  especially 
after  tax,  can  be  negative  relative  to 
inflation.  Secondly,  investment  can 
involve  risk  of  principal.  In  the  first  nine 
months  of  1981  the  American  Property 
and  Casualty  insurance  companies 
succeeded  in  losing  four  billion  in  capital. 
This,  combined  with  their  record 
underwriting  losses,  wiped  out  their 
entire  investment  gain. 

Insurance  companies  are  easy  to  start 
relative  to  manufacturing  organizations. 
Insurance  companies  which  write 
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coverages  where  claims  are  known  or 
paid  in  the  year  the  premium  is  collected 
(those  without  a long  tail)  are  not  that 
difficult  to  manage.  Sales  efforts  rather 
than  underwriting  can  be  emphasized. 
The  writing  of  medical  professional 
liability  and  similar  coverages  requires 
the  long  term  commitment  of  managers 
and  investors  to  the  project  if  it  is  to  be 
successful.  It  is  only  after  many  years  have 
passed  that  a judgment  as  to  the  adequacy 
of  the  reserves  for  the  first  year  can  be 
made  with  any  accuracy  at  all.  Only  then, 
and  only  for  that  one  year,  can  the  success 
or  failure  of  the  undertaking  be  judged. 

The  successful  underwriting  of  medical 
professional  liability  insurance  is  not 
impossible.  But  the  way  is  strewn  with  the 
remains  of  those  who  have  failed  in  the 
endeavor.  Only  prudent  and  informed 
managements,  educated  by  history, 
sensitive  to  the  present,  and  with  a keen 
and  wary  eye  on  the  future,  have  even  a 
reasonable  chance  for  success.  Because 
liabilities  can  so  very  easily  be 
understated,  such  managements  must 
firmly  resist  pressures  to  be 
“competitive,”  to  reduce  premiums, 
declare  dividends,  or  otherwise  impair 
the  company’s  ability  to  meet  the  future 
with  the  greatest  financial  strength.  The 
Competition  may  be  next  year’s  Signal- 
Imperial.  The  reduction  in  funds  available 
to  meet  the  contingencies  of  the  future 
may  be  the  difference  between  sorry 
failure  and  successful  viability. 

Charles  McAlear.  C.P.C.U. 


Mr  McAlear  is  Chairman  of  McAlear 
Associates.  Inc.  of  Grand  Rapids,  Michigan,  a 
surplus  lines  insurance  brokerage  firm  Mr 
McAlear  holds  a Masters  Degree  from  the 
University  of  Michigan  and  is  a Certified  Property 
and  Casualty  Underwriter  He  is  past  president 
and  founder  of  the  National  Association  of 
Professional  Surplus  Lines  Offices,  Ltd  . and  the 
Michigan  Surplus  Agents  Association  He  is  also 
president  of  the  Huron  Insurance  Company 
located  in  Indianapolis,  Indiana 


MICA  Malpractice 
Seminars 

Medical  malpractice  suits  and  reducing 
physician  vulnerability  to  claims  will  be 
the  subjects  of  free,  half-day  seminars  to 
be  offered  in  May  in  Phoenix  and  Tucson 
for  all  Arizona  doctors. 

"Knowing  the  Facts:  Your  Best 
Defense”  will  be  presented  from  1 to  5 
p.m.  May  1 in  the  Grand  Ballroom  of  the 
Arizona  Biltmore  in  Phoenix.  The 
informative  seminar  will  be  repeated 
during  the  same  hours  May  8 in  the  East 


Ballroom  of  the  Doubletree  Inn,  Tuci 
Presented  by  the  Mutual  Insura 
Company  of  Arizona  (MICA), 
seminars  are  co-sponsored  by 
Arizona  Medical  Association,  the  Ariz 
Osteopathic  Medical  Association, 
Maricopa  County  Medical  Society, 
the  Pima  County  Medical  Society. 
Nationally  recognized  authorities  on 
subject  of  medical  malpractice 
scheduled  to  speak,  including  Robei 
Brittain,  M.D.,  F.A.C.S.,  who  will  dis( 
risk  management  and  loss  prevention 
relates  specifically  to  the  Arizona  r 
practice  experience. 

Dr.  Brittain,  who  will  speak  at  b 
sessions,  is  a thoracic  and  vasci 
surgeon,  former  associate  professor 
surgery  at  the  University  of  Color. 
Medical  Center  and  now  president 
Medical  Liability  Consultants  Progr 
Inc. 

"Knowing  the  Facts:  Your  B 
Defense”  will  examine  both  sides  of 
legal  issues  of  malpractice.  Address 
the  seminar  in  Phoenix  will  be  defe 
attorney  Frank  A.  Parks  and  plair 
attorney  Michael  J.  Valder.  In  Tucs 
defense  attorney  Jack  Redhair  e 
plaintiff  attorney  Burton  Kinerk 
scheduled  to  speak. 

Considering  the  alarming  increases 
malpractice  claims  and  suits  which  h, 
occurred  in  recent  years,  the  informat 
presented  in  these  seminars  should  prc 
valuable  to  every  physician  in  Arizo 
Specific  methods  will  be  discussed  wh 
practitioners  can  use  immediately 
reduce  their  risk  of  being  involved  in  I 
increasing  numbers  of  malpractice  clai 
and  suits. 

Concerns  regarding  malpractice  ca 
are  borne  out  by  hard  facts.  According 
MICA  records,  one  out  of  three  Arize 
physicians  has  been  involved  in  a claim 
suit  during  the  last  five  years.  During  tl 
same  period,  malpractice  claims  ha 
skyrocketed  by  almost  400  percent, 
addition,  closed  claim  costs  ha 
escalated  by  an  alarming  135  perce 
during  the  last  four  years. 

Among  the  topics  to  be  covered  in  t 
seminar  are  the  roles  of  the  defense  a 
plaintiff  attorneys,  thephysicianasacoi 
witness,  advantages  and  pitfalls 
medical  record-keeping,  proper  i 
formed  consent  and  dealing  wi 
disgruntled  patients. 

Clyde  Kurtz,  M.D.  said  all  physicians 
Arizona  are  encouraged  to  attet 
” Knowing  the  Facts:  Your  Best  Defense 
Continuing  Medical  Education  (CM 
credits  are  offered  for  attendees.  F 
registration  information,  contact:  Mutu 
Insurance  Company  of  Arizona,  24i 
North  Central  Avenue,  P.O.  Box  3318 
Phoenix,  Arizona  85067. 

Jack  E.  Brooks,  M.D. 

President,  MICA 
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Editor — 

Medical  liability  problems  have  not 
disappeared  despite  the  formation  of 
MICA  and  the  return  to  Arizona  of  two 
other  malpractice  insurance  companies. 
Population  growth  and  economic 
conditions  are  only  two  of  the  factors 
increasing  our  vulnerability.  There  are 
now  more  malpractice  claims  against 
physicians  and  significantly  higher 
settlements. 

As  a past  chairman  and  current 
member  of  ArMA’s  Underwriting  Review 
Committee,  I recognize  a major 
contribution  to  this  predicament  is  the 
poor  and  often  illegible  medical  record. 
Incomplete  and  undecipherable  medical 
records  make  malpractice  claims  difficult 
(sometimes  impossible)  to  defend.  Hasty 
scrawls  and  incomplete  notes  leave  little 
for  your  advocates  to  utilize  in  your 
defense. 

Some  practitioners  have  an  “ostrich- 


like” syndrome.  They  don’t  have  a 
problem,  the  other  guy  does.  These 
physicians  solve  their  predicament  by  not 
reporting  incidents.  Doctor  don’t  treat 
yourself.  Cooperation  with  your 
insurance  carrier  can  be  one  of  the  most 
important  methods  of  practicing 
preventive  medicine.  Your  insurance 
carrier  is  your  advocate. 

Most  importantly,  keep  your  medical 
records  (office  and  hospital)  readable, 
complete  and  honest.  If  multiple 
physicians  are  utilizing  the  same  record, 
refer  to  it  often  and  know  what  your 
predecessor  recorded.  If  the  current 
trend  continues,  you,  your  insurance 
company,  and  your  attorney  will  be 
grateful  for  your  complete  and  legible 
medical  records. 

Darwin  W.  Neubauer,  M.D. 

Tucson,  Arizona 
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The  Old  Surgeon 


Though  not  admitting  to  being  passe, 

Some  limiting  changes  have  come  our  way; 

Though  we  may  not  be  able  to  take  a long  walk. 
There’s  nothing  limiting  our  ability  to  talk! 

By  discussing  the  things  we  were  once  able  to  do, 

We  recall  many  things  that  are  simply  untrue! 

An  example  of  this  are  our  surgical  triumphs. 

That  restored  life  and  vigor  to  our  moribund  clients! 

We  were  called  many  times  to  salvage  the  cases, 

Of  colleagues  who  ultimately  fell  on  their  faces; 

In  attempting  a skill  that  couldn’t  be  matched. 

On  patients  that  we  eventually  patched! 

With  what  ease  we  performed  the  impossible  task! 
Were  we  a genius?  You  need  only  ask! 

More  accomplished  surgeons  there  never  could  be, 
Fortunately  few  now  remember  the  real  surgical  “We”! 


P.  B.  Jarrett 
Phoenix,  Arizona 
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Briefly  Noted 


J 


“what  They’re  Saying” 

DIVIDED  WE  EALL 

. . .1  am  also  afraid  that  many  of  the 
movements  present  in  our  society  ma> 
change  the  practice  of  medicine  so  that 
the  medical  ideals  I cherish  may  be 
jeopardized.  . . 

Some  good  people  are  working  very 
hard  and  important  headway  is  being 
made.  From  my  perspective 
unfortunately,  not  enough  good  people 
are  working  and  not  enough  headway  i‘ 
being  made.  But  we  don’t  just  needl 
working  hands.  We  need  working  handsJ 
with  direction.  Disorganized  work  results! 
in  fibrillation  instead  of  strength.  This  is^ 
one  reason  why  medical  societies  and' 
organizations  are  important.  Our  ability 
to  band  together  may  well  determine  the 
future  of  medicine.” 

Richard  Sperry,  Editorial  Board  Studeni 
Member 

Utah  State  Medical  Association  Bulletin  ' 

(1-82). 


Speakers  for  Current  Perspectives  III:  Surgical  Problems 
in  the  Geriatric  Age  Group 


Participants  at  Current  Perspectives  III 


William  P.  Tucker,  M.D.,  of  Florence 
was  honored  by  the  Florence  Town 
Council  on  February  21,  1982,  when  the 
day  was  proclaimed  ‘‘Dr.  W.  P.  Tucker 
Day”.  Dr.  Tucker  retired  from  the 
practice  of  medicine  December  31,  1981, 
having  cared  for  the  residents  of  Florence 
since  his  arrival  in  the  community  in  1942. 
He  served  as  an  active  member  of  the 
Florence  Town  Council  for  more  than  22 
years,  longer  than  any  other  individual 
has  served. 

Watson  M.  Lacy,  M.D.,  of  Payson,  well 
known  for  his  years  of  work  among 


Navajo  Indians,  provided  medical  care  to 
Cambodian  refugees  in  Thailand  from 
September  through  December  1981.  He 
and  his  wife,  Ruth,  a nurse  practitioner, 
along  with  medical  practitioners  from 
throughout  the  world,  cared  for  refugees 
at  the  Sakaeo  Holding  Center,  a 1,600- 
acre  refugee  camp  near  the  Cambodian 
border. 

lames  L.  Schamadan,  M.D.,  of  Phoenix 
has  been  certified  as  a specialist  in 
Occupational  Medicine  by  the  American 
Board  of  Preventive  Medicine. 


Donald  P.  Speer,  M.D.,  associ' 
professor  of  Surgery  in  Orthopedics 
the  University  of  Arizona  College 
Medicine  was  awarded  the  John  Charrij 
Award  by  the  Hip  Society, 
international  organization  of  orthope 
surgeons.  Speer  was  honored  for  i 
"innovative  research”  in  one  of  the  ma 
children’s  diseases  of  the  hip,  slipf 
capital  femoral  epiphysis. 

Jack  M.  Layton,  M.D.,  head  of 
Department  of  Pathology  at 
University  of  Arizona,  received  the  F 
Mostofi  Distinguished  Service  Aware 
the  International  Academy  of  Patholc 
U.  S.  and  Canadian  Division,  at 
academy’s  annual  meeting  in  Boston. 
Layton  was  president  of  the  academy’s 
S.  and  Canadian  Division  in  1976-77. 

ArMA  President  Clyde  W.  Kurtz,  M. 
discussed  "Getting  the  Most  for  Y( 
Medical  Dollar”  at  the  Women  Aw 
Program,  a day-long  seminar  sponsoi 
by  the  Pima  County  Medical  Sod 
Auxiliary  on  March  23,  1982,  at 
University  of  Arizona  Student  Union. 

Dermont  W,  Melick,  M.D.,  of  Phoer 
spoke  on  "The  Practice  of  Medicine 
Four  Generations  of  the  Melick-Doc 
Family”  at  the  Arizona  Museum 
March  7,  1982.  Dr.  Melick’s  family  histi, 
began  in  Kansas  162  years  ago. 
Melick’s  grandfather.  Dr.  Wesley  Meli 
was  a doctor  on  horseback  in  Misso 
before  the  Civil  War,  and  his  father,  l| 
Prince  Albert  Melick,  was  a pion<^ 
physician  in  Williams. 
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m W.  Kennedy,  M.D. 


this  fifth  installment  we  pick  up  the 
in  with  the  year  1923  and  unravel  it 
Dugh  1926.  Warner  Watkins,  editor  of 
ithwestern  Medicine  had  just  written 
editorial  “A  Lovely  Dream”  (Arizona 
dicine,  Vol  38,  No.  12,  page  926)  which 
directed  to  county  medical  society 
retaries  wherever  they  may  be.  He 
amed  of  having  monthly  reports  from 
se  gentlemen  to  publish  in  the 
rnal,  which  was  published  in  the 
?rest  of  the  county  societies  and  the 
ole  southwest.  He  wrote,  “At  the 
sent  time  there  is  not  in  Arizona,  New 
xico  or  West  Texas  a single  secretary 
mding  to  his  duties.  In  Arizona,  letters, 
jgrams  and  personal  solicitations  have 
;n  to  no  avail.” 

Jt,  by  his  own  effort,  and  with  his  wife 
sting  as  secretary  he  attended  meeting 
;r  meeting  statewide.  Dr.  Watkins  was 
easily  put  off  and  without  his 
torship  little  of  the  medical  history  of 
t era  would  be  extant.  Some  of  the 
as  that  reported,  although  somewhat 
jgularly,  were  Yavapai  County, 
ricopa  County,  El  Paso  County, 
avez  County,  New  Mexico,  Bernalillo 
unty,  Texas,  St.  Joseph's  Sanatorium, 
)uquerque,  St.  Joseph’s  Hospital  in 


Phoenix,  Deaconess  Hospital  in  Phoenix, 
and  St.  Mary’s  Hospital  in  Gallup,  New 
Mexico.  Unfortunately  from  most  of 
Arizona  there  was  a great  silence. 

Staff  Meetings 

The  medical  community  of  Phoenix  was 
saturated  with  meetings.  The  county 
society  met  the  first  and  third  Saturday 
evenings,  St.  Joseph’s  Hospital  staff  the 
third  Thursday  and  the  Deaconess 
Hospital  staff  the  fourth  Saturday.  The 
county  society  meetings  were  devoted  to 
scientific  papers  and  the  hospital 
meetings  were,  in  the  main,  devoted  to 
reporting  and  discussing  cases.  (Can  you 
imagine  what  would  happen  these  days  if 
a medical  meeting  was  scheduled  on 
Saturday  evening!') 

A special  feature  of  the  March  8,  1923 
staff  meeting  of  St.  Joseph’s  Hospital  was 
the  reading  of  replies  from  patients  who 
were  responding  to  follow-up  letters  sent 
after  their  discharge.  If  the  patient  made 
an  unfavorable  reply  the  attending 
physician  was  allowed  to  respond. 

In  a subsequent  meeting  Dr.  Wilkinson 
reported  a case  of  an  unconscious  male 
who  gradually  improved  but  had 
amnesia.  Dr.  Felch  commented  that  the 
most  interesting  thing  about  the  case  was 


that  the  amnesia  was  financial.  The 
patient  wrote  a letter  of  appreciation  to 
the  doctors  who  attended  him,  but  said, 
“In  his  estimation,  he  owed  them 
nothing,  for  had  he  been  conscious  he 
would  not  have  had  so  many  doctors!” 

During  the  1925  annual  meeting  of  St. 
Joseph’s  Hospital  in  Phoenix,  a motion 
was  made  and  carried  that  the  hospital 
provide  a competent  historian.  This 
historian  would  take  the  personal 
histories  of  the  admitted  patient  or 
complete  the  history  if  none  was 
furnished  by  the  admitting  surgeon. 

The  Deaconess  Hospital  in  Phoenix  had 
a difficult  time  with  histories  too.  A Dr. 
Shelby  gave  a detailed  outline  of  what 
comprised  a proper  history  and  physical 
and  Dr.  Bannister  gave  a clinic  on  a 
complete  physical  examination  (Well  at 
least  they  bit  the  bullet.  I suppose  many 
physicians  were  reluctant  in  those  days  to 
write  a history  as  they  are  now.)  During 
the  October  staff  meeting  Dr.  Frank 
Malloy  presented  a case  of  pellagra. 
(When  did  you  last  see  or  suspect  a case  of 
pellagra?) 

In  1926  Dr.  Roy  A.  Lukan  became  the 
resident  house  physician  for  the  Sister’s 
Hospital  of  Phoenix.  It  was  reported,  “The 
staff  members  are  enjoying  a great 
pleasure  and  profit  from  the  assistance  of 
Dr.  Lukan  in  routine  work  in  the 
hospital.” 

County  Society  Meetings 

On  March  16,  1923  the  Pima  County 
Medical  Society  met  with  25  members 
present.  There  was  a discussion  of  “Gaits 
of  Nervous  Lesions  of  tbe  Spinal  Cord.” 

A report  states  the  Maricopa  County 
Medical  Society  meeting  of  March  24, 
1923  was  a record  breaker.  It  was  held  at 
the  Business  and  Professional  Women’s 
Club,  17  East  Monroe,  50  physicians  were 
present,  surgery  of  the  chest  was  the 
subject,  and  Dr.  Sweek  orated  on  the 
treatment  of  empyema  with  “electrified 
air”  and  thoracoplasty.  At  their  Saturday 
night  November  18,  1923  meeting  the 
Maricopa  County  Medical  Society 
amended  their  bylaws,  reducing  their 
dues  from  $25  to  $15  a year.  Dr.  Fred 
Holmes  was  elected  President,  Dr.  J.  M. 
Greer  of  Mesa,  Vice-President,  and  Dr.  H. 
L.  Goss  of  Phoenix,  Secretary.  The  newly 
elected  President  stated,  “The  men  who 
attend  are  the  ones  who  least  need  the 
instruction  which  is  obtained  here.  The 
doctor  with  ostrich  like  obtuseness  may 
not  realize  this,  but  an  accurate  analysis  of 
the  head  contents  would  prove  it.”  (True 
even  today.)  Two  scientific  papers  were 
read,  one  on  "Heliotherapy  of 
Tuberculosis”  and  the  other  on  “The  use 
of  Thoracoplasty,”  in  the  treatment  of 
tuberculosis.  In  fact,  during  this  era  most 
of,  or  a fair  share  of,  the  scientific  papers 
published  related  to  the  diagnosis  and 
treatment  of  tuberculosis.  This  was  a great 
problem  during  that  time. 
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In  1924  it  was  reported  that  Dr.  W.  C, 
Hackett,  a negro  physician  in  Phoenix  and 
a member  in  good  standing  of  the  county 
society,  had  been  falsely  accused  by  a 
prostitute,  a dope  fiend,  who  had  been 
refused  morphine  by  the  physician.  The 
society  appointed  a committee  to  assist 
him  in  every  way  to  defend  his  name 
against  the  attack. 

Dr.  Frank  J.  Malloy  was  elected  to 
membership  and  was  remembered  by  his 
contemporaries  for  his  frequent 
diagnosis  of  amoebic  dysentery  here  in 
the  Valley  of  the  Sun. 

A proposal  for  an  act  to  authorize  the 
court  to  appoint  medical  experts  was 
discussed  by  Dr.  Win  Wylie.  He  related  a 
Supreme  Court  decision  in  Michigan 
which  stated  such  a law  was 
unconstitutional.  Dr.  Wylie  was  a lawyer 
and  a physician,  and  probably  was  one  of 
the  first  in  the  state  to  have  the  combined 
degrees.  Dr.  Warner  Watkins  in 
discussing  the  paper  stated,  “I,  like  many 
doctors,  resent  being  sworn,  ‘to  tell  the 
truth  a ndnothingbutthetruth’and  when 
this  happens  an  objection  is  interposed 
and  usually  sustained,  placing  the  doctor 
in  a position  in  which  it  is  impossible  to  be 
trutfiful.”  (Fifty  years  later — no  change.) 

Dr.  W.  V.  Whitmore,  a pioneer  physician 
in  Tucson,  reported  on  “Anesthetics, 
Chloroform  and  Ether.”  He  stated  that 
during  his  32  year  practice  in  Tucson  he 
had  given  3500  anesthetics  with  two 
deaths. 

The  Yavapai  County  Medical  Society 
meeting  in  Prescott  reported  on  their 
sessions  stating,  “In  the  operation  of  our 
‘system’  of  post  graduate  study  we  are 
able  to  report  greater  enthusiasm,  better 
attendance  and  more  careful  preparation 
of  cases  than  in  any  other  year.”  You  will 
remember  in  1923  they  began  discussing 
the  Cabot  Cases  as  their  method  of 
operation  for  “continuing  medical 
education.”  They  called  their  method  the 
“Yavapai  Plan.”  (See  Arizona  MeiJicine, 
Vol.  38,  No.  72,  page  926). 

The  Santa  Cruz  Medical  Society  met  with 
eight  members  present  and  elected  Dr.  A. 
H.  Noon  president.  And  in  Cochise 
County,  Dr.  Z.  Causey  was  elected 
presicfent  for  the  year. 

In  1925  the  Pima  County  Medical  Society 
elected  Dr.  S.  C.  Davis  president  and  at 
the  same  meeting  there  was  a kidney 
symposium  presented  by  the  Thomas- 
Davis  Clinic.  There  were  two  applications 
for  membership  at  hand.  One  of  these 
was  reported  to  be  the  Tucson 
abortionist.  A request  was  made  to  the 
Board  of  Medical  Examiners  to  investigate 
and  consider  revoking  the  license  of  the 
alleged  abortionist.  (Oh,  la-di-da,  how 
times  do  change,  now  you  can  advertise  if 
you  want  to  do  abortions). 

Dr.  John  W.  Flinn  of  Prescott  discussed 
the  artifical  pneumothorax  and  the 
treatment  of  tuberculosis.  He  stated  that 


he  had  used  the  procedure  for  the  last 
eleven  years  but,  “In  the  treatment  of 
tuberculosis  there  nowabideth  fresh  air, 
good  food,  rest;  these  three,  but  the 
greatest  is  rest.  Typhoid  or  bed  pan  rest.” 
Dr.  Warner  Watkins  in  discussing  this 
paper  stated,  “Dr.  Flinn  was  a pioneer  in 
seeing  the  need  for,  and  implementing 
absolute  rest  in  the  treatment  of 
tuberculosis.”  He  further  stated,  “I 
believe  I gave  the  first  pneumothorax 
administration  in  the  State  of  Arizona  in 
1912.”  Dr.  Flinn’s  efforts  in  tuberculosis 
were  again  reported  in  the  April  1926 
issue.  In  a paper  entitled  “Allergy  and 
Immunity  in  Tuberculosis  Infection”  he 
wrote,  “The  only  really  safe  person  is  the 
one  who  has  acquired  a preventive 
vaccination  in  childhood  with  small  doses 
of  tubercle  baccilli  and  so  developing 
early  and  allergic  reactions  sufficient  to 
lead  to  lasting  immunity.”  This  was  the 
first  paper  in  Southwest  Medicine  to 
contain  a bibliography. 

At  the  December  1925  meeting  of  the 
Maricopa  County  Medical  Society  the 
Board  of  Censors  reported  on  charges 
against  a member.  After  the  presentation 
of  charges  there  was  considerable 
discussion,  much  voting  by  the  members, 
and  the  member  was  suspended  for  a 
year.  The  charge  was  unjustifiable 
abortion  contrary  to  the  ethics  of  the 
profession  and  rules  of  the  society. 
(Warner  Watkins  told  this  story  with  a 
great  deal  more  color  than  is  recorded 
here,  and  of  course,  knew  the  suspected 
abortionist  very  well).  Watkins  said  the 
following  year  after  the  physician  was 
reinstated  in  the  county  society  he  was 
nominated  for  and  elected  secretary- 
treasurer  of  the  county  society,  Watkins 
thought  this  was  a little  unusual  and 
following  his  instincts  he  gathered  up  the 
ballots  and  found  that  more  ballots  were 
cast  than  there  were  members  present. 
He  thought  nothing  more  about  it  until 
the  following  year,  when  the  secretary- 
treasurer  went  out  of  office  he  reported 
more  funds  in  the  treasury  than  had  been 
collected.  Watkins  stated  he  never  was 
able  to  solve  the  mystery.  But, 
subsequently  the  physician  who  had 
been  censored  moved  to  California  and 
became  a teacher  of  obstetrics  in  a 
medical  school! 

The  Cochise  County  Medical  Society 
met  January  16,  1926  at  the  Club-Social 
Agua  Prieta  with  fourteen  members 
present.  The  Cabot  cases  were  discussed 
and  A.  E.  Cruithards,  Secretary  was  the 
reporter.  (The  Yavapai  plan  was 
spreading) 

The  fees  of  the  County  Society  of  Santa 
Fe,  New  Mexico  which  were  adopted 
May  9,  1926  were  published.  They  read  as 
follows:  “Anesthetic,  $15;  Surgical 

Assistant,  $15;  Night  Calls,  $5  and  up;  Out 
of  town  add  $1  per  mile — one  way; 
Abdominal  Surgery,  $100;  Tonsils,  $50; 


Sulpharsephamine  Injection,  $5;  , 
Wasserman,  $2. 

The  Arizona  Medical  Association 

1923 — The  Association  had  so 
imagination  in  those  days.  They  arranj 
for  a meeting  at  the  Grand  Canyon  wii| 
continuation  on  to  the  AMA  meet 
which  followed  in  San  Francisco, 
roundtrip  rail  fare  from  Phoenix  to  : 
Francisco  by  way  of  the  Grand  Can) 
was  to  be  $62.50.  (That  would  hardly , 
your  registration  fee  these  days). 

R.  D.  Kennedy,  M.D.,  F.A.C.S  of  Glo 
in  his  presidential  address  before 
Association,  listed  some  of  the  modi 
medical  men  who  paid  with  their  lives 
investigating  diseases.  He  listed,  “Jesse 
Lazear,  Yellow  Fever;  Ayersin  Fr. 
Muller,  Bubonic  Plague;  All 
MacFayden,  Typhoid  and  Malta  Fever 
Everett  Button,  African  Relapsing  Fev 
Howard  Taylor  Ricketts,  Fabardilo;  a 
Thomas  B.  McClintor,  Rocky  Mount 
Spotted  Fever.”  (This  address  was  givei 
1924  and  no  doubt  the  list  could  now 
considerably  enlarged,  such  as  Noguc 
Yellow  Fever). 

In  1925  the  Association  met  in  Bisbee 
the  first  time  since  1912.  At  that  meeti 
the  Association  voted  to  have  “di 
banquets  in  the  future.  (There  must  he 
been  some  wet  times  in  191 2. )\ 

In  1926  the  paid  members  of  t 
Association  were  as  follows:  Cochise 
Coconino  6;  Gila  24;  Greenlee 
Maricopa  77;  Mohave  3;  Navajo  8;  Pit 
38:  Santa  Cruz  7;  Yavapai  13;  Yuma  , 
There  were  a total  of  211  paid  membei 
the  annual  dues  was  ten  dollars.  (Fii 
years  later  the  ten  dollars  would  han 
buy  you  a lunch  at  an  annual  meeting. ; 
of  December  1981  the  coun 
membership  listing  reads:  Apache 
Cochise  35;  Coconino  67,  Gila  7;  Grahf 
7;  Greenlee  6;  Maricopa  1721;  Moha: 
37;  Navajo  10;  Pima  814;  Pinal  38;  Sat 
Cruz  8;  Yavapai  58;  and  Yuma  55.  T 
total  being  2867). 

Deaconess  Hospital 
In  1923  it  was  reported  that  the  work  t 
the  Deaconess  Hospital  was  going 
continue.  It  had  been  interrupted  tv 
years  before,  but  now  sufficient  fun 
were  available  for  completion.  The  Boa 
of  Trustees  of  the  hospital  asked  for 
advisory  committee  from  the  Marico 
County  Medical  Society  to  assist  in  tl, 
final  planning  and  purchasing 
equipment.  The  committee  consisted 
Dr.  A.  M.  Tuthill,  Chairman;  Dr.  Willa 
Smith;  Dr.  Kimball  Banister;  D.  H.  L.  Cot 
Dr,  T.  L.  Garrison;  Dr.  Harland  P.  Mil 
Dr.  J.  J.  McLoone,  and  Mr.  J.  O.  Sexso 
Chairman  of  the  Board  of  Trustees. 

In  1924  Dr.  Helen  Slaughter  w 
announced  as  the  first  intern 
Deaconsess  Hospital.  Mr.  John  i 
Bowman,  the  first  superintendent  an 
Mrs.  Bowman,  a nurse  in  charge  'i 
surgery,  resigned  a year  after  the  hospit] 
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m to  operate.  The  management  was 
n over  by  Mr.  and  Mrs.  J.  O.  Sexson, 
was  formerly  Miss  Rynyon.  (Nothing 
keeping  all  the  business  in  one 

ly)- 

aseph’s  Hospital,  Phoenix 

1918  a fire  destroyed  the  original  St. 
ph’s  Hospital  and  the  surgery  was  not 
lilt  at  that  time.  By  1924  the  surgery 
four  operating  rooms,  two  special 
ment  rooms  on  the  east  wing,  on  the 
md  floor  and  adjacent  floor  were  the 
/ and  laboratory  department,  all 
ted  at  a cost  of  $40,000.  In  1926  they 
pleted  a new  unit  which  supplied  20 
tional  rooms  for  private  patients.  The 
)ital  was  now  three  stories  high  with 
levator,  administrative  offices  and  a 
rd  room.  (Now  St.  Joseph’s  is 
rging  again  and  I suppose  $40,000 
Idn’t  pay  for  the  time  and  effort  spent 
jutting  their  need  for  additions 
ugh  the  local  health  planning 
icil). 

;rt  Sanatorium 

mouncement  of  the  plans  for  the 
?rt  Sanatorium  of  Southern  Arizona 
? made  by  Dr.  Bernard  L.  Wyatt  and 
iciates  in  1926.  The  Sanatorium  would 
for  the  surgical  teatment  of 
Tculosis  and  heliotherapy.  B.  L. 
ton,  M.D.  of  Tucson  described  the 
Jing  and  room  arrangements  for  the 
?nts.  There  were  two  features  not  to 
ound  elsewhere.  1)  A short  wave 
ometer  by  which  accurate 
surements  of  the  ultraviolet,  in 
trom  units,  could  be  recorded,  and 
heliotherapy  unit  on  the  roof  with 
square  feet  enclosed  entirely  with 
tz  glass!  (Remember  this  was  the  era 
n ultraviolet  was  thought  to  be  of 
<t  value  in  the  treatment  of 
rculosis). 

uke’s  Home,  Phoenix 

June  1,  1924  the  annual  trek  of  the 
?nts  at  the  St.  Luke’s  Home  occurred, 
er  the  direction  of  Dr.  E.  W.  Phillips, 
ical  Director  of  St.  Luke’s  Home,  the 
mts  were  moved  to  the  mountains  of 
:ott.  (Apparently  this  was  an  annual 
It  for  several  years,  but  this 
stigator  has  not  been  able  to  locate 
site  of  the  Home.  Would  someone 
I Prescott  please  come  to  my  rescue 
give  me  a geographical  picture). 
e Hospital  News 

March  15,  1925  there  was  a fire  at  St. 
/’s  Hospital  in  Tucson.  It  had  started 
e chapel,  which  was  built  in  1885.  The 
nt  of  the  damage  was  not  reported. 
:hat  same  year  the  Arizona  Hospital 
Sanatorium  in  Tucson  changed  its 
etoTucson  Hospital.  Dr.  VictorGore, 
chairman,  stated  that  a nurses 
ing  school  was  to  begin  in  the  fall. 

! ownership  of  the  25  bed  Calumet 
aital  in  Douglas  was  transferred  in 
from  Dr.  F.  T.  Wright  to  Dr.  E.  W. 
Tison.  One  of  the  oldest  hospitals  in 


Arizona,  it  was  opened  in  1903  by  Dr. 
Wright  for  industrial  patients  of  the 
Calumet  and  Arizona  Mining  Companies. 

In  1926  a published  listing  of  hospitals  in 
Arizona  indicated  there  were  twenty-one 
general  hospitals  with  a total  of  846  beds. 

The  Old  Dominion  Hospital  of  Globe 
added  to  its  staff  Dr.  T.  C.  Harper,  a 
graduate  of  the  Medical  College  of  the 
state  of  South  Carolina  in  1919.  (Dr. 
Harper  a long  time  erudite  and  gracious 
practitioner  retired  and  lived  in  Phoenix 
at  the  time  his  death  in  1980). 

Public  Health 

In  1923  Dr.  Fred  T.  Fahfen  wasappointed 
State  Superintendent  of  Public  Health.  He 
followed  Dr.  A.  M.  Tuthill  who  had 
resigned. 

During  the  year  1925  a diphtheria 
epidemic  was  reported  in  Graham 
County.  It  first  appeared  in  the  Thatcher 
public  schools.  Dr.  W.  E.  Platt,  County 
Health  Officer,  seized  upon  the 
opportunity  and  immunized  all  of  the 
school  children  in  the  county.  There  were 
100  cases  of  diphtheria  in  four  months, 
and  1650  school  children  and  adults  were 
immunized. 

The  first  case  of  relapsing  fever  in 
Arizona  was  described  in  May  1925  by  Dr. 
R.  O.  Raymond  of  Flagstaff  and  confirmed 
by  the  Hygienic  Laboratory  in 
Washington,  D.  C. 

A 1926  editorial  in  Southwest  Medicine 
bewailed  the  status  of  public  health  in 
Arizona.  “The  Territory  of  Arizona 
operating  under  its  old  vital  statistics  law 
had  a full-time  state  health  officer.  When 
Arizona  entered  statehood  the  office  of 
Superintendent  of  Public  Health  became 
one  of  the  plums  given  to  the  faithful 
every  two  years.  The  result  is  we  have  had 
no  public  health  work  of  note  since 
statehood.’’  (Warner  Watkin,  Editor, 
called  his  shots  as  he  saw  them). 
Physicians  on  the  Move 

1924 —  Dr.  Mary  Lawson  Neff  of  Phoenix 
finally  moved  to  Los  Angeles  with  her 
practice.  She  was  recognized  as  a 
psychiatrist  of  outstanding  ability. 

In  April  1924,  it  was  reported  that  Dr. 
Charles  H.  Laugharn,  formerly  of  Salida, 
Colorado  was  now  located  in  Morenci, 
Arizona.  Dr.  Laugharn’s  son.  Dr.  James 
Laugharn  presently  practices  general 
surgery  here  in  Phoenix. 

1925 —  Dr.  Victor  Randolph  moved  from 
San  Francisco  to  practice  with  Dr.  Fred 
Holms  in  Phoenix.  Their  office  was  on  the 
fourth  floor  of  the  Goodrich  Building. 
The  Father  of  Tularemia 

It  was  reported  in  the  June  1925  issue  of 
Southwestern  Medicine  that  Dr.  Edward 
Francis,  USPHS,  in  a letter  to  Dr.  Ancil 
Martin  dated  April  25,  1925,  gave  Dr. 
Martin  the  credit  for  being  the  first  to 
recognize  that  rabbit  fever  was 
transmissable  to  man,  and  he  therefore 
proclaimed  that  Dr.  Martin  should 
henceforth  be  noted  as  "the  Father  of 


Tularemia.’’ 

Discussions  on  this  subject  continued  in 
the  1926  volumes  of  Southwest  Medicine. 
In  his  paper  Dr.  Martin  stated,  "On  May 
14,  1907  a jackrabbit  came  into  a patient’s 
yard  in  Glendale,  Arizona.  It  was  killed  by 
a dog  and  the  patient  skinned  the  rabbit 
for  the  dog  to  eat  and  he,  the  patient, 
became  ill  24  hours  later.”  Previously,  he 
had  noted  similar  cases  in  Prescott  in  1907, 
but  none  of  them  were  recognized 
because  tularemia  as  a clinical  entity  in 
humans  had  not  been  described.  But,  he 
did  recognize  that  it  came  from  diseased 
rabbits. 

Dr.  Ancil  Martin’s  original  paper 
presented  before  the  Arizona  Medical 
Association  during  its  1919  meeting  in 
Prescott  was  titled  "Infections  of  the 
Conjunctiva.”  It  was  published  in  JAMA 
in  July  17,  1909  and  he  subsequently 
amplified  this  in  Southwest  Medicine  Vol 
IX,  No.  6,  1925. 

Then  Dr.  Francis,  of  the  Public  Health 
Service  worked  out  the  relationship 
between  rabbit  fever  and  infection  in 
man,  but  he  gave  Dr.  Martin  the  credit  for 
being  the  first  to  recognize  that  the 
disease  was  indeed  transmissable. 

By  1926  tularemia  had  become  a 
diagnosable  disease  in  the  Southwest  and 
a paper  by  Dr.  M.  B.  Culpepper  of 
Carlsbad,  New  Mexico  reported  ten  cases 
and  one  death.  The  paper  was  discussed 
by  Dr.  Martin  and  he  mentioned  he  had 
seen  his  first  case  in  1907  and  six 
subsequent  cases  in  1909. 

In  the  April  1926  issue  of  Southwest 
Medicine  Dr.  Ancil  Martin  discussed 
foreign  bodies  of  the  eye  and  x-ray 
localization.  He  stated,  “Incidentally  I 
brought  the  first  Crooks  tube  to  Arizona 
and  with  the  assistance  of  an  electrician 
hooked  it  up  to  an  old  static  machine.” 
But,  he  did  not  give  the  date,  it  appears 
that  this  must  have  been  about  1898. 

Roentgen  had  announced  his  discovery 
in  November  9,  1895  and  the  x-ray  was 
first  used  in  this  country  by  a professor 
Wusterberg  at  Harvard  on  January  31, 
1896.  The  first  removal  of  a foreign  body 
following  localization  by  x-ray  was  by  Dr. 
James  Burry  on  February  11, 1896  and  the 
first  recorded  localization  of  a foreign 
body  was  by  Francis  H.  Williams  of 
Boston,  June,  5,  1896.  The  Sweet 
localization  method,  which  was  a favorite 
for  a great  many  years,  was  announced  on 
November  27,  1898  and  Dr.  Ancil  Martin 
localized  and  removed  his  first  foreign 
body  with  this  method  on  October  20, 
1901. 

A later  issue  of  the  year  1926  carried  the 
obituary  of  Dr.  Ancil  Martin.  He  was  born 
in  1861  and  died  in  1926.  It  was  stated  that 
in  1898  he  brought  the  first  x-ray  tube  to 
Arizona  and  in  1909  diagnosed  four  cases 
of  conjunctivitis  as  being  transmitted 
from  rabbits  which  had  rabbit  septicemia 
as  it  was  known  at  that  time. 
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ArMA  Reports 

J 

The  minutes  appearing  in  this  section 
have  been  condensed.  A complete  copy 
of  the  minutes  of  any  meeting  will  be 
mailed  to  any  member  requesting  them. 

HEALTH  MANPOWER  COMMITTEE 

The  Health  Manpower  Committee  met 
on  January  27,1982.  Dr.  Linkner 
reviewed  the  GMENAC  report  and 
stated  the  major  conclusion  of  the  report 
is  there  will  be  a surplus  of  physician  by 
1990.  It  was  moved  and  carried  to 
recommend  to  the  Board  of  Directors 
that  a subcommittee  or  ad  hoc 
committee  be  established  to  develop 
methodology  to  assess  the  State’s 
medical  manpower  based  on 
demographics,  population  ratio  and 
specialty  mix. 

Also  reviewed  was  the  update  on  the 
germaneness  issue  of  a bill  that  includes 
provisions  dealing  with  homeopathy 
and  physical  therapy.  Utilization  of 
physician  extenders  was  discussed  and 
it  was  stressed  that  physician  assistants 
are  responsible  to  the  physician  and  that 
the  malpractice  responsibility  rests  with 
the  physician.  The  final  report  of  the 
Arizona  Nursing  Manpower  Project  was 
received  and  the  following  motion  was 
made:  It  was  moved  and  carried  to 
inform  the  Board  of  Directors  that  the 
committee  generally  supports  the  final 
report  of  Arizona  Nursing  Manpower 
Project  and  recommends  that  the 
Arizona  Medical  Association  participate 
in  programs  to  increase  nursing 
manpower. 

The  AMA  concluded  that  it  could  not 
support  an  effort  to  establish  an 
accrediting  body  to  inspect  and  evaluate 
schools  and  to  test  graduates  in  the 
limited  license  fields. 

Health  manpower  shortage  areas  are 
designated  by  health  system  agencies. 
The  AMA  has  received  a grant  to  work 
with  local  and  state  medical  societies  in 
placing  physicians  in  shortage  areas 
under  the  private  practice  option  of  the 
National  Health  Service  Corps.  The 
committee  also  discussed  HB  2098 
which  would  eliminate  health  planning 
agencies  and  the  certificate  of  need 
process. 

The  committee  discussed  the  opening 
of  a new  practice  called  Women’s  Health 
Care  of  Tucson.  A nurse  practitioner 
performs  certain  exams  and  testing 
without  a physician’s  supervision.  It  was 
moved  and  carried  to  recommend  to  the 
Public  Relations  Committee  that  they 
consider  a public  education  program  on 
the  wide  variety  of  practitioners 
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available  so  that  patients  can  make 
decisions  of  choice  on  an  informed 
basis. 

The  following  pieces  of  legislation 
were  discussed:  SB  1037  removing  the 
continuing  education  requirements 
from  Podiatrists.  SB  1058  is  a major  bill 
which  could  grant  hospital  privileges  of 
podiatrists.  It  was  moved  and  carried 
that  the  Health  Manpower  Committee 
support  the  efforts  of  the  Legislative 
Committee  regarding  S.B.  1058.  The 
Legislative  Committee  and  the  Arizona 
Hospital  Association  are  advocating 
active  non-support  of  the  bill,  and  the 
position  paper  on  podiatry  is  still 
supported.  It  advocates  podiatry 
privileges  based  upon  criteria  in  hospital 
bylaws.  HB  21 1 7,  Midwifery;  Repeal  was 
discussed  at  great  length.  There  are 
several  unanswered  questions 
regarding  the  impact  of  the  bill  as 
introduced.  It  was  moved  and  carried  to 
recommend  to  the  Legislative 
Committee  the  HB  2117  be  given  active 
support  by  the  Association.  It  -was 
moved  and  carried  to  recommend  to  the 
Maternal  and  Child  Health  Care 
Committee  that  they  address  the  issue 
of  alternatives  to  physician  delivery.  HB 
2211  will  be  referred  to  an 
ophthalmologist  for  review  and  no 
committee  consideration  will  be  made 
until  a report  is  received.  HB  2202 
Naturopathic  Board  of  Examiners,  the 
Legislative  Committee  has  supported 
the  Health  Manpower  Committee’s 
recommendation  to  seek  repeal  of  the 
Naturopathic  Board  and  its  licensing 
and  regulating  authority.  It  was  moved 
and  carried  to  give  active  non  supportto 
HB  2202. 

MEDICAL  ECONOMICS 
COMMITTEE 

The  Medical  Economics  Committee 
met  on  January  28,  1982. 

The  upcoming  seminar  on  Real  Estate 
planning  was  discussed  as  was  the 
possibility  of  offering  seminars  on 
topics  like  estate  planning  and  the  use  of 
computers.  It  was  moved  and  carried  to 
plan  for  a computer  seminar  to  be  held 
during  January  1983.  Staff  was  directed 
to  investigate  options  available  and  to 
explore  the  possibility  of  national 
advertising. 

It  was  moved  and  carried  to  accept  the 
report  on  the  Retired  Lives  Reserve 
Program  for  information  only. 

Dr.  Daley  was  asked  to  work  with  staff 
on  a report  of  the  disability  programs 
now  offered  by  the  Association  and 
recommendations  for  change,  if 
needed. 

The  committee  reviewed  the  letters 
received  from  the  specialty  societies 
dealing  with  the  medical  fee  schedule  of 
the  Industrial  Commission  of  Arizona. 
Dr.  Kurtz  explained  the  efforts  of  the 


committee  during  the  last  few  yea 
improve  physicians’  fees.  Dr.  Chg 
was  asked  to  supply  the  committee 
cases  which  would  demonstrate  the: 
reimbursement  for  internists  and  l| 
reluctance  to  accept  industrial  pati 
since  there  is  no  recognition  for 
physician  roles.  Dr.  Daley  was  aske 
supply  data  on  how  access  is  limite 
orthopods  because  of  difficuh 
experiences  with  ICA.  Dr.  Zeluff  anc' 
Reed  explained  the  concerns' 
anesthesiologists.  Dr.  Mobley  reque 
a letter  from  the  anesthesiologists  wl 
would  indicate  that  they  do  not  c 
industrial  patients  even  though  the', 
not  want  to  accept  them.  The  commi 
must  act  quickly  since  the  Indus 
Commission  meets  in  April  or  May 
does  not  give  much  prior  mee 
notice. 

The  Board  of  Directors  requested 
committee’s  review  of  the  Wes 
Physicians  Purchasing  Association, 
issue  will  be  discussed  at  their  r 
meeting. 


PHYSICIAN’S  HEALTH  COMMITTI 

The  Physician’s  Health  Committee  r 
on  February  10,  1982.  The  follow 
items  were  discussed: 

Review  of  Pending  Cases— T 
chairman  asked  committee  memb 
forward  status  reports  on  any  cases 
which  they  were  involved  either  as  c> 
coordinator  or  contact  person. 

“Our  Brothers’  Keeper’’— A list 
volunteers  to  show  this  film  v 
received. 

Center  for  the  Well-being  of  Hee 
Professionals  — The  committ 
reviewed  and  discussed  materials  fri 
this  organization.  It  was  determinedtl 
Mr.  Robinson  would  pursue  a possi 
workshop  with  the  Center. 

Triage  Physician-of-the  Month— T 
schedule  of  those  participating  in  t 
service  was  received. 

Meeting  with  Hospital  Chiefs  of  Staf 
The  minutes  of  the  meeting  held  w 
Phoenix  hospital  chiefs  of  staff  wr 
received  by  the  committee  a 
discussed.  It  was  determined  that  I 
Bittker  and  Mr.  Robinson  schedule 
meeting  with  attorney  Roger  Kaufm 
to  outline  the  activities  of  thecommittc 
as  well  as  its  desire  to  create  ongoir 
in-hospital  programs  for  the  preventic 
recognition  and  treatment  of  t 
impaired  physician  and  to  determi 
whether  Mr.  Kaufman  might  ma 
himself  available  for  future  meetin 
with  chiefs  of  staff  throughout  the  stc 
in  order  to  more  fully  respond 
concerns  and  questions  which  mig 
arise. 
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vas  also  determined  that  a similar 
sting  be  set  for  the  Tucson  area. 

. Stephen  Scheiber  reported  to  the 
nmittee  on  the  medical  school 
vities  and  the  progress  on  the 
icide  Project,” 


AD  HOC  COMMITTEE  ON 
EDICINE/BUSINESS  COALITIONS 

ie  Ad  Hoc  Committee  on 
jicine/Business  Coalitions  met  on 
iruary  11,  1982 

Kurtz  briefly  outlined  the 
kground  and  development  of  the 
lition  movement.  He  commented  on 
earlier  material  and  presented  the 
Tibers  with  additional  information 
sntly  published  in  the  American 
lica!  News.  This  material  dealt  with 
nges  that  have  occurred  at  the 
onal  level  and  might  have  some 
act  on  the  counties'  approach  to 
^meeting  medicine/business 
litions  in  their  respective  areas, 
ere  was  a lengthy  discussion  about 
most  appropriate  ways  to  approach 
jstry,  the  group  or  groups  who 
uid  initially  be  included  and  whether 
coalition  would  best  be  formed  on  a 
nty-by-county  or  state  level.  The 
imittee  then  took  the  following 
on:  It  was  moved  and  carried  that  the 
d i c i n e/ b u s i n e s s coalitions 
templated  be  carried  on  by  the 
nty  societies  within  their  local  area, 

1 the  support  of  the  Arizona  Medical 
ociation.  It  was  decided  that  all  other 
isions,  i.e.,  selection  of  a chairman 
each  coalition,  the  groups  to  be 
uded  in  the  discussion,  etc.,  now  lay 
j the  particular  society  involved. 

was  felt  the  committee  had 
iipleted  its  task  and  they  would  meet 
in  in  about  three  months  to  check  on 
gress  and  see  if  any  problems  had 
n encountered. 


1ATERNAL  AND  CHILD  HEALTH 
CARE  COMMITTEE 

le  Maternal  and  Child  Health  Care 
nmittee  met  on  February  17,  1982. 

; following  items  were  discussed: 
y Midwifery  Position  Paper— The 
nmittee  received  and  reviewed  the 
ft  position  paper  on  lay  midwifery 
ng  with  comments  from  committee 
mbers.  After  a lengthy  discussion  the 
nmittee  edited  and  amended  the  draft 
iition  paper.  It  was  moved  and  carried 
ecommend  to  the  Board  of  Directors 
t it  adopt,  as  the  position  of  the 
zona  Medical  Association  on  Lay 
fwifery,  the  statement  attached 
eto,  marked  exhibit  “A”  and  by  this 
srence  made  a part  hereof.  (A  copy  of 
> draft  can  be  obtained  from  theArMA 
ce). 


Current  Legislation — The  committee 
reviewed  various  bills,  of  appropriate 
interest  to  the  committee,  that  are  now 
before  the  legislature  and  any  action 
being  taken  by  ArMA's  Legislative 
Committee.  The  following  bills  were 
received  only:  HB  2010,  HB  2043,  HB 
2056,  SB  1086,  and  HB  2389.  The 
following  bills  were  received  and 
additional  comments  made  or  actions 
taken:  HB  2400 — This  bill  deals  with 
maternal  and  child  health  services 
through  the  Department  of  Health 
Services,  together  with  correspondence 
from  Kent  L.  Bradt,  Director  of  the 
Arizona  Perinatal  Trust  and  John  R. 
Young,  M.D.  Dr.  Michael  Clement,  as  the 
Assistant  Director  of  the  Division  of 
Family  Health  Services  of  DHS, 
indicated  to  the  members  that  the  bill 
currently  includes  no  request  for 
funding  and  that,  if  no  funding  is 
provided,  it  might  well  be  best  to 
withdraw  the  bill  and  resubmit  next  year. 
The  committee  received  for  information 
the  action  of  ArMA’s  Legislative 
Committee  to  “Actively  Support”  this 
legislation. 

HB  21 1 7 — A.  This  bill,  which  deals  with 
the  licensing  and  regulation  of  lay 
midwifery,  as  well  as  ArMA’s  Legislative 
Committee  action  of  “Active  Non- 
Support"  was  received.  B.  The 
committee  reviewed  a request  from  the 
Health  Manpower  Committee  dated 
February  16,  1982,  for  this  committee  to 
“address  the  issue  of  alternatives  to 
physician  delivery.”  It  was  determined  to 
seek  clarification  of  this  requestfrom  Dr. 
Laurence  Linkner,  Chairman  of  the 
Health  Manpower  Committee. 

HB  2228 — This  bill,  dealing  with  day 
care  centers,  which  was  not  considered 
by  ArMA’s  Legislative  Committee,  and 
thought  by  Dr.  Clements  to  be  primarily 
a “clean-up”  bill. 

SB  1 025— The  committee  reviewed  the 
bill,  which  relates  to  the  use  of  child 
passenger  restraint  systems,  as  well  as 
the  determination  of  ArMA’s  Legislative 
Committee  to  “Actively  Support”  this 
piece  of  legislation  and  it  was  moved 
and  carried  to  advise  the  Board  of 
Directors  of  ArMA  that  the  Maternal  and 
Child  Health  Care  Committee  strongly 
supports  the  Legislative  Committee’s 
position  of  “Active  Support”  of  SB  1025. 

Subcommittee  on  Perinatal  Health 
Care — Through  correspondence  from 
the  Chairman  of  the  Subcommittee  on 
Perinatal  Health  Care,  William  J.  R. 
Daily,  M.D.  the  committee  reviewed  and 
discussed  their  recommendations 
relating  to  a statewide  data  system  for 
improved  perinatal  morbidity  and 
mortality  review.  Dr.  Daily  and  Dr. 
Clement  presented  to  the  committee  the 
need  for  a more  comprehensive 
program  within  the  Bureau  of  Maternal 
and  Child  Health  of  the  Department  of 


Health  Services.  Now  all  data  available 
has  been  obtained  on  a home  computer 
by  one  person  and  a need  exists  for  a 
data  tracking  system  which  would  give 
access  to  purchase  of  time  from  the 
state’s  data  base  and  allow  birth 
certificate/death  certificate  linkage  for 
compilation  of  comprehensive  data.  The 
committee  then  took  the  following 
action:  It  was  moved  and  carried  the 
Maternal  and  Child  Health  Care 
Committee  recommends  to  the  Board  of 
Directors  that  ArMA,  by  written 
communication  to  James  E.  Sarn,  M.D., 
Director  of  the  Arizona  Department  of 
Health  Services,  strongly  support  and 
recommend  the  development  within  the 
Bureau  of  Maternal  and  Child  Health  of  a 
statewide  data  system  for  improved 
perinatal  morbidity  and  mortality 
review.  It  was  further  moved  and  carried 
that,  following  receipt  of  a fiscal  note 
from  Dr.  Daily,  this  committee 
recommend  that  ArMA  seek  to  assist  in 
the  funding  and  development  of 
outreach  educational  programs  in  order 
that  the  statewide  data  system  could  be 
truly  effective  in  Arizona. 

It  was  determined  that  the  Association 
membership  be  made  aware  of  the 
activities  of  the  Arizona  Perinatal  Trust 
and  be  updated  regularly  about  their 
programs. 


EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on 
February  19,  1982, 

Dr.  Sarn,  Director  of  the  Arizona 
Department  of  Health  Services  was  not 
present  at  the  meeting,  but  asked  the 
committee  be  advised  that  the  request 
for  bids  for  the  Administrator  of  the 
Arizona  Health  Care  Cost  Containment 
System  (AHCCCS)  would  be  going  out 
in  the  coming  week.  The  committee 
received  a list  of  16  physicians 
appointed  to  the  various  Ad  Hoc 
Advisory  Committees  established  to 
develop  the  rules  and  regulationsforthe 
AHCCCS,  together  with  a brief  outline 
of  the  functions  and  meeting  time  table 
for  the  committees.  The  Executive 
Committee  determined  to  invite  Henry 
Foley,  Ph.D.,  the  newly  appointed  head 
of  the  division  of  the  Department  of 
Health  Services  responsible  for  the 
implementation  of  AHCCCS,  to  its  next 
meeting. 

It  was  moved  and  carried  that  the 
annual  meeting  of  the  House  of 
Delegates  of  the  Arizona  Medical 
Association  for  the  years  1983,  1984  and 
1985  be  held  on  the  dates  and  in  the 
cities  set  forth  below.  With  actual  hotel 
locatiojns  within  those  cities  to  be 
selected  by  Bruce  E.  Robinson,  subject 
to  confirmation  by  this  committee  at  a 
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future  date:  1983,  May  20-21,  Tucson; 
1984,  May  18-19,  Phoenix;  1985,  May  19- 
20,  Phoenix. 

It  was  moved  and  carried  to  advise  the 
Guaranteed  Weight  Loss  Clinic  that 
their  request  to  the  American  Medical 
Association  for  a certificate  of  approval 
of  their  program  had  been  received  by 
the  Executive  Committee  of  the  Arizona 
Medical  Association  but  that  this 
Association  does  not  issue  certificates 
of  this  nature. 

It  was  moved  and  carried  to  retain 
Richard  R.  Greenfield  to  assist  with  the 
drafting  of  rules  and  regulations  for  the 
implementation  of  the  Arizona  Health 
Care  Cost  Containment  System 
(AHCCCS). 

It  was  determined  that  Mr.  Robinson 
should  request  the  firm  of  Lawrence- 
Leiter  & Co.,  to  prepare  a summary  of 
the  recommendations  it  made 
subsequent  to  its  recent  review  of  ArMA 
activities. 


NOMINATING  COMMITTEE 

The  Nominating  Committee  met  on 
February  20,  1982.  The  committee 

reviewed  those  sections  of  the  Bylaws 
pertaining  to  elections  and  candidate 
selection.  They  received  and  discussed 
nominations  from  the  membership  for 
the  various  offices  to  be  filled  during  the 
1982  Annual  Meeting  of  the  House  of 
Delegates.  It  was  moved  and  carried  to 
approve  the  1982  slate  of  candidates  for 
offices  to  be  tilled  during  the  May 
Annual  Meeting  of  the  House  of 
Delegates  as  set  forth  on  Exhibit  “A" 
attached  hereto  and  by  the  reference 
made  a part  hereof. 

Exhibit  A 

President-Elect  (1982-83) 

Neopito  L.  Robles,  M.D. 

Wilber  C.  Voss,  M.D. 

Vice  President  (1982-83) 

Earl  J.  Baker.  M.D. 

Derrill  B.  Manley,  M.D. 

Secretary  (1982-83) 

Richard  L.  Collins,  M.D 
Peter  H.  Nutley,  M.D. 

Treasurer (1982-83) 

Gary  L.  Henderson,  M.D. 

Thomas  M.  Foreman,  M.D. 

Speaker  of  the  House  (1982-83) 

Robert  A.  Price,  M D. 

Robert  B.  Leonard,  M.D 
Editor-In-Chief  (1982-83) 

Marshall  B.  Block,  M.D 
Thomas  F.  Hartley,  M.D. 

Delegate  to  AMA 
(1/1/83-12/31/84) 

William  C.  Scott,  M.D. 

Arnold  I.  Hollander,  M.D. 
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Alternate  Delegate  to  AMA 
(1/1/83-12/31/84) 

Joseph  S.  Whaley,  M.D. 

Nick  J.  Mansour,  Jr,  M.D. 

Central  District  Director 
(1982-85) 

John  K.  Kerr,  M.D. 

Walter  J.  Nieri,  M.D. 

Central  District  Director 
(1982-85) 

Wilfred  M.  Potter,  M.D. 

James  R.  Meador,  Jr.,  M.D. 

Northwestern  District  Director 
(1982-85) 

(Coconino,  Mohave,  Yavapai) 

Wayne  E.  Beck,  M.D. 

Charles  A.  Trahern,  M.D. 


FINANCE  COMMITTEE 

The  Finance  Committee  met  on  March 
6,  1982.  The  following  items  were 
discussed. 

Use  of  ArMA  Meeting  Rooms— This 
subject  was  discussed  at  some  length 
and  the  following  motion  was  made.  It 
was  moved  and  carried  to  recommend  to 
the  Board  of  Directors  that  it  adopt  a 
policy  of  charging  for  the  use  of  meeting 
rooms  in  the  Association's  building, 
such  charge  to  be  made  to  all  groups 
except  ArMA  committees  and  boards, 
the  ArMA  Auxiliary  and  county  medical 
societies;  the  charge  to  be  based  on  time 
and  space,  that  is,  a fixed  dollar  amount 
per  room  for  up  to  four  hours;  the 
specific  dollar  amount  to  be  determined 
by  the  Executive  Director.  A lead  time  of 
four  months  is  to  be  allowed  so  that 
those  groups  currently  holding 
reservations  will  have  an  opportunity  to 
make  other  plans,  should  they  so 
choose. 

Heating  and  Cooling  Proposal— The 
proposal  by  Honeywell  Incorporated 
and  J.  B.  Rodgers  Company  to  alter  the 
present  heating  and  air  conditioning 
system  was  presented.  The  estimated 
cost  would  be  approximately  $16,000, 
with  savings  running  to  $5,000  per  year 
with  a total  payback  in  a little  over  three 
years.  It  was  moved  and  carried  to 
proceed  with  the  proposal  to  alter  the 
present  heating  and  air  conditioning  in 
the  Association  building  as  outlined  and 
submitted  by  Honeywell  Incorporated 
and  the  J.B.  Rodgers  Company. 

Western  Physicians  Purchasing 
Association — It  was  moved  and  carried 
to  recommend  to  the  Board  of  Directors 
that  ArMA  no  longer  sponsor  the 
Western  Physicians  Purchasing 
Association. 

Guidelines  for  Executive  Committee 
Contingency  Fund — It  was  moved  and 
carried  to  refer  the  guidelines  for  use  of 
the  Executive  Committee  Contingency 
Fund  back  to  the  Executive  Committee 
for  more  specificity. 


It  was  moved  and  carried  to  appro'j 
the  1983  Association  budget  ij 
appended  to  these  minutes.  (A  copy  ai 
be  obtained  from  the  ArMA  off/cej  Who 
considering  the  scholarship  gra' 
program  lengthy  discussion  ensued  ar' 
it  was  moved  and  carried  to  recommer 
to  the  Benevolent  and  Loan  Fur 
Committee  that  it  consider  changing  tt« 
grant  program  to  a loan  program  so  th, 
these  monies  could  be  returned  to  tli 
Association  for  future  use. 


Future 

Medical  Meetings 


The  following  institutions  and  organizations  he* 
been  accredited  for  their  continuing  medi 
education  programs  by  the  Liaison  Committee 
Continuing  Medical  Education  ' 

I 

Arizona  Chapter.  American  Cancer  Society  , 
Arizona  Heart  Institute 

Arizona  Medical  Association  * 

Arizona  State  Hospital,  Phoenix  ' 

Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O,  Boswell  Memorial  Hospital 

Sun  City  I 

Camelback  Hospital.  Phoenix 

Desert  Samaritan  Hospital,  Mesa  ' 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St  Joseph's  Hospital  & Medical  Center.  Phoeri 

St  Luke's  Hospital  & Medical  Center,  Phoeniii 

St  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital  i 

Tucson  Hospitals  Medical  Education  Program] 

(THMEP)  Tucson  i 

University  of  Arizona  College  of  Medicine,  , 

Tucson  I 

Veterans  Administration  Medical  , 

Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott  ( 

The  accredited  institutions  and  organizations  abc 
produce  a variety  of  continuing  medical  educati 
programs.  Each  accredited  institution  a 
organization  is  responsible  fordesignating  which 
these  programs  meet  ArMA's  requirements 
Category  1 credit  Physicians  who  participate 
programs  which  are  designated  Category  1 
accredited  institutions  will  receive  Category  1 ere 
toward  the  ArMA  Certificate  in  CME  and  the  AM/ 
Physician's  Recognition  Award 
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Family  Assessment  I 

April  17.  Camelback  Inn,  Scottsda 
Sponsor:  Camelback  Hospitals.  Contact:  f 
Bernard  Makowsky,  Scottsdale  Camelbal 
Hospital,  7575  East  Earll  Drive,  Scottsda 
Arizona  85251.  Approved  for  hour  per  hcl 
Category  1 credit.  i 
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n American  Cataract  & Intraocular  Lens 
mposium 

ril  17-19.  Scottsdale  Hilton.  Sponsor: 
lerican  Society  of  Contemporary 
hthalmology  and  the  Sight  Foundation, 
ntact;  The  Sight  Foundation,  Inc.,  10503 
underbird  Blvd.,  Ste  9,  Sun  City,  AZ  85351 . 
proved  for  16  hours  of  Category  1 credit. 

lining  in  Structural  Family  Therapy 

ril  17-21,  1982,  Sponsor:  Philadelphia 
ild  Guidance  Clinic  and  Arizona  Family 
arning  & Communications  Center, 
ntact:  Arizona  Family  Learning  & 

mmunications  Center,  Metro  Medical 
za,  Ste  B403,  3201  W.  Peoria  Ave., 
oenix,  Arizona  85029,  Approved  for 
tegory  1 credit  on  an  hour  per  hour  basis. 

Annual  Update 
mary  Care 

ril  20-24.  Arizona  Health  Sciences  Center, 
:son.  Sponsor:  U of  A College  of  Medicine, 
ntact:  Office  of  Continuing  Medical 
jcation  and  Outreach,  U of  A Health 
ences  Center,  Tucson,  AZ  85724. 
Droved  for  hour  per  hour  Category  1 
dit. 

zona  Academy  of  Family 
^sicians,  4th  Annual  Lake 
ge-Powell  Educational  Expedition 

ril  21-25.  Page,  Arizona.  Sponsor  and 
ntact:  Arizona  Academy  of  Family 

/sicians,  8534  E.  Amelia,  Scottsdale,  AZ 
!51. 

zona  Society  of  Allergy  Symposium 

ril  23.  Camelback  Inn,  Scottsdale, 
Dnsors:  Scottsdale  Memorial  Hospital  and 
zona  Society  of  Allergy.  Contact:  Merle  S. 
lerr,  M.D.,  7331  E.  Osborn  Dr.,  #350, 
Dttsdale,  Arizona  or  Thomas  F,  Hartley, 
D.,  7514  E.  Monterey  Way,  Scottsdale, 
zona  85251.  Approved  for  hour  per  hour 
tegory  1 credit. 

Moratory  Diagnosis  in  Allergic  Diseases 

ril  23,  Scottsdale  Memorial  Hospital, 
/sicians  Conf  Rm.,  12:30  p.m.  Sponsors: 
ottsdale  Memorial  Hospital,  Arizona 
ciety  of  Allergy.  Approved  for  hour  per 
Lir  Category  1 credit. 

rasound  for  Clinicians 

il  24-25.  Doubletree  Inn,  Scottsdale, 
jnsor:  American  Institute  of  Utrasound  in 
dicine,  Phoenix,  Ultrasound  Society,  and 
erican  Academy  of  Family  Physicians. 
Droved  for  8 hours  of  Category  1 credit. 

ithwestern  Cardiovascular  Symposium 

'il  30-May  1.  Hyatt  Regency,  Phoenix. 
Dnsor:  St.  Luke’s  Hospital  and  Medical 
nter.  Contact:  Christine  Campbell, 
dical  Meeting  Planner,  St.  Luke's  Hospital 
Medical  Center,  Phoenix,  AZ  85006. 
Droved  for  hour  per  hour  Category  1 
'dit. 

MAY 

ntroversies  in  the  Management 
Meoplastic  Thyproid  Nodules 

y 4.  Desert  Samaritan  Hospital,  Mesa 
zona.  Sponsor  and  Contact:  Desert 
naritan  Hospital  & Health  Center,  CME 
ice,  1400  South  Dobson  Road,  Mesa, 
zona  85202.  Approved  for  hour  per  hour 
tegory  1 credit. 


Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

May  13-15,  1 982.  Arizona  Medical 

Association  Office,  Phoenix.  Sponsor:  ACLS, 
Az  Affilate  of  the  Amer.  Heart  Assoc.,  ArMA. 
Contact:  Beverly  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 

Clinical  Seminar  Series 
“Trauma” 

May  15,  1982.  Phoenix.  Sponsor:  Univeristy 
of  Arizona  College  of  Medicine.  Contact: 
Office  of  Continuing  Medical  Education  and 
Outreach,  U of  A Health  Sciences  Center, 
Tucson,  Arizona  85724.  Approved  for  hour 
per  hour  Category  1 credit. 

Diagnosis  and  Treatment  of 
Bronchospastic  Syndromes 

May  18.  Desert  Samaritan  Hospital,  Mesa 
Arizona.  Sponsor  and  Contact:  Desert 
Samaritan  Hospital  & Health  Center,  CME 
Office,  1400  S.  Dobson  Rd.,  Mesa,  Arizona. 
Approved  for  hour  per  hour  Category  1 
credit. 


JUNE 

Long  Term  Management  of 
Post-Myocardial  Infarction  Patients 

June  8.  Desert  Samaritan  Hospital.  Sponsor 
and  Contact:  Desert  Samaritan  Hospital  & 
Health  Center,  CME  Office,  1400  South 
Dobson  Road,  Mesa,  Arizona  85202. 
Approved  for  hour  per  hour  Category  1 
credit. 

Desert  Samaritan  Hospital— Hawaiian  CME 
Meeting 

June  19-26.  Kauai,  Hawaii.  Sponsor:  Desert 
Samaritan  Hospital.  Contact:  Office  of  CME, 
Betty  Wood,  Desert  Samaritan  Hospital  1400 
S.  Dobson  Road,  Mesa,  Arizona  85202. 
Approved  for  20  hours  of  Category  1 credit. 


ADVANCES  IN 
GASTROENTEROLOGY 
June  26,  1982 
Golden  Nugget  Hotel 
Atlantic  City,  N.  J. 

Fee:  $125  Residents  in  Training:  $75 
Course  Description 

The  purpose  of  this  course  is  to  provide 
the  primary  care  practitioner,  internists 
and  gastroenterologist  with  an  updated 
approach  to  the  diagnosis  and  treatment 
of  gastrointestinal  illnesses. 
Pathophysiology  will  be  emphasized. 
The  course  is  sponsored  by  the 
Gastrointestinal  Section  of  the  Hospital 
of  the  University  of  Pennsylvania  and 
the  Department  of  Medical  Education  of 
Underwood  Memorial  Hospital, 
Category  I credit  offered. 

For  More  Information  call: 
Registration  Supervisor,  Charles  B. 
Slack,  Inc,,  6900  Grove  Road,  Thorofare, 
N.J.  08086,  (609)  848-1000. 


HEALTH  EFFECTS  OF  LOW  LEVEL 
EXPOSURE  TO  RADIATION 
A Comprehensive  Symposium 
August  22-27,  1982 
Snow  Mountain  Ranch,  Colorado 

During  each  day  of  this  symposium,  in- 
depth  discussions  will  be  presented  on 
data  concerning  the  health  effects  of 
radiation,  critical  analyses  of  studies 
contributing  to  these  data,  standards  for 
protection  against  radiation,  nuclear 
power  and  its  alternatives,  problems  of 
waste  disposal,  cost/benefit  and 
risk/benefit  analyses,  etc.  Although  all 
topics  will  be  explained  in  depth,  no 
particular  background  in  the  subjects 
will  be  required  of  participants.  On  some 
evenings,  general  sessions  of  interest  to 
attendees  and  spouses  will  be  presented 
on  topics  such  as  x-ray  mammography, 
Three-Mile  Island,  truths  and  fallacies 
concerning  radiation  exposure,  etc. 
Ample  time  for  discussion  of  topics  will 
be  included  in  the  program. 

Snow  Mountain  Ranch  is  a 2500  acre 
mountain  resort  located  in  Arapahoe 
National  Forest  near  Rocky  Mountain 
National  Park.  The  resort  caters  to 
family  lodging  at  reasonable  prices,  and 
provides  extensive  recreational  facilities 
such  as  tennis,  swimming,  and  roller 
skating.  Organized  youth  programs  and 
craft  classes  will  be  available  each  day. 
Transportation  to  and  from  Denver  will 
be  coordinated  by  meeting  organizers. 

Registration  for  the  symposium  is 
limited,  and  reservations  will  be 
accepted  on  a first-come,  first-served 
basis.  Further  information  is  available 
from: 

Office  of  Post  Graduate 
Medical  Education 
University  of  Colorado 
Health  Sciences  Center 
4200  E.  Ninth  Avenue  (#C-295) 
Denver,  Colorado  80262 
(303)  394-5241 

(CME  credits  have  been  applied  for  from 
the  AMA  and  ABHP). 


MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month.  Doctors 
Hospital,  5:45  p.m.  J.  South  Classroom. 
Sponsor:  Shrine  Medics.  Contact:  Robert  C. 
Briggs,  M.D.,  5121  N.  Central  Ave.,  Phoenix, 
AZ  85012. 

Office  Psychiatry  for  the 
Primary  Provider 

2nd  Monday  of  month,  4811  N.  7th  Street, 
Phoenix,  AZ.  Sponsor:  Arizona  Health  Plan. 
Contact:  T.R.  Bittker,  M.D.,  Box  5000, 
Phoenix,  AZ  85010.  Approved  for  Category  1 
credit. 
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Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
Campbell.  M.D.,  5051  N.  34th  St.,  Phoenix,  AZ 
85018.  Approved  for  2 hours  Category  1 
credit 

Monthly  Meeting  of  Tucson  Radiologists 

Last  Tues.  of  month.  Plaza  International, 
Tucson,  AZ.  Sponsor:  U of  A Medical  Center, 
Dept,  of  Radiology.  Contact:  Irwin  M 

Freundlich,  M D.,  U of  A Health  Sciences 
Center,  Dept,  of  Radiology,  Tucson,  AZ 
85724  Approved  for  2 hours  Category  1 
credit. 

Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  am  in  Phoenix:  1st 
Tues.— Phoenix  Indian  Hospital,  2nd  Tues  — 
Maricopa  County  Hospital,  3rd  Tues.— Good 
Samaritan  Hospital,  4th  Tues —St.  Joseph's 
Hospital.  Sponsor:  Maricopa  County 

Hospital  (Phoenix  Hospital's  Affiliated 
Pediatric  Program).  Contact:  J.  Kipp 
Charlton.  M.D.,  2601  E.  Roosevelt,  Phoenix, 
AZ  85008.  Approved  for  1 hour  per  session 
Category  1 credit. 

Review  of  Forensic  Pathology 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a m.,  120  S.  6th  Ave., 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H H.  Karnitschnig, 
M D.,  120  S.  6th  Ave.,  Phoenix,  AZ.  Approved 
for  1 hour  per  session  Category  1 credit 

ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10,000, 
Phoenix,  AZ  85064  Contact:  Ravi  Koopot, 
M.D. 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m.,  second  floor 
classroom 

ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ.  85008 
Contact:  Arnold  L.  Kendall,  M D, 

A.S.H.  Psychiatric  Grand  Rounds 

2nd  Wed.,  1:00-2:00  p.m  , J-6  Conf,  Rm., 

Contact:  Dr.  Conger  & Staff 

Clinical-Pathological  Conference 

3rd  Wed  . 1:30-2:30  p.m.  General  Services 

Bldg.,  Conf  Rm. 

Medical  Grand  Rounds 

4th  Wed  , 1:00-2:00  p.m  , Medical  Bldg.  Conf. 

Rm. 


BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St.  Joseph's 
Hospital  and  Medical  Center,  350  W Thomas 
Rd.,  Phoenix,  AZ  85013,  Sponsor:  St  Joseph's 
Hospital  & Medical  Center.  Contact:  John  R 
Green,  M D.  Approved  for  1 hour  Category  1 
credit. 

Neurology  Teaching  Conference 

Tuesdays,  8:30-9:30  a m..  Eighth  Floor  Conf. 
Room. 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8: 15-9: 15  a m.,  on  first  and  third 
and  5th,  Eighth  Floor  Conference  Room 
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Neuro-ophthalmology  Conference 

Mondays,  7:30  a m.  in  8th  floor  neurology 
conference  room. 

Spinal  Injury  Conference 
Wednesdays,  8:15-9:15  a m.,  on  second  and 
fourth  weeks,  in  Neuropathology  Conf 
Rm.— a multidisciplinary  review  of  admission 
by  neurosurgeons,  orthopedists,  and 
rehabilitation  specialists. 
Neuro-opthalmology  Conference. 

Weekly,  7:30  a m.,  8th  floor  conference  Rm. 

Neuropathology  of  Gross 

Specimens  Conference 

Thursday,  7:30-8:30  a m.  in  the  Morgue. 

Neurology-Neurosurgical 

Fridays,  8-9  a m..  First  Floor  Conference  Rm. 

Neuropathology  or 

Neuroradiology  Conferences 

Friday,  9 am..  Neuropathology  in 

Neuropathology  Conference  Rm., 

Neuroradiology  in  First  Floor  Conference 

Rm. 

Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  Rm 
Neurosurgical  Journal  Club 

Saturdays,  9-11  am  in  Eighth  Floor 
Conference  Rm. 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard.  Sun  City,  AZ 
85372.  Contact:  Martha  R Newby.  ED  D., 
Director  of  Education. 

Medical  Department  Continuing  Medical 
Education 

4th  Wednesday,  12  Noon,  Cl  19.  May,  July, 
Sept  & Nov. 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon,  Educ. 
Center  Classroom  I & II,  May,  July,  Sept,  & 
Nov, 

Surgical  Department  CME 

4th  Friday,  7 a m,,  Educ.  Center  Classrooms  I 
& II.  Contact:  Brian  Updegraff,  M.D 

CAMELBACK  HOSPITAL 

5055  N,  34th  St.,  Phoenix,  AZ 85018.  Sponsor: 
Camelback  Hospital.  Contact:  T,  F Reid,  Jr., 
M D, 

Clinical  Conference 

3rd  Tuesday,  8-9  a m 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L A.  Rosati,  M.D.  Approved  for 
category  1 credit. 

CME  Programs 

Weekly  Tuesday,  7 p.m.,  Cafeteria-West  End 
Clinical  Conference  — Dept,  of  Medicine 

Weekly  Thurs.,  12:30-1 :30  p.m.  Buffet  Lunch, 
Grande  Rm. 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1 :30  p.m  Grande  Rm, 
Pediatric  Case  Conference 

2nd,  Friday,  12:30  p.m.,  Grande  2 

DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information. 

Physicians  Continuing  Education  Program 

1st  Thursday,  12:30  p.m..  Classrooms. 


EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N.  Wilmont  Road,  Tucson,  AZ  857. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved  r 
Category  1 credit. 

Family  Practice  Department  Meeting 

1st  Monday,  12  Noon,  (March,  June,  S( . 
and  December)  Contact:  R.  Grossman,  k/i 

Surgical  Department  Meeting 

3rd  Monday,  11:45  p.m 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N.  Beaver  Street,  P.O.  Box  12, 

Flagstaff  AZ  86002.  Contact:  B.  ^ 

Hirschberg,  M D , CME  Program  Clini  I 

Conference.  Approved  for  category  1 ere  . 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm. 

Clinical  Conferences 

Weekly  Tuesdays,  12:30  p.m.,  Tollefson  F 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m.,  Hospital  Conf.  F 

Mortality  & Morbidity  Conference 

1st  Thursday,  12:30  p.m..  Hospital  Conf.  F 

GOOD  SAMARITAN 
HOSPITAL 

1033  East  McDowell  Rd.,  Phoenix, 

Contact:  W.  J.  Howard,  M.D.  Approved 

category  1 credit 

Anatomical  Path.  & Cytology 

Weekly,  Mondays  4:00-5:00  p.m.,  S-4  Cc 

Rm. 

Gynecological  Section  Conference 

2nd  Monday,  12:30-1:30  p.m..  West  Rm 
Monday  Noon  Conference 
Weekly,  12:00-1:00  p.m.  R-2  Conf.  Rm. 
Mortality/Morbidity,  Surgery  Comm. 

2nd  Monday,  11:30-2:00  p.m..  West  Rm. 

Obstetrical  Section  Conference 

1st  Monday,  12:30-1:30  p.m..  West  Rm. 

Pulmonary  Disease  Grand  Rounds 

Weekly,  12:00-1:00  p.m  , D-5  North 

Family  Practice  Conference 

Weekly,  Tuesday,  12:00-1:00  p.m.,  Fa' 

Practice  Conf.  Rm 

Pediatric  Grand  Rounds 

3rd.  Tuesday,  7:30-8:30  a m..  Contact  P? 

Bergeson,  M.D 

Phoenix  Plastic  Surgery 

Residency  Conference 

Weekly,  5 p.m. -6  p.m..  Education  Buildir 

Contact:  Robert  McGregor,  M.D. 

PM  & R Noon  Inservice 

2nd  & 4th  Tuesday,  12  Noon,  R-2  Conferee 

Rm, 

Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m..  West  R 
Contact:  John  A.  Bruner,  M.D. 

Combined  Cardiovascular  & Family  Practi 
Conf. 

1st,  2nd,  & 4th  Wed.,  12:00-1:00  p.m.,  D 
North. 

Learning  Disabilities 

Weekly,  10:30-12:30  p.m.,  R-2  Conf.  Rm. 

OBGYN  Dept.  Review  & Statistics 

Weekly,  12:30-3:00  p.m.,  OBGYN  Conf,  Ri 
Gynecological  Pathology 
Weekly,  Thursday,  1:00-2:00  p.m.,  S-4  Coi 
Rm. 

Gl  Radiology  Conference 

1st  Thursday,  12:00-1:00  p.m.,  F15 
Radiology  Conf.  Rm. 


oenix  Ultrasound  Soc.  Meeting. 

jdical  Education  Building,  Contact:  Dr. 
n Ora 

urology  Grand  Rounds 

iekly,  Thursday,  9:00-10:00  a.m.,  D-5 
rth. 

fgical  Grand  Rounds 

jekly,  7:00-8:30  a.m.,  Education  Building, 
ntact:  Dr.  Gilsdorf 

■nor  Treatment  Planning  Conf. 

J & 4th  Thursdays,  12:00-1:00  p.m.,  F151 
diology 

nt  Tumor  Gyn  Conference 

i Friday,  12:30-1:30  p.m..  West  Rm. 

dical  Grand  Rounds^ 

ekiy,  Friday,  8:00-9:00  a m..  West  Rm. 

uropathy  Conference 

?t  Friday,  1:15-2:15  p.m.,  S-4  Morgue. 

^chiatry  Grand  Rounds 

ekIy  Friday,  11:30-1:00  p.m..  East  Rm. 

KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

pO  E.  Ajo  Way,  T ucson,  AZ.  85713.  Contact: 
c C.  Ramsay,  M.D.,  Approved  for  Category 
redit. 

dical  Conference 

ekiy,  12:30  p.m..  Contact:  Chief  Medical 
sident. 

rgical  Connference 

ekiy,  Mondays,  Contact:  R.  Fischer,  M.D. 

dical  Conference 

ekiy,  Monday,  12:30  p.m. 


SOUmWESTERN 

CARDIOI^SCUMR 

SYMPOSIUM 

sponsored  by  Departments  of  Cardiovasoular  Surgery  and 
Cardiology,  St.  Luke's  Medioal  Center,  Phoenix,  Arizona 

April  30  - May  1, 1982 

The  Flyatt  Regency  Flotel,  Phoenix 

Guest  Faculty; 

E.  STANLEY  CRAWFORD,  M.D.,  Professor  of  Surgery,  Baylor  College  of  Medicine, 
Flousfon,  Texas,  JAMES  S,  FORRESTER,  M.D.,  Professor  of  Medicine,  UCLA  School  of 
Medicine,  Los  Angeles,  California.  DONALD  C.  FiARRISON,  M,D„  President,  Ameri- 
can Fleart  Association;  Chief,  Cardiology  Division,  Stanford  University  School  of 
Medicine,  Palo  Alto,  California,  VOLKER  SCFILOSSER,  M.D.,  Professor  and  Chair- 
man, Department  of  Cardiovascular  Surgery,  University  of  Freiburg,  Freiburg,  West 
Germany,  MARKO  TURINA,  M.D.,  Professor  and  Chairman,  Department  of  Cardio- 
vascular Surgery,  University  of  Zurich,  Zurich,  Switzerland,  JURO  WADA,  M,D„  Pro- 
fessor and  Chairman,  Department  of  Cardiovascular  Surgery,  Tokyo  Women's 
Medical  College,  Tokyo,  Japan,  ERNST  WOLNER,  M,D„  Professor  and  Chairman, 
Second  Surgical  Unit,  University  of  Vienna,  Vienna,  Austria. 

Symposium  Co-Chairmen: 

George  Bandy,  M.D.,  Cardiology 

Cecil  C.  Vaughn,  M.D.,  Cardiovascular  Surgery 

For  additional  information,  contact: 

Christine  Campbell,  Medical  Meeting  Planner 

St.  Luke's  Medical  Center 

525  N.  18th  Street,  Phoenix,  Arizona  85006 

(602)251-8402 


OB/GYN  Pathology  Conference 

Weekly,  Thursday,  (except  2nd)  1:30  p.m.. 
Contact:  J Wurzel,  M.D. 

Psychiatry  Journal  Club 

Weekly,  Thursday,  12  Noon,  Contact:  Jose 
Santiago,  M.D. 

Medical  Conference 

Weekly,  Friday.  12:30  p.m..  Contact:  Chief 
Medical  Resident 

MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave.,  Phoenix,  AZ  85008 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.. 

Conference  Rms. 

Tumor  Board 

1st  & 3rd  Mondays,  12-1  p.m.,  Medical 
Conference  Rms. 

MARICOPA  COUNTY 
GENERAL  HOSPITAL 

2601  E.  Roosevelt,  Phoenix,  AZ  85008. 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p m..  Contact:  S.  Schaffner,  M.D. 
Chest  Surgery  Conference 
Weekly,  Mondays,  1:30  p.m.,  Santa  Cruz  Rm. 
Hematology  Conference 

2nd  Tuesday,  1:00  p.m..  Contact:  Walt 
Koppenbrink,  M.D. 


OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday,  12  Noon,  Santa  Cruz  Room 

Obstetrical  Problem  Conference 

Weekly  Tuesday,  7:30  a.m.,  Yavapai  Rm. 

Orthopedic  Conference 

Weekly  Tuesday,  7:30  a m.,  Santa  Cruz  Rm. 

Pediatric  Grand  Rounds 

2nd  T uesday,  7:30-8:30  a m..  Contact:  Robert 

Ganelin,  M.D. 

Urology  Discharge  Planning  Conference 

Weekly,  11:30  a.m..  Station  42 

Hand  Surgery  Conference 

Weekly  Wed,  a.m.,  Santa  Cruz  Rm. 
Neurosurgery  Discharge  Planning 
Weekly  Wed.,  1:30  p.m..  Station  42. 
OB/Neonatology  Seminar 
Weekly,  Wed.  7:30  a m.,  Yavapai  Rm. 

Clinical  Psychiatric  Conference 

Weekly,  Wed.,  11-12  p.m..  Mental  Health 

Annex,  Rm.  1346. 

Surgery  Conference 
Weekly  Wed.,  7-8  a.m..  Surgical  Dept. 
Current  Concepts  in  Medicine  & Surgery 
1st  Thursday,  1 p.m..  Dr.  Hospital  Class  Rm., 
Contact:  Dr.  Tamsky. 

Cardiology  Conference 
Weekly  Thurs.,  2 p.m.,  Santa  Cruz  Rm. 
OB/GYN  Resident  Conference 
Weekly  Thurs.,  12  p.m.,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  Rm. 

OB/GYN  Surgical  Pathology  Conf. 

Weekly  Friday,  7:30  a.m.,  Yavapai  Rm. 
Orthopedic  X-Ray  Conference 
Weekly  Friday,  7:30  a.m.,  Santa  Cruz  Rm. 
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MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa.  Arizona  85201 
Contact:  Daniel  J.  Kuntz,  M D 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm. 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N,  20th  Ave.,  Phoenix,  AZ  85015 
Contact:  Burr  Ross.  M D.,  Approved  for 
Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium. 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday,  12  noon,  5th  floor  auditorium 

PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St..  Phoenix,  AZ  85016. 
Contact:  Leland  L.  Fairbanks,  M D , 

Approved  for  category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  a m.,  Contact:  D 

Randall,  M.D 

Clinical  Staff  Teaching  Conference,  Rm.  A. 

Wed.  Weekly,  7:30-8:30  a m. 

Otolaryngology  Grand  Rounds 

4th  Wednesday.  4-5  p.m..  Conference  Rm.  A, 
Contact:  N Wendell  Tood,  M.D 

Family  Practice/Emergency  Room  Teaching 
Conference 

Thursday  Weekly,  7:30-8:30  a m.,  Conf  Rm, 
A,  Contact:  Drs.  L Fairbanks  & E Y Hooper 

PHOENIX  MEMORIAL 
HOSPITAL 

1201  S.  7th  Ave.,  Phoenix.  AZ  85036.  Contact: 
George  Scharf,  M.D,  Approved  for  Category 
1 credit 

Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf.  Rm 

Clinical  Conferences 

Weekly  Tuesday,  12:30  p.m.,  Kiva 

Conference  Rm 

Tumor  Board  Conference 

Weekly  Friday,  12  p.m  , Kiva  Conf  Rm 

Contact:  H Kimball,  M D 

SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street,  Scottsdale,  AZ  85251 
Contact:  W.  S.  Williams,  M D . Approved  for 
Category  1 credit 
Family  Practice  Conference 
1st  Monday,  12:30  p.m,.  Doctors'  Lounge 
Emergency  Medical  Services  Conference 
2nd  Monday,  12:30  pm.  Doctors'  Lounge 
Neurology/Neurosurgery  Conference 
3rd  Monday,  12:30  p.m..  Doctors’  Lounge 
CPC  Conference 

4th  Monday,  12:30  pm.  Doctors'  Lounge 

Pediatrics  Conference 

5th  Monday,  12:30  p.m  , Doctors’  Lounge 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m,.  Doctors'  Lounge 

Cardiology  Conference 

2nd  Tuesday,  12:30  pm.  Doctors'  Lounge 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m,.  Doctors'  Lounge 
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Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors'  Lounge 

Medical  Subspecialties 

5th  Tuesday,  12:30  p.m  , Doctors’  Lounge 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m..  Doctors'  Lounge 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors’  Lounge 
Gl/Med/Surg/Radiology  Conference 

2nd  Friday,  12:30  p.m..  Doctors'  Lounge 

ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix.  AZ  85013. 

Contact:  Joseph  C.  White,  M D 

OB/GYN  Section  Conference 

3rd  & 4th  Mondays.  12:30-1 :30  p.m.,  1st  Floor 

Conf  Rm. 

Genetics  Conference 

Weekly  Monday,  12:30  p.m  , Pediatric 
Department. 

Pediatric  Rounds 

Weekly  Monday,  Wed.  & Friday,  10:30  a m., 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a m..  Contact:  J Kipp 
Charlton.  M D. 

ECG  Conference 

Weekly  Tuesday,  12:30  p.m..  Pediatric 
Department. 

Medical  Grand  Rounds 

Weekly  Wednesday,  8 a m.,  1st  Floor  Conf, 

Room. 

Visiting  Professor  Formal  Presentation 

Weekly  Thursday,  8 a m,,  PIMC 

Visiting  Professor  Informal  Presentation 

Weekly  Thursday,  9:30  am,  1st  floor  Conf, 
Rm 

Visiting  Professor  Formal  Presentation 

Weekly  Thursday,  12:30  p.m.,  PIMC 

Nephrology  Conference 

Weekly  Fridays,  12:30  pm..  Pediatric 
Department 

ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road.  Tucson,  AZ.  Contact: 
Eric  G Ramsay,  M.D  Approved  for  Category 
1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday.  12  p.m..  Contact:  Wm. 

Moteforte. 

Ophthalmology  Morbidity/Mortality  Conf. 

4th  Tuesday,  12:15  p.m..  Contact  Kim 
Sowards. 

Current  Concepts  in  Medicine 

Weekly.  Tuesday,  12  p.m..  Auditorium. 
Hematology-Oncology  Conference 

Last  Wednesday.  12:15-1  15  p m..  Contact:  S 
Salmon,  M.D. 

ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ.  Contact: 
Gerald  L Hansbro.  M.D 

Cardiac  Conference 

Weekly  Monday.  12:15  p.m,.  Auditorium 

Chest  Conference 

4th  Monday,  12:15  p.m.,  Phillips  Auditorium 

Surgery  Conference 

1st  Tuesday,  12:15  p.m..  Auditorium 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.m..  Auditorium 


Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday,  12:15  p.m..  Auditorium 

Pulmonary  Case  Conferences 

1st  Thursday,  7:30  a m.,  Phillips  Auditor 

Psychiatry  Conference 

3rd  Thursday,  7 a.m..  Auditorium 

Combined  Medical  General 
Practice  Conference 

1st  Friday,  12:15  p.m..  Auditorium 

Toxicology  Grand  Rounds 

2nd  Friday,  7:30  a.m..  Auditorium 

Ophthalmology  Conference 

1st  Saturday,  8:30  a.m..  Auditorium 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St.  Mary's  Road,  Tucson,  AZ  85 
Contact:  see  below 

Monthly  Specialty  Conference  — 

Dept,  of  Surgery 

1st  Monday,  7:30  am..  Century  Rm 
Contact:  Med.  Staff  Office. 

Grand  Rounds;  Medical  Surgical,  Fai 
Practice,  Pathology,  Radiology 

Weekly  Thursday 

Emergency  Medicine  Lectures 

Weekly  Thursday,  8 a m..  Century  Room 

Mental  Health  Update 

1st  Friday,  11:30-1:00  p.m..  Century  Rm, 

Cardiology  Conference 

Weekly  Friday,  8:00-9:00  a m..  Century  F 

Contact:  Anthony  Forte,  M D 


TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716. 
Contact:  Eric  G,  Ramsay,  M.D  Approvec 
Category  1 credit. 

Cardiology  Conference 

Weekly  Monday,  except  last,  12  Nc 

Contact:  M.  Maximov,  M.D. 

Dermatology  Conference 

4th  Monday,  5:00  p.m..  Contact:  R Mi 

M.D. 

Endocrinology  Conference 

Last  Monday,  12  p.m..  Contact  M.  Par 
M.D. 

Perinatal  Conference 

2nd  Monday,  7:30  p.m..  Contact:  J.  Lohrr 
M.D, 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon:  Contact:  C.  Pi 
Crowe.  Jr.,  M.D 

Chest  Conference 

1st  Tuesday,  12  noon.  Contact:  Will 
Nevin,  M D 

Hematology  Conference 

4th  Tuesday,  12  Noon.  Contact:  M Bo; 
M.D 

Infectious  Disease  Conference 

3rd  Tuesday,  12  noon.  Contact:  B Friedm 
M.D, 

Nephrology  Conference 

2nd  Tuesday,  12  noon.  Contact:  Dr.  Selti 

Orthopedic  Conference 

1st  Tuesday,  7:30  p.m  , Contact:  Jay  K; 

M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  p.m..  Contact: 
Lightner 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert  Foe 
M.D. 


APRIL  1982  • XXXIX  • 4 


ARTHRITIS:  Today’s  Progress,  Tomorrow’s  Changes 

a distinguished  faculty  will  present  two  days  of  concurrent  lectures,  workshops,  panels  and  small  discussion  groups 

June  18-19, 1982  • The  Arizona  Biltmore  Resort,  Phoenix 

Visiting  Faculty.  John  Calabro,  M.D.,  Professor  of  Medicine,  University  of  Massachusetts, 
and  Chief  of  Rheumatology,  St.  Vincent's  Hospital,  Worcester,  Massachusetts/  William  O’Brien, 
M.D.,  Professor  of  Medicine,  Chief  of  Rheumatology,  University  of  Virginia,  Charlottesville, 
Virginia/  Harold  Paulus,  M.D.,  Professor  of  Medicine,  UCLA,  Los  Angeles,  California/  Mary  Betty 
Stevens,  M.D.,  Professor  of  Medicine,  Chief  of  Rheumatology,  Johns  Hopkins  University,  Baltimore, 
Maryland/  John  Ward,  M.D.,  Professor  of  Medicine,  Chief  of  Rheumatology,  University  of  Utah, 
Salt  Lake  City,  Utah/  Robert  Willkins,  M.D.,  Professor  of  Medicine,  University  of  Washington, 

Seattle,  Washington 

plus  faculty  members  from  St.  Luke’s  Medical  Center 

sponsored  by  St.  Luke  s Hospital  Arthritis  Program 
St.  Luke’s  Medical  Center,  Phoenix 

Sanford  H.  Roth,  M.D.,  Program  Medical  Director  and  Seminar  Chairman 

Approved  for  12  hours  of  CM£  credit,  category  1 

For  additional  information,  contact 
Christine  Campbell,  Medical  Meeting  Planner 
St.  Luke’s  Medical  Center,  525  N.  18th  Street 
Phoenix,  Arizona  85006  (602)  251-8402 


inical  Pathology  Conference 

St  Wednesday,  8:00  a.m.,  Contact:  Dr. 
chs. 

mily  Practice  Meeting 

d Wednesday,  12:30  p.m.,  Jan.,  April,  July, 
Oct.  Contact:  C.  Mangelsdorf,  M.D. 

;dical  Conference 

aekly  Wednesday,  8:00  a.m..  Contact:  M. 
chs,  M.D. 

‘urology-Neurosurgery  Conference 

sekly  Wednesday,  12  noon.  Contact:  H.  W. 
ischsbaum,  M.D. 
jrmatoiogy  Conference 
t Thursday,  1 2 noon.  Contact:  R.  Friedman, 
D. 

iuroradiology  Conference 

eekly  Thursday,  5:00  p.m.,  Contact:  N. 
)mar,  M.D. 

imor  Conference 

eekly  Thursday,  12  noon.  Contact:  Cancer 
)mmlttee. 

ilmonary/Infectious  Disease 
ise  Conference 

d Thursday,  7:30  a.m.,  Contact:  William 
ivin,  M.D. 

—I  Conference 

eekly  Friday,  12  noon,  Contact:  George 
irrihard,  M.D. 

terhospital  Nuclear  Medicine  Conference 

eekly  Friday,  7:15  a m.,  Contact:  S.V.  Hilts, 
D. 

3/GYN  Conference 

t Friday,  7:30  a.m..  Contact:  Charles  Parker, 
D. 

B/GYN  Pathology  Conference 

d Friday,  7:30  a.m..  Contact:  R.  Spark,  M.D. 


PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road,  Phoenix, 
AZ  85012.  Contact:  Alfred  Heiihrunn,  M.D 
Approved  for  Category  1 credit. 

Gl  X-Ray  Clinical  Correlation  Conf. 

1st  & 3rd  Monday,  1 p.m.,  Rm.  C435,  Contact: 
Drs.  Sanowski,  & Nielsen. 

Medical/Surgical  Gl  Conference 

1st  & 3rd.  Mondays,  3 p.m.,  Rm.  3134, 

Contact:  Dr.  Kozarek,  Ext  413.  Dr.  Mertz,  Ext 

493. 

Gl  Pathology  Conf. 

2nd.  & 4th  Monday,  1 p.m..  Path  Conf.  Rm, 
Contact:  Dr.  Sanowski.. 

Orthopedic  Surgery  Conference 

2nd.  Monday,  7:30  a.m.,  Rm  3134,  Contact: 
Dr.  Russo. 

Surgery  - Pathology  Conference 

4th  Monday,  4:00  p.m.,  Rm  2128,  Contact:  Dr. 
Mertz  & Dr.  Lanard. 

Vascular  Conference 

2nd  Monday,  3 p.m.,  Rm.  3134,  Contact:  Dr. 
Clintora 

Gl  Grand  Rounds 

Weekly  Tuesday,  1 p.m..  Contact:  Drs. 

Sanowski,  Kozarek,  after  Gl  Grand  Rounds 
Rm  T-5. 

Housestaff  Pulmonary  Disease  Teaching 
Conf. 

Weekly  Wed.,  3-4  p.m.,Rm.4115,  Contact:  Dr. 
Rohwedder,  Ext.  388. 


Cardiology  Conference 

2nd  Thursday,  1 p.m..  Room  T-5,  Contact:  Dr. 
Hahihzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  Contact:  Dr.  Rohwedder 
or  Dr.  Gill. 

Gl  Consultant  Rounds 

1st  Thursday,  1:30  p.m.,  Rm.  T-5. 

Medical  Service  Grand  Rounds 

Weekly  Friday,  1 1 a.m.,  Rm.  T-5,  Contact:  Dr. 
Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  a.m..  Room  T-5,  Contact  Dr. 
Zeller 

PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
helow.  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a.m.-2-30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m. 

TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 

Medical  Surgical  Chest  Conference 

Weekly  Tuesdav.  2 p.m..  Contact:  Dr.  Young 
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Medical  Grand  Rounds 

Weekly  Wed.,  12-1  ;00  p.m.,  VA  Hospital  Staff 
Conf.  Rm  & (AHSC),  Contact:  Jay  Smith, 
M.D 

Surgical  Grand  Rounds 

Weekly  Wed.,  4:00  p.m..  Contact:  Dr.  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p.m  . Rm 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  am..  Bldg.  107, 
Contact:  J.  Fitzharris,  D O. 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly  Friday,  12  p.m..  Contact:  Dr.  Sibley. 

YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield.  M.D  Approved  for  category  1 
credit 

Radiology  Conference 

1st  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday.  7:00  a m 

Operation  Outreach 

2nd  Wednesday,  7:00  a m. 


U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine,  Tucson, 
AZ  85724.  Robert  M.  Anderson,  M.D.,  Dir.  of 
CME  Contact:  See  below.  Approved  for 
category  1 credit. 

Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc. 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly  Thursday,  4-5  p.m..  Room  5403. 
Anesthesiology  Case  Discussion 
Weekly  Wed.,  7:00  a m , AHSC,  Dining  Rm. 
C&D 

Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m  , AHSC  Dining  Room, 
C&D,  Contacts:  Drs.  Otto  & Zehngut. 
Cancer  Center  Tumor  Board  Seminar 
3rd  Tuesday.  Monthly.  12-1  p.m.,  HSC 

Auditorium,  Contact:  Cancer  Center. 
Cardiac  Catheterization  Conference 
Weekly  Friday,  4:00  p.m..  Contact:  Dr. 
Temkin. 

Cardiology  Research  Conference 

Weekly  Tuesday,  7:30  am..  Contact:  Dr. 
Roeske 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC.  Contact:  Dr. 
Byrne-Quinn. 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday.  Noon-1  p.m.  Contact:  John 
Boyer,  M.D,,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5505. 
Contact:  Jerry  Goldstone,  M.D.,  Dept,  of 
Surgery. 

Dermatology  Conference 

4th  Monday,  5:15  p.m.,  AHSC,  Contact:  Dr.  R. 
Friedman. 

276 


Dermatology  Rounds 

Weekly  Wed  , 1 1 30  a m..  Contact:  Dr  Lynch 
Endocrinology  Seminar 
Weekly  Thursday,  12-1  p.m..  Contact:  Dr 
Johnson. 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 am.,  AHSC,  Contact:  Dr. 
Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC.  Contact:  S 
Paplanus. 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  a m.,  AHSC, 
Contact:  Dr  T,  Hunter. 

Head  & Neck  Tumor 

Management  Conference 

Weekly  Wed.,  4:00  p.m..  Contact:  Dr. 

Manning. 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  6505. 
Contact:  S.  Salmon.  M.D  , Dept,  of  Internal 
Medicine. 

Medical  Grand  Rounds 

Weekly  Wed.,  12-1  p.m.,  AHSC,  Contact:  Dr. 
J.  Smith. 

Morbidity/Mortality  in  E.M. 

2nd  Tuesday,  9 a m.,  AHSC,  Contacts:  Drs 
Hughes  & Alcorn. 

Neuromuscular  Disease  Conference 

Weekly  Friday,  1 1 :30  a m..  Contact:  Dr.  Stern. 
Neuropathology  Case  Review 

Weekly  Friday,  8:30  a m,,  UAHSC,  Dr.  P. 
Johnson. 

Neuroradiology  Conference 

Weekly  Thurs.,  5:00  p.m..  Contact:  Dr.  P C. 
Christenson. 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m..  Contact:  Dr. 
Stern. 

Neurosciences  Seminar 

Weekly  Tuesday  & Friday,  7:30  a m.,  AHSC, 
Contact:  Dr.  C.  Bamford. 

Nuclear  Medicine 

Weekly  Thursday,  7:30  am.,  AHSC 
Radiology  Conference  Rm. 

OB/GYN  Lectures 

Weekly  Friday.  1 p.m.,  AHSC,  Contat:  Dr. 
CD. Christian 

Ophthalmology  Grand  Rounds 

3rd  Friday.  7:30  a.m.,  AHSC,  Contact:  Dr.  J. 
Herschler. 

Ophthalmology  Retina 
Fluoro.  Conference 

Weekly  Thursday,  5 p.m.,  AHSC.  Contact:  Dr. 
H.  Cross. 

Orthopedic  Rounds 

Saturday,  8:00  a m..  Contact:  Dr.  Peltier. 

Pain  Conference 

3rd  Monday,  4-5  p.m.,  AHSC  Dining  Rm. 

C&D,  Contact:  Drs.  Hameroff  & Cork. 

Pathology  Conference 

Weekly  Monday,  12  noon.  AHSC,  Contact: 

Dr.  C.D.  Christian 

Pathology  Seminar 

Weekly  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
5120.  Contact:  Dr.  P.  Finley. 

Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m,,  AHSC,  Contact:  Dr.  A. 

R.  Graham. 

Pediatric  Grand  Rounds 

2nd,  4th  & 5th  Tuesdays,  12  p.m.,  AHSC, 
Contact:  Dr.  H.  Thompson. 

Pediatric  Problem  Patient  Conference 
Weekly  Wed.,  8:00  a m..  Contact  Dr.  Walson. 
Pediatric  Research  Forum 
Weekly  Tuesday,  7:30  am..  Contact:  Dr. 
James  Jones 


Pediatric  Specialty  Conference 

Weekly  Friday,  8:00  a m..  Contact:  Dr  Pt 
Walson. 

Psychiatric  Grand  Rounds 

Weekly  Wednesday,  5:30  p.m.,  AHSC.  I 
8403,  5th  Floor  Auditorium. 

Psychiatric  Monthly  Case  Conference 
2nd  Friday,  7:30  a m..  Contact:  Dr  /> 
Levenson,  Palo  Verde  Hospital. 
Pulmonary  Rounds 

Weekly  Friday,  11:30  am..  Contact: 
Benjamin  Burrows. 

Chest  Radiology 

Weekly  Monday,  5-6  p.m.,  Rm.  15C 
UAHSC.  Contact:  Irwin  M.  Freundlich,  M 
Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 
Weekly  Wednesday,  7:30  a m.,  AH 
Contact:  Dr.  Christenson 
Radiation  Oncology  Planning  Conferenc 
Weekly  Friday,  8:30-10:00  a m..  AHSC,  I 
0655 

Radiology  Interesting  Case  Conference 

Weekly  Thursday,  12:00  noon.  AH 
Contact:  Dr.  Freundlich. 
Radiology-Rheumatology  Conference 
Weekly  Thursday,  7:45  a m.,  UAHSC,  Libi 
Rm.1535C. 

Renal  Pathology  Conference 

1st,  3rd.  & 5th  Thurs..  11:30  a.m..  Contact: 
Nagle. 

Residents  Noon  Conference 

Weekly  Tuesday  & Thursday.  12:00  nc 
AHSC,  Contact:  Dr.  A.  Greensher. 
Resident's  Conference 
Wednesday,  weekly  5-6  p.m.,  Di 
Radiology  Conf,  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  am.,  Rm.  5403,  AH: 

Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Confereni 
Weekly  Wed.,  8:00  am..  Contact: 
Wangensteen. 

Joint  Thyroid  Conference 
1st  & 3rd  Tuesdays.,  1-2:00  p.m.,  AHSC.  f 
6505,  Contact:  S.  C.  Werner,  M.D. 
Trauma  Conference 

Thursday, 4:00-5:00  p.m..  AHSC,  Rm.  550 

Toxicology  Conference 

Weekly  T uesday,  8:00  a.m.,  Contact:  Dr.  Kf 

Likes. 

Tucson  Ultrasonography  Group 

Weekly  Wed.,  4:30  p.m  , AHSC,  Contact:  D 
Freundlich. 

General  Urology  Conference 

Weekly  Tue.  & Thurs.,  12:00  noon,  AHSC 
VA  Hospital  Contact:  Dr.  G.W.  Drach. 
Vascular  Surgery  Conference 
Weekly  Tuesday.  4-6  p.m.,  AHSC,  Conti 
Dr.  J.  Goldstone. 
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There’s  nK»ie  to 

ZYLQPRIM  , 

than  (aUopurind). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W,  ” “No  Sub,  "or  “Medically Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Motrin’ 

ibuprofen,Upiohn 

600 mg  Tablets 


More 


Upjohn 


© 1981  The  Upjohn  Comporv 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


XA 


/lEDICAL 

SCHOLARSHIPS 

HE  NAVY  IS  OFFERING  4 YEAR 
EDICAL  SCHOLARSHIPS  TO  ENTERING 
S WELL  AS  ENROLLEO  MEDICAL  STUDENTS 


lY  AMA  APPROVED  MEDICAL  OR  OSTEOPATHIC  SCHOOL  IN  THE  U.S.  OR  PUERTO  RICO 
L TUITION  AND  AUTHORIZED  FEES 
IMBURSEMENT  FOR  BOOKS  AND  SUPPLIES 
50  PER  MONTH 

Y AND  BENEFITS  OF  AN  ENSIGN  (0-1)  WHILE  ON  45  DAYS  ACTIVE  DUTY  EACH  YEAR. 


NO  OBLIGATION  OURING  APPLICATION  OR  SELECTION  PROCESS. 


CALL 

MEDICAL  PROGRAMS  OFFICER 
AT 

(714)  293-6444  (COLLECT) 
FOR  FURTHER  INFORMATION 
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you  WORKED  HARD 


it  will  last  a lifetime 

PLAQUE  SHOP 


Wood  plaques — Ready  to  hong 
No  gloss  to  breok  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


HEALTH  CAREERS  INSTITUTE 

is  approved  by  the  Medical  Radiologic 
Technology  Board  of  Examiners  to 

TRAIN  PRACTICAL  X-RAY  TECHNICIANS 
for  the  required  Arizona  State  License 

Day  and  Evening  Classes 

Licensed  by  the  Arizona  State  Board  of 
Private  Technical  and  Business  Schools 


For  More  Information  Call 
HEALTH  CAREERS  INSTITUTE 
4015  B.  North  16th  Street 
Phoenix,  Arizona  85016 
241-9217 

We  also  offer  classes  in  Laboratory  Assisting  and 
Medical  laboratory  Technician  _ _a 


A 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
bound  books.  Choose  from  30  different 
colors  of  durable  Library  Buckram 

$14.00  per  volume,  (name  imprint  $1.00) 
$15.50  Imitation  Leather,  (rules  .50  each) 

Inquire  about  quantity  discounts. 

Free  local  pickup  and  delivery  on  10  volumes 
or  more 

Minimum  order  is  $25.00 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
Phoenix,  Arizona  85009 
272-9338 
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THE  ARMY  NEEDS  PHYSICIANS 

FART-TIME. 

The  Army  Reserve  offers  you  an  excellent  opportunity  to  serve  your  country 
as  a physician  and  a commissioned  officer  in  the  Army  Reserve  Medical  Corps.  Your  time 
commitment  is  flexible,  so  it  can  fit  into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will  complement  your  career  by  working 
and  consulting  with  top  physicians  during  monthly  Reserve  meetings  and  medical 
conferences.  You  will  enjoy  the  benefits  of  officer  status,  including  a non-contributory 
retirement  annuity  when  you  retire  from  the  Army  Reserve,  as  well  as  funded  continu- 
ing medical  education  programs.  A small  investment  of  your  time  is  all  it  takes  to  make 
a valuable  medical  contribution  to  your  community  and  country.  For  more  informa- 
tion, simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Call  Collect/Write  USAR  AMEDD  PROCUREMENT 
3550  N.  Central,  Suite  1100  Phoenix,  Arizona  85012 
(602)  266-3012 


^1^1^  Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015  • (602)  242-5859 


Aian  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 
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This  putdication  is  available  in  microform. 


i;M 

n 

r’ 

University  Microfilms 
International 


Please  send  additional  information 
for 


(name  of  publication) 


Marne 

Institution 

Street 

City_ 

State Zip_ 


300  Morth  Zeeb  Road 
Dept  PR. 

Ann  Arbor.  Mi  48106 
U.S.A. 


30*32  Mortimer  Street 
Dept.  P.R. 

London  WIM  7RA 
England 


HEALTH  CARE  COSTS 

A Continuing  Chalienge  to  the  Physician 

Most  patients  are  satisfietd  with  the  access  to  and  quality  of  health  care.  But  they  are  concerned  about  rising  cos 
Unfortunately,  many  of  them  do  not  understand  how  their  own  attitudes  and  behaviors  impact  directly  on  medic 
costs. 

To  help  patients  gain  a better  understanding  of  the  many  factors  contributing  to  rising  health  care  costs,  the  Arizo 
Medical  Association  has  prepared  a patient  education  brochure.  How  to  Cut  Your  Health  Care  Costs,  fordistributii 
in  physicians’  offices.  The  importance  of  having  a personal  physician  and  following  the  doctor’s  advice,  the  me 
economical  use  of  the  emergency  room  and  other  hospital  services,  the  relationship  between  good  health  habits  ai 
reduced  medical  costs  are  just  a few  of  the  areas  of  concern  which  are  explained  in  easy-to-understand  language 
How  to  Cut  Your  Health  Care  Costs  can  save  you  and  your  staff  time  in  explaining  many  important  facts  about  hea 
care.  Order  your  supply  today. 


BROCHURE  ORDER  FORM  — HOW  TO  CUT  YOUR  HEALTH  CARE  COSTS 

Please  send  me copies  of  the  How  to  Cut  Your  Health  Care  Costs  brochure. 

Name  

Address  

City  State Zip 

ArMA  Members  — $10.00  per  100  Single  copies  IOC 
Non-Members  — $15.00  per  100  Single  copies  15C 

Make  your  check  payable  to  the  Arizona  Medical  Association  and  mail 
with  the  order  form  to  810  West  Bethany  Home  Road,  Phoenix,  Arizona  85013 


I- 


WE  PRINT  WITH  PRIDE 


THE  ARIZONA  MEDICAL  ASSOCIATION 

Offers 

SUBSTANTIAL  SAVINGS  TO  MEMBERS 


i 

Call  or  Write  “Press”  Preston 

; Printing  Department 

I 810  West  Bethany  Home  Road 

I Phoenix,  Arizona  85013 

I 

! Phoenix  Members  Tucson  Members  All  Other  Members 

jTelephone  246-8901  Ask  Operator  for  Enterprise  265  Call  Collect  246-8901 


PROFESSIONAL  MEDICAL  OFFICE 
FOR 

SALE  OR  LEASE 


Size:  Approx.  2,057  Sq.  Ft. 
Location:  720  North  Country  Club 
Designed  for  1-3  physicians 


For  information  contact: 
Bruce  Gillespie  / Dale  Marini 

Grubb&Ellis 

5151  East  Broadway,  Suite  1550 
Tucson,  Arizona  85711 
(602) 745-2900 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Louis  Jacob 

General  Agent 
10210  N 32nd,  Street 
Suite  210 

Phoenix,  Arizona  85028 
(602)  971-2632 

• Tax  Shelter  Programs 

• Individual  & Group 

• Life.  Health  and  Pensions 

• Auto.  Fire.  Theft 


We  Want  You  With  Us 


L.  Louis  Jacob  Agency 

Complete  Insurance  Services 
Call  Us  for  an  Auto  Quote 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems 


m 

J.  Prekup  &.  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central,  Suite  509-C  Phoenix,  Az  850L 
(602)  279-1884 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


Classified 


PROFESSIONAL 

OPPORTUNITIES 


lOW  WITH  US  IN  SUNNY  ARIZONA 

e INA  Healthplan  needs  physicians  in 
nily  practice  and  most  specialties  in 
cson  and  Phoenix.  Competitive 
aries  and  comprehensive  benefits 
:luding  a professional  development 
)gram,  retirement  plan,  and  group 
:entive  bonus  are  provided.  If  team 
eraction  and  casual  living  interest 
u,  send  your  CV  to:  Professional 
lations,  INA  Healthplan,  Inc.,  6115 
>rth  7th  Street,  Phoenix,  AZ  85014. 
i 

flOLOGIST 

ftsires  to  leave  automotive  depression. 
i;eking  solo  or  association  in  area  of 
lological  need.  Fourteen  years  solo, 
A.C.S.  and  Boards.  CV  on  request, 
■uce  Knoll,  M.D.,  707  North  Wisner, 
ickson,  Michigan  49202 

I 

lENERAL  PRACTICE 

'ell  established  (over  30  years) 
liysician  desires  to  retire  after  50  years 
practice.  Owner  will  carry  back  with 
asonable  down  payment.  LINDBERG 
ND  COMPANY  REAL  ESTATE 
IVISION.  (602)  941-5767. 

OSITION  WANTED  - PEDIATRICS 

<perienced,  board  certified  pedia- 
ician  wishesto  relocate  to  Arizona.  Will 
insider  group  practice,  partnership,  or 
ospital-based.  Replies  to  Box  No.  400, 
'o  Arizona  Medicine,  810  West  Bethany 
lome  Road,  Phoenix,  Arizona  85013. 


POSITION  WANTED 

Twelve  years  experience  in  Medical 
Administration,  Academic  Medicine  and 
Private  Practice  of  Neonatology  and 
Pediatrics.  Wishing  to  move  to  Arizona. 
Will  consider  position  in  either 
pediatrics,  or  neonatology  or 
combination.  Replies  to  Box  No.  323, 
c/o  Arizona  Medicne,  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  85013. 


REAL  ESTATE 

NORTH  SCOTTSDALE  IS  GROWING! 

Scottsdale  Memorial-North  Medical 
Plaza  offers  you  a rare  opportunity  to 
serve  the  needs  of  a growing 
community.  Rental  rate  for  1982  is  $6.00 
per  square  foot.  Available  for  immediate 
occupancy.  Adjacent  to  120-bed 
Scottsdale  Memorial  Hospital-North 
scheduled  for  completion  in  early  1984. 
For  leasing  information  can  Vicky 
Cleary  today.  (602)  994-5013. 

BEAUTIFUL  CONDOMINIUM 
Condominios  Pilar 
San  Carlos  Bay,  Mexico 
For  Rent 

Two  Bedroom,  Two  Bath,  Fully 
equipped.  Beautiful  180  degree  view  of 
the  ocean.  Swimming  pool.  Boating. 
Fishing.  Restaurant.  $65  a day  plus 
utilities  and  maid  service.  Call  (602)  795- 
4925  for  reservations.  Ask  for  Marge. 


PINETOP  MOUNTAIN 
CABIN  FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  Spring  activities,  such  as  skiing 
the  White  Mountains  of  Arizona.  Call  Dr. 
Carl  Reiser  in  Winslow  - (602)  289-2371 
days,  289-5081  evenings. 


FLAGSTAFF  OFFICE 
AVAILABLE  FOR  RENT 

General  practice  or  specialty,  lab,  x-ray, 
nurses  station,  surgery  room,  two 
examining  rooms,  large  waiting  room. 
Contact:  Fred  Croxen,  P.O.  Box  542, 
Flagstaff,  AZ  86002  (602)  774-1020. 


ATTENTION  PROFESSIONALS 

Why  rent  when  you  can  own?  Are  you 
renting  your  telephone  system  from 
Mountain  Bell?  If  so,  you  are  over- 
paying! Why  not  let  the  professional  at 
Interstate  Telecommunications.  Inc. 
compare  your  Bell  system  against  our 
systems.  We  can  show  you  a cost 
effective,  state-of-the-art,  telephone 
system  for  a fraction  of  the  cost; 
because  with  the  money  you  normally 
pay  Bell,  you  will  be  paying  on  yourown 
system.  Give  us  a call  today!  We’ve  got 
your  number.  . . 

Interstate  Telecommunications,  Inc., 
3507  North  Central  Avenue,  Suite  300, 
Phoenix,  Arizona  85012.  Telephone: 
(602)  263-5332. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 
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OU  KNOW  ITS  REAUY 
^ XIETY  SYMPTOMS 

is  presenting  symptoms:  palpitations,  chest  pain, 
ichronic  exhaustion  and  occasional  difficulties  in  breathing. 
FGood  reason  for  concern.  A complete  workup  uncovers  no 
forganic  dysfunction,  but  it  does  reveal  excessively  high 
" evels  of  anxiety  and  apprehension. 


Fbr  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important.  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

\AUUM€ 

dlazepam/RDche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  FATIENT  NEEDS  IT 


Please  see  summary  of  product  information  on  the  following  page. 


VALIUM ' (diazepam/Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatmeht  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessivfe  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed:  drugs  such  as  phenothiazines.  nar- 
cotics. barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  IS  unclear 

Side  Effects;  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinehce.  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b I d to  q i d , alcoholism.  10  mg  t.i  d.  or  q i d,  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d 
or  q I d . adjunclively  in  convulsive  disorders,  2 to  10  mg 
b I d.  to  q I d Geriatric  or  debilitated  patients  2 to  2VS 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Chi/dren  1 to  2'/S  mg  t i d. 
or  q I d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets— 2 mg,  white:  5 mg.  yellow,  10  mg.  blue- 
bottles of  100*  and  500.*  Prescription  Paks  of  50. 
available  in  trays  of  10  * Tel-E-Dose*  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25. t 
and  in  boxes  containing  10  strips  of  10 1 

♦Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc..  Nutley,  New  Jersey  07110 


Saddle  up 
for  tennis ! 

The  Wickenburg  Inn  offers  a superb 
combination  of  sunshine,  the  romantic  OW 
West  - trail  rides  over  4700  undisturbed 
acres  of  magnificent  Arizona  high  desert 
60  miles  northwest  of  Phoenix  — and  the 
luxury  of  11  courts  for  51  casitas.  Pro- 
fessional instruction  is  available  . . to 
complete  a perfect  setting  for  an  adventure 
in  better  tennis. 

See  your  Travel  Agent,  or  call  1-684-7811 


Two  night  minimum 
stay  — rates  include 
all  meals,  tennis, 
horseback  riding. 
Call  for  clinic  rates. 


THEWICKENBUnCINN 

Tennis  and  Guest  Hanch 

PO  Box  P,  Dept,  AM 
Wickenburg,  Arizona  85358 
(602)  684-7811 
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Arizona  Medicine  (ISSN  0004-1556)  is  the  official 
monthly  publication  of  the  Arizona  Medical 
Association  (810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013)  and  the  Medical  Society  of  the  United  States 
and  Mexico.  Subscription  price  $20.00  per  year.  $2.00 
single  copy.  Second-class  postage  paid  at  Phoenix, 
Arizona  and  at  additional  mailing  offices. 
POSTMASTER;  Send  address  changes  to  Arizona 
Medicine  810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013. 

Arizona  Medicine  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor.  Although  all 
advertising  is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  endorsement  by 
this  journal. 

For  information  on  the  preparation  of  articles  write 
the  Managing  Editor,  810  W.  Bethany  Home  Road, 
Phoenix,  AZ  85013.  (602)  246-8901. 
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to  help  you  reach  yours 


' E. 

■a 
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From  medical  school  through  retirement,  services.  They’re  outlined  in  our  new  brochure: 

your  financial  needs  are  continually  changing.  And  “Financial  Services  for  Medical  Professionals!’ 
your  time  to  look  after  those  needs  is  limited.  For  more  information  about  these  services, 

That’s  why  Valley  Bank  has  Medical  Banking  call:  Phoenix,  261-5224  or  261-2718,  Tucson, 
Specialists — trained  in  the  financial  needs  of  792-7531  or  792-5917,  Scottsdale,  261-5160, 

medical  professionals.  Sun  City,  261-8249,  Mesa  261-1890. 

Talk  to  us  about  credit  and  our  many  other 

A^gooutofourway  for  you.^yley  National  Bank 

Member  FDIC  Equal  Opportunity  Lender 


In  Vertigo 


On  Balance... 

ii-VERT 

Each  Tablet  Contains: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 1 2.5  mg 

Nicotinic  acid 50.0  mg 


proven  actions 

Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 

side  effects 

Vasodilation  oocasionally  oauses 
facial  flushing  which  can  be  mini- ' 
mized  by  recommending  that 
Ru-Vert®  be  taken  following  meals  or 
with  food. 


Dosage 


• One  or  two  tablets  three  times  a day 

Please  see  next  page  for  a summary  of  prescribing  information 


MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


On  Balance... 


RU-VERT 

See  following  prescribing  information. 

DESCRIPTION:  Each  tablet  contains  the  following  active  Ingredients: 


Pentylenetetrazol 25.0  mg 

Phenlramlne  maleate 1 2.5  mg 

Nicotinic  acid 50.0  mg 


INDICATIONS:  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat- 
ment of  acute  or  chronic  vertigo. 

CONTRAINDICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid, 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol. it  should  be  used  with  caution  in  epileptic  patients  or  those  Known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Phenlramlne  maleate,  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  takeh  following  meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spmal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  the 
ingestion  of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  cehtral  nervous  system  and  from  excessive  vasodilatation 
with  resulting  autonomic  nervous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion,  hallucina- 
tions, headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  Ihductlon  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchange. 

DOSAGE  AND  ADMINISTRATION:  The  recommended  dosage  of  Ru-Vert  tor  vertigo 
or  motion  sickness  Is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  for  use  in  children  under  1 2 years  of  age. 

HOW  SUPPLIED: 

Bottles  of  1 00  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 


MANUFACTURED  & DISTRIBUTED  BY 

e BOOTS  PHARMACEUTICALS,  INC. 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  famiiy 


Want  To  Save 

On  Billing? 
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3530  E.  INDIAN  SCHOOL  RD 
■ ^ PHOENIX,  ARIZONA  85018 
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PROFESSIONAL 

PEOPLE 

MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor. 


Contraindication:  Ceclor  is  contraindicated  in  patients  with 
Known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 

ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYUXIS,  TO  BOTH  DRUG  CUSSES. 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 


Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g.,  pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Linder  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Cliniiesf 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly). 

Usage  in  Pregnancy -MhouQh  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  limes  the  maximum  human  dose  or  in  ferrets  given  three 
limes  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established.  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy— Satet'i  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicUiln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.^® 

In  clinical  trials,  patients  with  bacteriai  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S,  pyogenes 
(group  A beta-hemolytIc  streptococci),  or  muitipie 
organisms  achieved  a satisfactory  ciinicai 
response  with  Ceclor.’' 


Cefodor 


Putvules®,  250  and  500  mg 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  TOO). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  yncerfa/n- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Wepa/rc- Slight  elevations  in  SCOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Wemafopo/ef/c- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

fle/raZ-Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  |100281R) 

'Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S.  pneumoniae  or  H.  influenzae  ® 

Note.  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 

Referencos 

1 . Antimicrob  Agents  Chemoiher , 8:91 . 1975. 

2.  Antimicrob  Agents  Chemoiher.,  //  470. 1977 

3.  Antimicrob  Agents  Chemoiher , /8:584. 1978 

4 Antimicrob.  Agents  Chemoiher , /2:490. 1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler  and 

R.  Luthy),  11:880  Washington.  D C.:  American  Society  for 
Microbiology,  1978. 

6 Antimicrob.  Agents  Chemoiher . /8861  1978. 

7.  Data  on  file.  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases  (edited  by 
G L Mandell,  R G Douglas,  Jr , and  J.E.  Bennett),  p.  487 
New  York:  John  Wiley  & Sons.  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 
EM  Lilty  Industries.  Inc. 

Carolina,  Puerto  Rico  00630 
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Partnership  with  Arizona 
medicine  for  one  quarter  century! 


For  25  years,  Camelback  Hospitals  have 
maintained  a working  partnership  with 
Arizona’s  medical  profession  in  offering 
eminent  psychiatric  facilities  for  the  care 
and  treatment  of  emotionally  and  mentally 
ill  patients. 

Services  doctors  understand  & appreciate 

As  non-profit  community  facilities,  Camel- 
back  Hospitals  offer  psychiatric  services 
unavailable  at  most  institutions: 

• Totally  separate  programs  for  adults, 
young  adults,  adolescents  and  older  adults. 

• Intensive  diagnostic  and  short-term 
treatment  for  all  age  groups. 

• Progressive  approaches  to  the  treatment 
of  alcohol  and  drug  abuse. 

• A special  Activity  Center  with  art,  music, 
dance,  recreation,  occupational  therapy 
and  personal  effectiveness  programs. 

• Individual,  group  and  family  therapy 
with  special  psychodrama  sessions. 

• Day  Treatment  Program. 


A pleasant,  different  kind  of  atmosphere 

Patients  enjoy  bright,  sunny  buildings, 
designed  for  psychiatric  treatment  and 
rehabilitation.  Special  emphasis  is  placed 
on  providing  each  patient  with  a more 
complete  understanding  of  himself,  so  that 
he  can  participate  in  his  therapy  with 
insight  and  intelligence. 


Camelback  Hospitals 


Scottsdale  Camelback  Hospital  Phoenix  Camelback  Hospital 
7575  E.  Earll  Drive  5055  N.  34th  Street 

Scottsdale,  AZ  85251  Phoenix,  AZ  85018 

(602)  941-1108  (602)  955-6200 


ArMRAC 


A growing  trend 
among  Arizona  physicians 
who  are  becoming 
politicaiiy  invoived. 


The  Political  Action  Committee  of  the  Arizona  Medicai  Association 

Name:  

Address:  

City  State Zip 

Yes,  I want  to  be  a sustaining  member  of  ArMPAC  ($50  to  ArMPAC,  $50  to  AMPAC).  Enclosed  is  my 

personal  check  for  $100. 

Yes,  I want  a family  membership  in  ArMPAC  ($35  to  ArMPAC,  $40  to  AMPAC).  Enclosed  is  my  personal 

check  for  $75. 

Yes,  I want  to  be  an  active  member  of  ArMPAC  ($30  to  ArMPAC,  $20  to  AMPAC).  Enclosed  is  my  personal 

check  for  $50. 

Yes,  I wish  to  do  more  to  help  my  profession.  Please  send  me  more  information  on  how  I can  help. 

Make  check  payable  to: 

ArMPAC 

810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 


ArMPAC  and  AMPAC  are  separate  segregated  funds  established  by  the  Arizona  Medical  Association  and  the  American  Medical  Association,  respectively.  Voluntary  political  contributions 
by  individuals  must  be  written  on  personal  checks  No  corporate  checks  will  be  accepted.  Contributions  are  not  limited  to  the  suggested  amount  Neither  ArMA,  AMA  nor  any  of  their 
constituent  associations,  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  Voluntary  political  contributions  will  be  used  in  connection  with 
federal  and  state  elections  and  are  subject  to  the  prohibitions  and  limitations  of  the  Federal  Election  Campaign  Act  and  regulations,  sections  110  1,  110  2 and  110  5 (Federal  regulations 
require  this  notice.)  Copies  of  ArMPAC  and  AMPAC  reports  are  filed  with  the  FEC  and  are  available  for  purchase  in  \Washington,  D C.  This  communication  is  paidfor  by  ArMPAC  and  AMPAC 
and  IS  not  authorized  by  any  candidate  or  candidate's  committee. 


THE  MEASURE  OF  HNANCIAL 
PLANNING  IS  HOW  WELL  IT  STAND5 

THE  TEST  OF  TIME. 


Only  a trust  company  under- 
stands the  delicate  balance 
between  investing  wisely 
and  profitably  to  meet 
today’s  financial  needs . . . 
while  making  certain  your 
family  is  protected  finan- 
cially with  an  ongoing 
income  for  future  years. 

If  you’re  a person  of  sub- 
stantial means  with  a net 
worth  of  $500,000  or  more,  you  need  a very 
special  kind  of  trust  company  to  fulfill  this 
important  responsibility. 

Look  for  the  source  that  can  offer  you  expert 
advice  in  today’s  complex  world  of 
taxes,  inflation  and  everchang- 
ing  financial  trends.  Choose 
a trust  company  large  enough 
to  offer  a wide  range  of  sophis- 
ticated and  innovative  investment 
management  alternatives. 


Insist  that  your  trust 
company  be  experienced  in 
every  aspect  of  asset  man- 
agement and  estate  admin- 
istration. At  Northern 
Trust,  you’ll  have  the  assur- 
ance of  services  personalized 
to  meet  your  financial 
objectives. 

Financial  peace  of  mind 
comes  naturally  at  Arizona’s 
oldest  personal  trust  company,  where  asset  and 
trust  management  is  their  only  business. 

For  a confidential  appointment,  or  to  receive 
a complimentary  guide  to  our  services,  call 
or  write  Anton  L.  Janik,  Vice 

President.  4350  East  Camelba 
Road,  Phoenix,  Arizona  8501 
(602)  959-8550. 

Corporate  Affiliate  of  The 
Northern  Trust  Company, 
Chicago. 


PROTECT  YOUR 
SURVIVORS 

How  long  has  it  been  since  you  reviewed  your 
will?  Wills  should  be  updated  periodically  to 
make  certain  they  continue  to  anticipate  the 
needs  and  concerns  of  your  family.  Although 
an  attorney’s  expertise  is  required  in  writing 
or  reviewing  a will,  there  are  other  plans  and 
processes  that  need  to  be  initiated  by  the 
physician  and  his  family.  To  help  you  set 
your  affairs  in  order,  the  Arizona  Medical 
Association  and  the  Auxiliary  have  prepared 
a booklet  that  deals  with  many  of  the  legal, 
financial,  and  emotional  problems  that  all 
too  often  accompany  death.  To  order  your 
copy,  phone  or  write  the  ArMA  office  and  ask 
for 

“PHYSICIAN’S  SURVIVORS 
INFORMATION’’ 
pamphlet. 

810  W.  Bethany  Home  Road 
Phoenix,  AZ  85013 
Phones:  246-8901 

Tucson  members  ask  operator  for 
Enterprise  265 


can  set 
up  the 
practice 
you  want. 


in  the  area 
you  want. 


you  WORKED  HARD 


it  will  last  a lifetime.... 

PLAGUE  SHOP 


Wood  plaques — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


It's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast;  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

At  National  Medical  Enterprises,  we'll  help 
you  establish  a comfortabie  and  successful 
Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

So  whether  you're  interested  in  a solo, 
partnership,  or  a group  practice,  you  should 
contact  NME. 

We  re  the  experts. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wilshire  Blvd.,  Los  Angeles,  California  90025. 

call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 

nHTionHb  rieDicHL 

enTBRPRises,  me. 

"The  Total  Health  care  company. " 

^ An  Equal  Opportunity  Employer  M/F 


College  of  Medicine  Issue 


The  College  of  Medicine,  its  faculty  and  students,  is  a treasured  and  unique 
resource  for  the  state  of  Arizona.  Those  of  us  functioning  in  this  education  and 
research  enterprise  feel  a strong  responsibility  to  the  practice  of  medicine  in  Arizona. 
For  the  fifth  consecutive  year  the  Editor  has  seen  fit  to  invite  faculty  to  offer 
presentations  in  Arizona  Medicine.  Robert  M.  Anderson,  M.D.,  Associate  Dean  for 
Continuing  Medical  Education  and  Outreach,  working  with  the  faculty,  has  again 
selected  medical  topics  which  emphasize  newer  developments  and  the  ‘cutting 
edge’  of  excitement  in  clinical  medicine. 

Not  only  does  this  issue  of  Arizona  Medicine  include  important  presentations 
based  on  information  and  experience  gleaned  in  the  southwest,  it  highlights  several 
very  practical  nuances  on  understanding  diagnosis  and  therapy.  Additionally,  I am 
particularly  pleased  to  call  your  attention  to  the  paper  which  surveys  the  graduates  of 
the  University  of  Arizona  College  of  Medicine.  In  November  of  1981  we  hosted  the 
first  ten  year  class  reunion.  It  was  an  exciting  event  indeed.  Many  of  the  class  returned 
to  share  real  world  experiences.  It  was  particularly  exciting  to  visit  with  graduates  who 
now  practice  in  Arizona  and  enhance  the  already  excellent  health  care  system.  It  is 
with  pride  that  I invite  you  to  read  this  issue  of  Arizona  Medicine. 

Louis  J.  Kettel,  M.D. 

Dean,  College  of  Medicine 
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iagnostic  Uses  and  Pitfalls 
if  Computed  Tomography  and 
Itrasound  in  the  Abdomen 
:nd  Pelvis 


B.  Hunter,  M.D. 
ii  Haber,  M.D. 

,ihn  C.  Bjelland,  M.D. 
'jrald  D.  Pond,  M.D. 


I 


: troduction 

In  the  last  few  years  computed  tomography  (CT)  and 
trasound  (US)  have  revolutionized  diagnostic  imaging, 
lese  modalities  have  had  their  most  dramatic  effects  in 
e diagnosis  of  intracranial  disease  (CT)  and  in  the 
’ anagement  of  obstetrical  (US)  and  gynecological 
■oblems  (CT,  US).  They  have  recently  been  applied  to  a 
ide  variety  of  abdominal  and  pelvic  problems  as  well  as 
aving  very  useful  and  specific  applications  in  skeletal, 
)inal,  chest,  and  neck  diseases.  Their  widespread 
:ceptance  has  been  due  to  their  ability  to  display 
ormal  and  abnormal  anatomy  with  greater  clarity,  ease, 
ad  less  patient  risk  than  other  procedures, 
evertheless,  they  are  not  infallible  and  are  subject  to  a 
umber  of  limitations.  Tbe  usefulness  as  well  as 
mitations  and  pitfalls  of  these  modalities  will  be 
wiewed  in  this  article.  It  is  especially  important, 
owever,  for  the  referring  physician  to  be  aware  that  tbe 
dative  merits  of  CT,  ultrasound,  nuclear  medicine 
□dies,  angiography  and  other  radiographic  exams  are 
ependent  on  available  equipment  and  local  expertise. 


rom:  The  Department  of  Radiology,  University  of  Arizona  Health 
ciences  Center,  Tucson,  Arizona  85724.  Reprint  requests  to:  Tim  B. 
lunter,  M.D.,  Department  of  Radiology,  University  of  Arizona  Health 
ciences  Center,  Tucson,  Arizona  85724. 


Computed  Tomography 

CT  consists  of  computer  enhanced  transverse  images 
of  the  abdomen  oriented  as  if  one  views  the  anatomy 
from  the  patient’s  feet.  “Slices”  are  obtained  from  every 
5 mm  to  every  2 cm  from  the  xiphoid  to  the  symphysis.  At 
the  Arizona  Medical  Center  (AMC)  all  studies  of  the 
abdomen  and  pelvis  are  monitored  by  a staff  radiologist. 
A 1%  to  10%  solution  of  Gastrografin,  Hypaque  or 
equivalent  is  always  given  orally  prior  to  the  exam  to 
opacify  bowel  loops.  CT’s  great  usefulness  comes  from 
its  superb  ability  to  distinguish  between  solid,  cystic, 
vascular,  calcified  and  fatty  lesions.  Intravenous  contrast 
is  frequently  administered  to  visualize  blood  vessels, 
heighten  vascular  lesions  or  increase  negative  contrast 


Table  1 

Relative  CT  Numbers 


+500 

+100-200 

+15-60 

0 

-15-+15 
-50 
-500 


Barium,  Metal 
Calcium 
Soft  Tissues 
Water 

Various  Fluids 

Fat 

Air 


These  are  only  approximate  values  as  seen  on  a General 
Electric  8800  unit  They  will  vary  from  patient  to  patient  and 
from  machine  to  machine.  Water  is  arbitrarily  set  at  0 for 
calibration  purposes. 


Table  2 

Uses  for  CT  in  Evaluation  of  the  Liver 
and  Biliary  System 


A.  Evaluation  of  space-occupying  lesions 

1.  Initial  detection 

a.  Number,  size,  extent,  type 

b.  Response  to  therapy 

2.  Differentiation  of  lesions  detected  by  other  means 

a.  Primary  and  secondary  neoplasms 

b.  Cysts,  abscesses,  hematoma 

B.  Determination  of  the  extent  of  liver  injury  in  acute 
trauma 

1.  Detection  of  liver  lacerations  and/or  hematomas 

2.  Evaluation  of  structures  contiguous  to  the  liver 

C.  Obstructive  jaundice 

1.  Demonstration  of  obstructing  masses 

2.  Detection  of  dilated  ducts 

3.  Evaluation  of  the  pancreas  and  retroperitoneal 
structures 

D.  Guidance  for  percutaneous  needle  biopsy  or  aspiration 
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Table  3 

Uses  for  CT  in  Evaluation  of  the 
Peritoneum  and  Retroperitoneum 


A.  Peritoneum 

1.  Detection  of  free  or  loculated  ascites 

2.  Detection  of  peritoneal  and  mesenteric  tumor 
implants 

B.  Retroperitoneum 

1.  Evaluation  of  abdominal  masses 

2.  Staging  of  lymphomas  and  other  neoplasms 

3.  Evaluation  of  renal  and  perirenal  abnormalities 

a.  Detection  and  differentiation  of  masses 

b.  Determination  of  hydronephrosis  and  level  of 
obstruction 

C.  Pancreas 

1.  Detection  of  pancreatic  masses 

a.  Primary  neoplasm 

b.  Pseudocyst 

c.  Inflammatory  solid  mass  (phlegmon) 

2.  Evaluation  of  jaundiced  patient 

3.  Differentiation  of  pancreatic  from  parapancreatic 
masses 

4.  Confirmation  of  mass  found  on  other  studies 

D.  Evaluation  of  tumor  response  to  therapy 

E.  Detection  of  retroperitoneal  hematoma  or  abscess 

F.  Guidance  for  abscess  drainage,  needle  biopsy  or  needle 
aspiration 

G.  Diagnosis  and  staging  of  tumors  involving  uterus,  adnexa, 
bladder  and  prostate 

H.  Evaluation  of  pelvis  and  hips  in  cases  of  trauma  with 
complex  fractures 


of  relatively  avascular  areas.  Numeric  data  (CT  numbers) 
can  be  obtained  easily  for  any  given  area  on  the  scan. 
These  numbers  (Table  1)  are  useful  for  distinguishing 
between  various  tissues  but  are  not  histologically 
specific.  The  radiologist  monitoring  the  study  can  vary 
the  image  presentation  on  the  television  screen  and 
then  record  the  images  on  a 14  x 17  inch  film  format. 
Patient  studies  can  also  be  stored  indefinitely  on 
magnetic  tape. 

CT  is  of  particular  use  in  the  evaluation  of  space 
occupying  liver  masses  (Table  2).  The  relative  merits  of 
CT,  ultrasound  and  nuclear  medicine  in  discovering  and 
evaluating  liver  masses  are  uncertain.  It  is  the  authors’ 
subjective  impression  that  the  present  “fourth 
generation’’  of  CT  machines  gives  the  best  evaluation  of 
liver  lesions  with  ultrasound  being  second  and  nuclear 
medicine  third.  Angiography  is  felt  to  be  necessary  to 
detail  vascular  supply  whenever  extensive  surgery  is 
contemplated  for  a hepatic  mass.  Any  mass  lesion  within 
the  abdomen  and  pelvis  that  contains  gas  should  be 
considered  an  abscess  until  proven  otherwise.  It  should 
be  noted  that  abscesses  anywhere  within  the  body  can 
present  with  significant  radiologic  findings  and  not  be 
initially  associated  with  obvious  clinical  signs  and 
symptoms  (such  as  elevated  WBC  and  fever)  (Figure  1). 

CT  is  quite  useful  in  the  evaluation  of  obstructive 
jaundice  (Table  2).  It  not  only  readily  visualizes  dilated, 
obstructed  ducts  well  but  frequently  displays  the  nature 
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Figure  1 

Sixty-year-old  diabetic  female  with  vague  abdomii 
symptoms.  An  ultrasound  performed  to  examine  t 
gallbladder  and  pancreas  revealed  an  unexpected  mass  in  t 
superior  portion  of  the  right  kidney.  A.  Longitudinal  sonogri 
of  right  lobe  of  liver  (L)  and  right  kidney  (K).  Notice  solid  m.i 
(M)  in  superior  portion  of  right  kidney.  B.  CT  scan  through  ar 
of  right  kidney.  The  mass  in  the  upper  portion  of  the  kidn 
contains  both  fluid  and  gas,  and  extends  outside  the  rer 
capsule  (arrowheads).  This  was  proven  to  be  a perinephl| 
abscess.  The  patient  had  NO  fever,  flank  tenderness  ; 
elevated  WBC. 

I 

and  location  of  the  obstruction.  There  is  no  consisteil 
agreement  in  the  literature  as  to  the  relative  place  of  C 
ultrasound,  radionuclide  biliary  studies,  ERCP  ar 
transhepatic  cholangiography  (TF1C)  in  the  work-up 
obstructive  jaundice.  We  prefer  to  initially  scree 
patients  with  a non-invasive  exam  (usually  ultrasour 
because  of  its  ease  and  ready  availability;  CT  ar 
radionuclide  biliary  studies  are  also  excellent  screenir 
methods).  If  this  is  unequivocally  positive  and  if  surgici 
intervention  is  com  tern  plated,  more  invasiv' 
procedures  (THC  or  ERCP)  are  used  to  define  tf 
pertinent  anatomy  and  pathology  better.  If  tf' 
screening  study  is  unequivocally  negative,  no  furthi' 
radiologic  work-up  is  usually  performed.  If  tf 
screening  exam  is  equivocal  or  if  there  is  strong  clinic 
evidence  for  extra  hepatic  obstruction  despite  a negati\ 
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Figure  2 

ty-seven-year-old  male  with  three  weeks  of  continuous 
less  jaundice  (total  bilirubin  as  high  as  13.0mg/100ml).  A 
ihepatic  cholangiogram  revealed  multiple  gallstones  in 
'allbladder  and  cystic  duct.  Presumably  the  common  bile 
’ was  intermittently  obstructed  by  passing  stones.  Note 
e is  NO  bile  duct  dilation. 

ening  study,  more  invasive  exams  will  be  used.  One 
d of  caution  is  necessary.  CT  and  ultrasound  rely  on 
t dilatation  to  diagnose  biliary  obstruction.  In  rare 
ances  significant  biliary  obstruction  can  be  present  in 
absence  of  dilated  bile  ducts  (Figure  2). 

T is  of  particular  use  in  imaging  retroperitoneal 
ctures  such  as  the  spleen,  pancreas,  aorta,  inferior 
a cava  and  kidneys  (Table  3).  It  is  the  preferred 
hod  at  AMC  for  detection  of  primary 
operitoneal  malignancies,  staging  of  lymphomas  and 
luation  of  possible  retroperitoneal  abscess  or 
norrhage.  When  the  CT  study  or  ultrasound  is  of 
•d  technical  quality  and  shows  a normal  sized,  well 
lined  pancreas,  there  is  a low  likelihood  for  a 
creatic  malignancy.^  With  current  equipment  it  is 
ikely  a small  carcinoma  within  the  confines  of  a 
mal  sized  pancreas  can  be  detected  with  either  CT  or 
asound.  CT  is  an  excellent  means  for  needle 
iration  techniques  because  it  generally  provides  the 
't  display  of  abdominal  and  pelvic  anatomy.^ 
jwever,  it  suffers  from  two  distinct  disadvantages  in 
regard:  a)  it  is  time  consuming  and  clumsy,  and  b)  it 
?latively  expensive.  If  the  abnormality  to  be  aspirated 
Diopsied  can  be  adequately  visualized  by  ultrasound 
conventional  fluoroscopy,  these  techniques  are 
ferred. 

IT  has  considerable  usefulness  in  detecting  pelvic 
tormalities  and  in  staging  and  evaluating  pelvic 
aplasms  or  other  masses.  It  frequently  provides  the 
it  visualization  of  abnormalities  involving  the  uterus, 
dder,  adnexa  and  prostate.^  However,  it  cannot 
/ays  adequately  stage  the  extent  of  neoplastic  spread, 
>ecially  in  cases  of  microinvasion  of  continguous 
jctures  or  involvement  of  lymph  nodes  by  neoplasm.^ 
ten  evaluating  lymph  nodes  by  CT  and  ultrasound, 
? internal  architecture  of  the  nodes  is  not  adequately 
ualized  and  a given  node  is  called  normal  or  abnormal 


Figure  3 

Thirty-five-year-old  male  with  long  history  of  alcohol  abuse. 
CT  showed  a large  solid  mass  in  the  head  of  the  pancreas 
(arrows).  This  proved  to  be  phlegmonous  inflammation  at 
surgery. 

merely  on  the  basis  of  its  size.  In  general  nodes  less  than 

1 cm  in  diameter  are  called  normal  and  those  greater 
than  1 cm  are  felt  to  be  abnormal.'’  This  is  reasonably 
accurate  but  small  nodes  can  be  involved  by  malignancy 
while  enlarged  nodes  can  be  benign.  If  a node  has  a size 

2 cm  or  greater  it  is  usually  always  involved  by  tumor. 

CT  has  little  usefulness  in  the  evaluation  of  the 

gallbladder  or  evaluation  of  diffuse  liver  disease.  Initial 
evaluation  of  the  gallbladder  is  best  done  with 
ultrasonography  and  oral  cholecystography.  CT  can  be 
useful  to  determine  the  extent  of  neoplasm  invading  the 
mesentery  or  adjacent  organs  but  it  is  not  indicated  for 
the  detection  of  mucosal  lesions.  This  is  the  prime 
responsibility  of  standard  Cl  series. 

There  are  three  main  sources  of  radiologic  error:  a) 
observer  error— either  the  abnormality  is  “missed”  or 
misdiagnosed  if  visualized,  b)  poor  radiographic 
technique,  and  c)  limitations  inherent  in  the 
procedure — the  given  study  simply  is  unable  to  image  a 
specific  abnormality  no  matter  the  quality  of  the  study  or 
the  ability  of  the  observer.  Table  4 lists  the  sources  of 
frequent  CT  errors.  To  be  especially  noted  is  the 
absolute  necessity  for  placing  contrast  (oral  and/or 
rectal)  in  the  bowel.  Unopacified  bowel  loops 
frequently  resemble  masses.  Abdominal  CT  is  practically 
useless  if  contrast  cannot  be  placed  in  the  bowel.  Fluid 
collections  can  be  partially  evaluated  by  CT  numbers  but 
since  they  are  not  histologically  specific  there  can  be 
confusion  in  distinguishing  between  blood,  clear  fluid 
and  abscess  collections.  Some  cyst  fluids  will  have  a high 
CT  number  and  some  neoplams  will  become  necrotic 
enough  to  resemble  cysts.  Contrast  may  at  times  be 
placed  in  the  bladder  and/or  a tampon  inserted  in  the 
vagina  to  better  define  pelvic  anatomy.  A soft  tissue  non- 
cystic  mass  in  the  liver,  spleen,  pancreas, 
retroperitoneum  or  mesentery  does  not  necessarily 
mean  neoplasm  (Figure  3).  CT  can  basically  identify  the 
mass  but  cannot  categorize  its  exact  histology. 
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Table  4 

Computed  Tomography  Errors, 
Artifacts  and  Problem  Areas 


A.  Common  errors 

1.  Slices  in  wrong  location  or  too  spread  apart 

2.  Confusion  between  unopacified  bowel  loops  and 
abdominal  masses 

3.  Incorrect  diagnosis  of  cyst  versus  solid 

4.  Incorrect  diagnosis  of  a fluid  collection:  cyst  versus 
hematoma  versus  abscess  versus  tumor  necrosis 

5.  Improper  recognition  of  normal  variants 

B.  Frequent  disturbing  artifacts  and  limitations 

1.  Poor  tissue  plane  distinction  (thin  patients,  children) 

2.  Respiratory  motion 

3.  Metallic-like  artifacts  (barium  in  the  bowel,  large 
calcifications,  numerous  surgery  clips) 

4.  Patient  motion 

C.  Potential  problem  areas 

1.  Diffuse  sheet-like  infiltrating  neoplasms 

2.  Mass  lesions  having  texture  similar  to  bowel  or 
parenchymal  organs 

3.  Small  non-expanding  masses  in  parenchymal  organs 

4.  The  presence  or  absence  of  neoplasms  in  lymph 
nodes 


Table  4 also  lists  frequent  CT  artifacts  and  potential 
problem  areas.  Note  that  respiratory  motion  can 
degrade  a study  significantly.  Our  scanner  has  a nine 
second  scan  time  and  the  patient  must  be  able  to  breath 
hold  for  this  time  to  produce  a usable  study.  If  the 
patient  is  unable  to  cooperate  or  is  a very  young  child, 
respiratory  and  body  motion  can  totally  render  a study 
meaningless.  In  these  circumstances  general  anesthesia 
may  be  required.  Thin  patients  and  children  especially 
have  poor  tissue  plane  distinction  and  frequently  are 
better  studied  by  ultrasound.  Obese  patients  and  those 
with  large  abdominal  wounds,  on  the  other  hand,  are 
best  studied  by  CT.  Metallic  clips  are  a frequent  source 
of  image  degradation  due  to  the  “spraying  artifact’’. 
Diffuse  sheet-like  spreading  neoplasms  in  the  abdomen 
or  pelvis  may  be  completely  overlooked  despite  the 
presence  of  considerable  tumor  mass  overall.  No  single 
area  of  neoplasm  has  a large  enough  mass  effect  to  be 
visible. 

Ultrasound 

Abdominal  and  pelvic  ultrasound  has  many  of  the 
same  uses  as  does  CT.  Ultrasound  is  especially 
advantageous  in  that  it  uses  no  ionizing  radiation,  can 
image  in  any  plane  (as  opposed  to  CT  which  is  mainly 
limited  to  transverse  images),  is  more  rapid  and 
convenient,  and  less  costly  (Tables  5,  7).  It  is  quite 
excellent  for  evaluating  liver  masses  and  is  the 
procedure  of  choice  to  determine  whether  a known 
mass  in  the  liver,  pancreas,  kidney,  abdomen  or  pelvis  is 
cystic  or  solid.  It  is  also  an  excellent  modality  for 
screening  for  bile  duct  dilatation.  Two  types  of 
ultrasound  are  in  common  use  today.  One  involves  the 
traditional  static  B-scans  which  have  been  available  for 
about  the  last  ten  years.  Recently  real-time  imaging  has 
been  introduced  and  it  is  rapidly  supplanting  the 
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Table  5 

Indications  for  Abdominal 
and  Pelvic  Sonography 


A.  Evaluation  of  the  gallbladder  for  calculi 

B.  Evaluation  of  the  liver  for  presence,  size  and  type  of  sf 
occupying  masses 

C.  Evaluation  of  retroperitoneum  and  pelvis 

1.  Pancreas — detection  and  evaluation  of  masses 

2.  Detection  and  staging  of  uterine, adnexa  and  pro< 
masses 

3.  Staging  and  follow-up  of  abdominal  lymphoma 
D Peritoneum — deletion  of  ascitic  fluid  and  tumor  nodi 
E.  CU  tract 

1.  Renal  mass  evaluation 

2.  Detection  and  evaluation  of  hydronephrosis 

3.  Renal  transplant  evaluation 

4.  Evaluation  of  renal  trauma 

E.  Obstetrical  and  gynecologic  uses 

1.  Eetal  monitoring — evaluation  of  age,  numbe 
fetuses,  viability  and  fetal  malformations 

2.  Guidance  for  amniocentesis 

3.  Evaluation  of  labor  problems  and  benign 
malignant  gynecologic  disease 

C.  Abdominal  Aorta 

1.  Initial  screening  for  presence,  size  and  extent  of  a 
aneurysm 

2.  Periodic  follow-up  of  previously  diagnosed  aneu 


traditional  B-scans  in  many  locales.  This  type  of  imag 
produces  a “motion  picture’’  view  of  the  area  be 
scanned  and  is  analagous  to  fluoroscopy, 
sonographer  can  rapidly  survey  the  entire  abdomei 
many  planes  and  observe  bowel  peristal 
diaphragmatic  motion,  fetal  motion  and  so  forth.  ' 
method  suffers  from  having  a very  narrow  field  of  v 
and  poor  reproducibility  of  freeze-frame  images  off 
cathode  ray  tube  monitor. 

Inadditiontohavingsomeofthe  same  general  use 
CT  (Table  5)  ultrasound  has  a number  of  applications 
which  it  is  especially  suited.  There  is  a 94%  to  f 
accuracy  in  the  detection  of  gallstones  and  sonogra] 
has  replaced  oral  cholecystography  as  the  prime  met! 
for  detecting  gallstones.'"’  It  does  not,  however,  ^ 
information  as  to  the  functional  state  of  the  gallblad 
or  the  patency  of  the  cystic  duct.  These  are  be 
evaluated  by  oral  cholecystography  and  radionuci 
biliary  studies,  respectively.  It  is  the  initial  procedurt 
choice  to  diagnose  and  evaluate  an  abdominal  ao 
aneurysm.  Ascitic  fluid  is  readily  localized  and  aspira 
by  ultrasound.  Ultrasound  is  a superb  means  to  scr< 
the  kidneys  for  hydronephrosis  in  cases  of  acute  re 
failure  and  can  also  be  used  to  screen 
hydronephrosis  in  cases  of  poor  function  of  a transpi 
kidney.  Postoperative  hematomas  and  lymphangiocc 
after  transplant  surgery  are  readily  detected.  Because 
the  lack  of  ionizing  radiation  ultrasound  is  ideal 
obstetrical  diagnosis.  In  many  instances  ultrasound  ri\ 
or  even  surpasses  CT  in  routine  pelvic  and  gynecolo 
work.  In  a cooperative  patient  with  a full  bladder 
uterus  and  ovaries  are  readily  visualized.  Additiona 
ultrasound  is  an  excellent  modality  for  follow-up  stud 
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Table  6 

Frequent  Ultrasound  Errors 


mproper  recognition  of  sonographic  artifacts 

ncomplete  visualization  of  an  organ  hidden  by  overlying 

aowel  gas  or  bone  density 

mproper  recognition  of  normal  variants 

ncorrect  diagnosis  of  cyst  versus  solid  lesion 

ncorrect  diagnosis  of  fluid  type 

Table  7 

Computed  Tomography  Versus  Ultrasound 

Ultrasound 

Expensive 

1.  Relatively  inexpensive 

Uses  radiation 

2.  No  radiation 

Less  dependent  on 

3.  Very  dependent  on 

operator  skill 

operator  skill 

Long  exam  time 

4.  Short  exam  time 

Requires  oral  contrast 

5.  Uses  no  contrast 

(may  also  require 

IV  contrast) 

Less  limited  by 

6.  Markedly  limited  by  large 

body  type 

abdominal  wounds 

and  obesity 

Transverse  images  only 

7.  Can  image  in  any  plane 

or  obliquity 

No  dynamic  imaging 

8.  Can  have  dynamic 

real-time  imaging 

Markedly  limited  by 

9.  Not  limited  by 

patient  motion 

patient  motion 

Provides  more  con- 

10.  Not  as  limited  as  CT  in 

sistent  anatomic  infor- 

cachexic  patients,  infants 

mation  in  the  majority 

and  young  children 

of  patients 

II  types  because  of  its  ready  availability,  relatively  low 
t and  lack  of  patient  risk.  A patient  may  be  initially 
luated  by  CT,  for  example,  and  then  followed  by 
asound  once  the  disease  process  has  stabilized, 
asound  is  also  the  procedure  of  choice  (in  thin  or 
derate-sized  patients  and  those  without  abdominal 
jnds)  for  screening  for  pancreatic  pseudocyst  and  for 
owing  the  course  of  a pseudocyst.  In  obese  patients 
those  with  large  abdominal  wounds  CT  should  be 
d. 

Utrasound  is  considerably  more  operator  and  patient 
>endent  than  CT.  Patients  who  are  obese,  have  much 
vel  gas  or  undergone  recent  barium  exams  are  quite 
icult  to  image  properly.  Thus,  the  overall  imaging 
ability  of  ultrasound  is  more  limited  and  subjective 
n CT.  A number  of  errors  are  associated  with  its 
;rpretation  (Table  6).  The  most  important  are  those 
aciated  with  incomplete  visualization  of  structures 
:ause  of  obesity  and  bowel  gas  and  the  improper 
gnosis  of  cyst  versus  solid  material.  It  is  imperative 
t the  technologist  performing  the  exam  and  the 
/sician  interpreting  it  have  meticulous  technique  and 
familiarity  with  everyday  sonographic  artifacts. 


Table  8 

Relative  Costs  (7/1/81) 
Includes  Professional  Fee  Plus 
Standard  Radiographic  Charge 


Chest  (PA,  lateral,  apical 
lordotic) 

$ 41.00 

Complete  Abdomen 

62.00 

UGI 

122.00 

BE 

109.00 

Body  CT  (with  IV  contrast) 

304.00 

Abdominal  Sonography 

127.00 

Liver-Spleen  Nuclide  Scan 

250.00 

Biliary  Nuclide  Study 

270.00 

Summary 

CT  and  ultrasound  are  quite  useful  techniques  for  the 
diagnosis  of  abdominal  and  pelvic  disease.  They  have 
opened  up  an  entire  new  vista  in  imaging  the  abdomen 
but  their  limitations  and  potential  pitfalls  should  be 
realized.  Their  relative  merits  and  problems  have  to  be 
appreciated  (Table  7)  in  order  to  understand  their  place 
in  patient  management.  They  frequently  are 
complimentary  studies  not  only  between  themselves 
but  in  use  with  ERCP,  THC  and  radionuclide  studies. 
They  offer  more  precise  anatomical  information  than 
radionuclide  studies  but  do  not  give  the  physiological 
information  that  is  often  provided  by  the  nuclear 
medicine  exams.  They  have  the  enormous  advantage  of 
being  able  to  visualize  the  entire  abdomen  and  pelvis 
frequently  revealing  unexpected  significant  findings  in 
body  systems  other  than  those  being  initially 
investigated  (Figure  1).  Nevertheless,  they  give  less 
specific  localized  anatomic  information  than  THC  or 
ERCP.  Finally,  it  should  be  realized  that  the  cost  of  these 
studies  is  not  insignificant  (Table  8).  Thus,  elaborate 
schema  have  been  proposed  for  usage  of  these  various 
modalities  to  maximize  information  gained  and 
minimize  patient  risk  and  cost.^These schema  should  be 
considered  only  as  loose  guidelines  to  help  the 
radiologist  and  referring  physician. 

By  having  a reasonable  understanding  of  the  uses, 
limitations  and  pitfalls  of  CT  and  ultrasound,  the  primary 
care  physician  is  best  able  to  intelligently  refer  patients 
for  these  exams  and  maximize  the  information  gained 
from  them. 
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Abstract 

Language-speech  and  cognitive  functions  were 
compared  in  dementia  patients  with  Alzheimer's 
disease,  Huntington’s  disease,  Parkinson’s  disease  and 
normal  elderly  controls.  Language  impairment  was 
found  to  be  present  in  all  stages  of  dementia  and 
language  tasks  were  found  to  be  more  sensitive  to  the 
presence  of  dementia  than  neuropsychological  tests. 
The  chronology  of  the  dissolution  of  language  functions 
in  dementia  patients  is  presented  followed  by  a 
summary  of  differences  in  language-speech  functions 
between  patients  with  focal  lesions  and  patients  with  the 
diffuse  neuronal  degeneration  associated  with 
dementia. 

Key  Words:  language,  dementia,  Alzheimer’s  disease, 
Parkinson’s  disease,  Huntington’s  disease. 


While  aphasia  syndromes  due  to  the  focal  lesions 
caused  by  stroke  are  well  defined,  language  impairment 
resulting  from  diffuse  neuronal  damage  caused  by 
dementia  producing  illness  is  relatively  undefined. 
Research  of  the  last  decade  suggests  language 
impairment  is  present  in  all  stages  of  dementia. 
Understanding  language  impairment  associated  with 
dementia  is  becoming  more  important  because  the  age 
group  most  affected  by  dementia  is65yearsor  older, the 
fastest  growing  segment  of  the  population.  Currently 


From:  The  University  of  Arizona  FHealth  Sciences  Center,  Department 
of  Speech  and  FHearing  Sciences  (Dr.  Bayles  and  Dr.  Boone), 
Department  of  Psychiatry  (Dr.  Kaszniak),  Department  of  Internal 
Medicine  (Neurology)  (Dr.  Stern),  Tucson,  Arizona  85724.  Reprint 
requests  to  Dr.  Stern.  This  research  was  supported  by  grant  number  5 
R21  AGO2154-02  CMS  from  the  National  Institute  of  Aging. 

308 


24.7  million  Americans  are  65  years  of  age  or  older 
by  the  year  2000  the  65  plus  population  is  expectei 
rise  32%  to  32  million  or  one  out  of  every  eight  persi 
Presently  one  out  of  every  100  persons  65  years  or  o 
is  severely  demented,  and  ten  in  every  100  suffer  fi 
mild  dementia,^  or  between  1.5  and  2 million  Americ 
According  to  Katzman,^  in  the  absence  of  effec 
treatment,  the  prevalence  of  dementia  will  double  in 
lifetime  of  our  children  and  triple  in  the  lifetime  of 
grandchildren. 

Understanding  the  chronology  of  langu 
dissolution  in  neurological  disorders  associated  \ 
dementia  provides  the  clinician  with  a measure 
disease  severity,  as  well  as  a baseline  measure 
objectively  assessing  the  efficacy  of  various  therap 
Further,  knowledge  of  language  competencies 
different  stages  in  dementing  illnesses  enables 
clinician  to  better  communicate  with  the  patient,  as 
the  patient’s  ability  to  function  independently, 
develop  in  the  caretakers  realistic  expectations  of 
patient.  Comparative  studies  of  language  changt 
etiologically  different  dementias  may  aid  the  clinicia 
making  differential  diagnoses  among  neurolog 
disorders  associated  with  dementia  and  dement 
illnesses  and  other  neurological  disorders.  Furthermc 
because  the  morphological  changes  associated  v 
Alzheimer’s  disease,  the  primary  cause  of  deme 
accounting  for  50%  of  dementia  cases,^  are  seen  in 
brains  of  the  healthy  elderly,®  the  study  of  langu 
changes  in  Alzheimer’s  disease  patients  may  prov 
insights  into  the  effects  of  normal  aging. 

A longitudinal  study  of  the  effects  of  certain  demei 
producing  illnesses  on  language  is  presently  be 
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Table  1 

Test  Battery 

ropsychological  Tests 

k Design 

WAIS  subtest;  visuomotor 
construction  test 

larities 

WAIS  subtest;  abstract  verbal 
reasoning  test 

sense  Syllable 
ning  Test 

Learning  test 

'tal  Status 
stionnaire 

Orientation  test 

/ard  Digit 

j 

WAIS  subtest;  sensory 
memory  test 

;uage  Tasks 

i>al  Description  Test 

Creative  language  task 

ling 

;ence  Disambiguation 

Confrontation  naming  test 
Test  of  ability  to  recognize  and 
explain  linguistic  ambiguities 

|ence  Correction  Task 

Test  of  ability  to  recognize  and 
correct  phonological, 
syntactic,  and  semantic  errors 

imatics  Task 

Test  of  ability  to  define  speaker 
intentions  and  recognize 
contextual  effects  on 

utterance  interpretations 

)ody  Picture 
abulary  Test 

1 

Receptive  vocabulary  test 

iducted  at  the  University  of  Arizona.  Language  and 
jnitive  functions  of  30  Alzheimer’s  disease  patients,  15 
j<inson’s  patients,  10  Huntington’s  patients  and  37 
Imal  elderly  are  being  assessed  every  six  months  for 
jee  years.  Unlike  Alzheimer’s  disease  and 
ptington's  disease,  Parkinson’s  disease  is  not  a 
inary  degenerative  dementia^  and  dementia  is  not 
Says  present.  However,  dementia  occurs  in  a 
^ificant  proportion  of  Parkinson  patients.  Incidence 
!S  range  from  20%®  to  77%. ® 
thods 

o be  included  in  the  study,  subjects  had  to  be  native 
akers  of  English,  have  adequate  vision  for  reading, 
pass  with  80%  accuracy  a speech  discrimination  test, 
mentia  patients  were  selected  from  patients 
luated  in  the  Mucio  F.  Delgado  Clinic  for 
Liromuscular  Disorders  at  the  Arizona  Health 
ences  Center  and  the  Tucson  Veterans 
ministration  Medical  Center.  Each  underwent  a 
nplete  neurological  evaluation, 
ive  psychological  and  seven  language  tests  constitute 
test  battery  which  is  being  used  to  assess  cognitive, 
mory/learning,  and  expressive  and  receptive 
guage  functions  (Table  1). 

'analysis  of  variance  was  used  to  make  intergroup 
nparisons  of  test  performances  among  dementia 
lups,  and  dementia  groups  and  normals.  Sensitivity  to 
mentia  of  language  tasks  as  compared  to 
Jropsychological  tests  was  assessed  by  means  of 
criminant  analysis  and  the  computation  of  inter-test 
relations. 


Results 

Language  impairment  was  present  in  all  stages  of 
dementia  and  proportionate  to  cognitive  impairment. 
Subjects  with  a diagnosis  of  Alzheimer’s  disease  were 
most  impaired,  both  cognitively  and  linguistically, 
followed  by  patients  with  Parkinson’s  and  Huntington’s 
disease.  The  performance  profile  of  Parkinson’s  patients 
was  similar  to  that  of  Alzheimer’s  patients  with  the  only 
significantly  different  performance  being  the  poorer 
performance  of  Alzheimer’s  patients  on  the 
confrontation  naming  task.  Huntington’s  patients  were 
better  oriented  than  Alzheimer’s  patients  and 
performed  significantly  better  on  the  confrontation 
naming  task,  and  Block  Design  subtest  of  the  Wechsler 
Adult  Intelligence  Scale,  a visuomotor  construction  task. 

Language  tasks  were  found  more  sensitive  to 
dementia  than  psychological  tests  although  strong 
positive  inter-test  correlations  were  obtained  using 
Pearson  product  moment  correlation  technique. 
Particularly  sensitive  to  dementia  were  the  Sentence 
Disambiguation  Task,  Verbal  Description  Task,  Peabody 
Picture  Vocabulary  Test,  and  that  section  of  the 
Pragmatic  Task  that  assesses  the  ability  of  a subject  to 
recognize  a speaker’s  intent  in  producing  a particular 
utterance. 

Discussion 

Although  a complete  description  of  differences  in  the 
nature  of  language  dissolution  in  etiologically  different 
dementia  patients  must  await  completion  of  the  study, 
several  generalizations  can  be  made  from  research  to 
date  about  the  effects  of  these  dementing  illnesses  on 
language. 

In  the  early  stages  of  dementia,  language  impairment, 
although  present,  may  not  be  clinically  apparent  in 
casual  conversation.  Affected  individuals  have  become 
apathetic  experiencing  a loss  of  desire  to  initiate 
communication.  Patients  are  aware  of  memory 
problems  and  may  attempt  to  conceal  theirdeficiencies. 
They  rely  increasingly  on  well  practiced  verbal  scripts 
and  cliches.  Receptive  vocabulary  is  slightly  depressed 
and  the  referential  boundaries  of  some  words  have 
begun  to  deteriorate.  For  example,  one  patient  used  the 
word  “peach”  to  refer  to  “pear”  and  other  fruits. 
Abstract  features  of  words  and  weak  lexical  associations 
seem  to  be  lost  first.  Within  a semantic  category, 
subordinate  lexical  items  are  lost  before  superordinate; 
that  is,  “peach”  and  “pear”  are  likely  to  be  lost  before 
the  word  “fruit”. Oral  discourse  is  likely  to  be  vague 
and  empty.  Utterances  are,  however,  well  formed 
syntactically  and  phonologically  and  semantic 
paraphasias  are  more  common  than  phonemic.  If  asked 
to  recognize  and  correct  errors  of  syntax  and 
phonology,  patients  experience  no  difficulty. 

Case  Examples 
E:  Examiner 
S:  Subject 

Type:  Huntington’s  Disease 
Severity:  Mild 
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Example:  Subject  was  limited  in  his  ability  to  describe 
common  objects;  ideational  perseveration. 

E:  Tell  me  about  this,  (button) 

S:  This  is  a button.  It  can  be  used  in  many  ways.  It  can  be 
sewed  on  a coat.  This  button  is  grayish  in  color.  And,  uh, 
(unintelligible  word)  say  it’s  grayish  in  color.  It’s  flat.  Uh, 
I’ve  already  said  it’s  gray,  I think.  That’s  about  all.  I can’t 
think  of  anything  else. 

Type:  Alzheimer’s  Disease 
Severity:  Mild 

Example:  Subject  is  unable  even  with  prompting  to 
describe  objects  fully. 

E:  Tell  me  everything  you  can  about  this,  (button) 

S:  It’s  a button,  a large  button  with  two  little  holes  in  it. 
(extended  pause) 

E:  Tell  me  more  about  it. 

S:  Well,  it’s  just  two  little  holes  in  the  button.  I’d  have  to 
say  it  fast  with  two  little  holes  in  it. 

As  dementia  progresses  apathy  increases  and  the 
individual’s  sensitivity  to  the  context  of  the 
communicative  interaction  declines.  Responses  are 
increasingly  egocentric  and  there  is  a growing  disregard 
for  the  conversational  rules  that  operate  between 
normal  speakers.  Impairment  of  recent  memory  has 
made  remembering  the  topic  and  purpose  of  the 
conversation  difficult.  Verbal  perseverations  are 
frequent,  particularly  ideational  repetition,  the 
repetition  of  an  idea  after  another  idea  has  been 
expressed.  Patients  are  impoverished  in  their  ability  to 
generate  sequences  of  related  ideas  or  to  think  of  items 
in  a category.  Receptive  and  expressive  vocabulary 
deficits  are  apparent.  Linguistic  errors  are  rarely  self- 
corrected  even  though  patients  spontaneously  correct 
syntactic  and  phonologic  errors  if  they  are  engaged  in  a 
sentence  repetition  task.  This  phenomenon  of 
spontaneous  correction  exists  even  in  severely 
demented  individuals,  and  has  lead  neurolinguists  to 
conclude  that  the  language  subsystems  of  syntax  and 
phonology  are  less  vulnerable  to  dementia  effects  than 
semantic  and  pragmatic  (knowledge  of  how  to  use 
language). 

Case  Examples 

Type:  Alzheimer’s  Disease 

Example:  Perseveration. 

S:  I don’t  know  much  about  this  button.  I don’t  know 
much  about  it  anyway. 

S:  Well,  well,  gee,  gee,  gee,  bee,  a,  an.  Well  darling,  I 
don’t  know.  Well,  sweetheart,  I don’t  know. 

S:  Cute  little  hammer,  that’s  cute.  I never  seen  one  like 
that.  It’s  very  cute  for  one  thing. 

S:  A nail,  a nail,  it’s  a name  of  it,  it  is  the  name  of  a nail. 
That’s  right.  That’s  right. 

Type:  Huntington’s  Disease 
Severity:  Moderate 

Example:  Misnaming;  inability  to  switch  sets. 

E:  What  is  this?  (button) 

S:  Oh,  that’s  a needle.  But.  . .button  hole  scissors.  And 
they  go  ahead  they  put  buttons  or  they  put,  ss,  that’s  how 
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they  put  buttons  on  your  coat  with  it,  I guess. 

E:  What  does  it  mean  to  describe? 

S:  Well  like  your  a buttoning  your  blouse  would  bi 
example. 

E:  What  does  it  mean  to  guarantee? 

S:  Guarantee  you’re  gonna  get  it.  I guess  we’re  go' 
have  company  or  something.  That  would  bi 
guarantee,  wouldn’t  it? 

Type:  Parkinson’s  Disease 
Severity:  Moderate 

Example:  Misperception;  Inability  to  define. 

E:  Tell  me  about  this,  (marble) 

S:  It’s  like  a candy  and  it’s  nearly  as  light.  You  can  fei 
It’s  light.  Some  liquid  in  it.  It  hasn’t  been  used.  That’s 
way  it  looks  to  me,  orange  color.  Or,  orange  cole 
candy.  Orange  colored  candy  that  you  put  in  ) 
mouth.  That’s  all  I can  think  of. 

In  advanced  dementia  when  patients  are  disorier 
for  time,  place,  and  person,  severely  impaired  in  rec 
and  long-term  memory,  they  may  produce  jar§ 
meaningless  utterances,  or  be  mute.  These  differer 
effects  likely  reflect  the  distribution  and  severity 
degenerative  changes  in  the  brain  but  this  hypoth 
has  yet  to  be  tested.  When  a meaningful  utteranc 
produced,  it  is  usually  a cliche  or  an  account  of  sc 
highly  familiar  past  event.  Patients  are  now  unabh 
form  enduring  memories  and  the  day  to  day  event 
life  are  unretrievable  once  they  have  fallen  fi 
consciousness. 

Syntax  is  often  disturbed  although  words  are 
strung  together  in  a totally  random  fashion 
neologisms  conform  to  the  rules  of  English.  Patii 
often  attempt  to  repeat  word  sequences  they  have 
understood  but  for  which  they  have  retained  a sen! 
image  of  the  phonologic  representation.  Tl 
responses  may  sound  like  those  of  a nor 
monolingual  speaker  who  attempts  to  repeat  a sente 
spoken  in  a foreign  language. 

Case  Examples 

Type:  Alzheimer’s  Disease 

Severity:  Severe 

Example:  Disturbed  syntax  and  meaning. 

E:  Tell  me  about  this,  (green  block) 

S:  Well,  this  is,  uh,  well  now  what  is  that?  Well,  I d( 
know,  these  things  are  so  worried.  Theseare,theyar' 
worried,  they  worried,  they  worried,  they  worried. 
E:  Tell  me  about  this,  (button) 

S:  Right  yes,  on  a button,  very  pretty.  Well  a man,  I u 
to  when  I uh,but  nobody  would  hardly  that.  This  has 
a two  things.  Very  much.  This  you  mean  that  hold  i 
back.  Well,  it  is  a the  first  day  of  a child’s  doesn’t  car 
very  good.  And  uh,  but,  as  time  goes  on  it  becom( 
very  (unintelligible  word). 

Type:  Senile  Dementia:  Alzheimer’s  type 
Severity:  Severe 

Example:  Nonsensical  utterances. 

E:  Tell  me  when  your  birthday  is. 

S:  Huh. 


Table  2 

Differences  and  Similarities 
In  Language-Speech  Between 
Focal  and  Diffuse  Lesions 

guage  Impairment 

Language  Impairment 

to  focal  lesions 

due  to  diffuse  damage 
(dementia) 

Differences 

den  Onset 

Slow  insidious  onset 

?n  only  one  modality 

Multimodality  reduction 

fected 

in  language 

often  express  non- 

Can’t  express  nonverbally 

tally  what  is  difficult 

what  is  difficult  to  express 

xpress  verbally 

verbally 

, of  ability  to 

Loss  of  ability  to 

lipulate  linguistic 

think.  Impairment  of  verbal 

bols 

and  nonverbal  intelligence 

jn  self  correct 

Rarely  self  correct 

?n  express  frustration 

Do  not  express  frustration 

r inability  to 

over  inability  to 

imunicate 

communicate 

?n  dysfluent 
terior  aphasia) 

Generally  verbally  fluent 

lerally  oriented 

Disoriented 

lerally  memory  intact 

Marked  recent  and  long 
term  memory  deficits 

lerally  aware  of 

Gradual  disregard  for 

imunicative  partner 

presence  of  other  people 
and  the  content  of  their 
utterances 

guage  impairment 

Language  impairment 

iroportinate  to  ability 

proportionate  to  deteriora- 

lerform  other 

tion  of  other  mental 

ital  functions 

functions 

history  of  cumulative 

History  of  cumulative 

sening  of  mentation 

worsening  of  mentation 

bal  apraxia 

Motor  functions  spared 
in  Alzheimer’s  disease; 
dysarthia  common  in 
Parkinson's  disease  and 
Huntington’s  disease 

Similarities 

ierveration 
ning  Impairment 

< of  desire  to  initiate 
on 

communicative  interchange 

bal  fluency  (in  posterior  aphasics) 

A/hen's  your  birthday? 

t could  have  been  in  August.  But  there  was  just 
ither  one  and  uh,  and  then  I,  I couldn’t  fight  itoff,so, 
:k. 

omparison  of  the  language  of  dementia  to  language 
lairment  resulting  from  focal  lesions.  Marked 
erences  exist  in  linquistic  and  other  cognitive 
ctions  in  patients  with  focal  damage  in  the  language 
ninant  hemisphere  and  patients  with  diffuse  bilateral 
abral  damage  typical  of  neurological  disorders 
)ciated  with  dementia  (Table  2).  With  a focal  lesion  in 
dominant  frontal  lobe,  the  patient  may  suffer  a loss 
)honologic  and  syntactic  abilities.^"'  Focal  lesions  in 
temporal  lobe  preserve  verbal  fluency  but  cause 


language  comprehension  deficits  and  semantic  and 
syntactic  production  problems. Patients  with  severe 
temporal  lobe  lesions  may  only  produce  jargon.  In 
Alzheimer’s  disease  degenerative  cortical  changes 
occur  bilaterally  primarily  in  the  hippocampus,  frontal 
and  temporal  lobes  and  in  the  early  stage  language 
impairment  is  imperceptible  in  casual  conversation. 
Speech  functions  are  routinely  spared  in  Alzheimer’s 
disease.  In  Parkinson’s  disease  and  Huntington’s  disease 
structures  of  the  basal  ganglia,  as  well  as  the  cortex,  are 
affected  and  patients  suffer  motor  problems  that  may 
interfere  with  respiration,  phonation,  and  articulation. 
In  these  diseases  both  language  and  speech  may  be 
affected  and  motor  speech  problems  may  present 
before  signs  of  language  impairment. 

Linguistically,  patients  with  focal  damage  and  diffuse 
damage  generally  can  be  differentiated  by  the  degree  to 
which  linguistic  impairment  is  proportional  to  cognitive 
impairment.  Aphasics  with  focal  lesions  typically  do  not 
suffer  generalized  cognitive  impairment  and  can 
express  nonlinguistically  that  which  is  hard  to  express 
linguistically.  Additionally,  language  impairment  caused 
by  focal  damage  tends  to  improve  with  time  while  the 
language  of  the  dementia  patient  inexorably 
deteriorates.  Pragmatically,  the  patients  with  focal 
lesions  are  sensitive  to  their  listeners  and  the  context  in 
which  language  is  spoken  but  dementia  patients 
become  increasingly  contextually  insensitive  and  self- 
directed  in  their  communication. 
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Table  1 

Premalignant  Esophagogastric 
Lesions 


Management  of  Premalignant 
Esophagogastric  Lesions 


Richard  E.  Sampliner,  M.D. 


There  are  many  lesions  of  the  esophagus  and  the 
stomach  that  are  recognized  to  have  malignant  potential 
(Table  1).  This  article  will  highlight  the  frequency  of  the 
development  of  cancer  and  will  develop  an  approach  to 
the  rational  management  of  these  premalignant  lesions. 

The  columnar-lined  esophagus  is  the  most  common 
premalignant  lesion  of  the  esophagus.  The  normal 
esophagus  is  lined  with  squamous  epithelium.  The 
development  of  columnar  epithelium  can  bea  response 
to  inflammation.  Although  gastroesophageal  reflux  is  a 
common  condition,  only  about  one-third  of  patients 
with  reflux  have  endoscopic  findings  of  esophagitis.  In 
turn,  eleven  percent  of  patients  with  esophagitis  in  one 
large  series  had  extensive  columnar  lining  of  the 
esophagus.  Overall,  only  about  3.5  percent  of  patients 
with  gastroesophageal  reflux  will  develop  a columnar- 
lined  esophagus.  On  the  background  of  this  columnar 
epithelium,  adenocarcinoma  of  the  esophagus  can 
subsequently  develop  (Table  2).  Although  the  time 
frame  for  the  transition  to  cancer  was  not  defined,  8.6 
percent  of  the  patients  with  columnar-lined  lower 
esophagus  evaluated  by  Naef  had  adenocarcinoma.^ 
Achalasia,  a primary  motility  disorder  of  the 
esophagus  characterized  by  aperistalsis  of  the  body  and 
a high  pressure  lower  esophageal  sphincter  that  fails  to 
relax  completely,  is  another  example  of  an  esophageal 
lesion  associated  with  a high  frequency  of  cancer.  In  the 
Mayo  Clinic  experience  one-half  percent  of  their 
patients  with  achalasia  followed  over  a thirteen-year 
interval  developed  adenocarcinoma  of  the  esophagus.^ 
In  turning  to  the  stomach,  atrophic  gastritis  has  been 
documented  to  have  a high  frequency  of 
adenocarcinoma — 8.6  percent  in  a group  of  patients 
followed  for  19  to  23  years. The  frequency  of  atrophic 
gastritis  in  an  older  population  is  alarmingly  high.  More 
than  half  of  a randomly  selected  population  over  the  age 
of  50  in  a rural  Finnish  village  had  atrophic  gastritis.®  If  we 
accept  an  8.6  percent  frequency  of  the  development  of 
carcinoma  in  this  group  over  a prolonged  follow-up 
interval,  the  implications  are  astounding.  The  frequency 
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Esophagus  Columnar  epithelium 

(Barrett’s) 

Achalasia 
Lye  stricture 

Stomach  Atrophic  gastritis 

Adenomatous  polyps 
Pernicious  anemia 
Postgastric  surgery 


of  gastric  carcinoma  in  the  elderly  would  seem  tot 
limited  only  by  the  age  to  which  they  live. 

In  contrast  to  the  colon,  the  majority  of  polyps  in  j 
stomach  are  regenerative  (hyperplastic)  rather  th 
adenomatous.  Adenomatous  polyps  have  the  potenj 
to  develop  malignancy.  This  potential  is  clearly  sij 
related,  being  greater  for  polyps  over  two  centimeter! 
diameter.® 

Studies  of  pernicious  anemia  have  reporter 
frequency  of  adenocarcinoma  of  the  stomach  rang 
from  4 to  13  percent.  The  high  figure  is  from  a sei 
followed  for  13  years. ^ 

The  postoperative  stomach  poses  another  probkj 
Gastroenterologists  are  familiar  with  the  problem: 
“stomatitis,”  inflammation  of  the  gastric  mucj 
adjacent  to  the  anastomosis,  and  so-called  “li 
gastritis.”  Less  commonly  recognized  is  ii 
development  of  adenocarcinoma  of  the  gastric  sturl 
In  asymptomatic  patients  the  frequency  I 
adenocarcinoma  ranges  up  to  3.7  percent.®'®  i 
symptomatic  patients  it  appears  to  be  even  highe^ 
Adenocarcinoma  develops  in  patients  who  have  h 
gastric  surgery  for  benign  conditions.  1i 
adenocarcinoma  occurs  after  operative  proceduii 
including  Billroth  I and  Billroth  II  anastomoses  i\ 
simple  gastroenterostomies."  Cancer  occurs  on  i 
gastric  side  of  the  anastomosis. 

The  frequency  data  demonstrating  the  associat) 
between  upper  Gl  problems  and  the  development! 
cancer  has  been  reviewed.  Are  there  any  commonali  * 
among  these  premalignant  conditions?  Chrm 
inflammation  is  an  aspect  of  most  of  these  condition' 
chronic  stasis,  esophagitis,  bile  reflux,  gastritis.  A kj 
period  of  latency  from  the  onset  of  the  problem  to  I 
recognition  of  the  development  of  cancer  is  typical,  li 
timing  of  the  onset  of  the  condition  is  most  clear  in  « 
setting  of  gastric  surgery  where  the  latency  interval  is  I 
to  fifteen  years.  Often  an  additional  common  featuri 
that  the  patient  is  asymptomatic  or  has  nonspeo 
s’ymptoms  that  do  not  suggest  the  development! 
cancer. 

There  are  many  problematic  aspects  to  th  i 
premalignant  esophagogastric  conditions.  Detectioi! 
difficult — the  symptoms  are  similar  to  those  of  i 
underlying  predisposing  condition.  The  preci 
histologic  precursors  of  cancer  have  not  been  defin! 
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Table  2 

Premalignant  Lesions  and 
Estimated  Frequency  of 
Carcinoma 


Percent  Cancer 

8.6 

0.5 

8.6 

Size  dependent 

4-13 

0-8.9 


ispective  studies  defining  the  risk  of  dysplasia  in  the 
per  GI  tract  have  yet  to  be  reported.  Convincing 
l^rmation  is  beginning  to  accumulate  in  relation  to 
jplasia  of  the  colon,  specifically  in  the  setting  of 
erative  colitis.  However,  this  kind  of  information 
!?s  not  exist  for  the  upper  GI  tract,  rather  there  are 
ated  case  reports.  Additionally,  because  of  differing 
gnoses  it  is  not  clear  if  early  surgical  intervention  in 
esophagus  and  stomach  will  be  as  successful  as  in  the 
Dn.  Population  differences  must  be  taken  into 
ount  in  applying  study  results.  There  are  well- 
ognized  differences  in  the  frequency  of  gastric 
cer  in  different  populations.  For  example,  many  of 
studies  cited  are  from  Scandinavia,  where  there  is  a 

tier  frequency  of  gastric  cancer  than  there  is  in  the 
ted  States.  It  is  difficult  to  project  from  rural  Finland 
(the  urban  United  States.  However,  the  report  on 
umnar-lined  esophagus  and  a number  of  the  series  in 
I postgastrectomy  setting  are  from  the  United  States 
curope. 

low  do  we  effectively  screen  these  patients?  What  is 
appropriate  interval  for  such  screening?  Turning 
cifically  to  esophageal  columnar  epithelium,  there 
a number  of  problems.  The  time  for  the 
elopment  of  carcinoma  in  the  presence  of  the 
umnar-lined  esophagus  is  not  defined.  The  role  of 
ireflex  surgery  as  an  intervention  in  the  process  of 
isformation  of  columnar  epithelium  to  malignancy  is 
clear.  Although  there  are  reports  of  the  reversion  of 
umnar  epithelium  to  squamous  epithelium  after 
ireflex  surgery,  this  is  not  a uniform  occurrence. 
jf’s  series  includes  a patient  who  had  antireflux 
gery  and  subsequently  went  on  to  develop 
cinoma  of  the  esophagus.  If  we  identify  histologic 
plasia  in  the  setting  of  a columnar-lined  esophagus, 
at  is  the  next  appropriate  step?  Here  we  have  to 
ance  the  risk  of  esophagectomy  versus  the  risk  of  the 
'elopment  of  invasive  carcinoma. 
fow  can  we  manage  patients  with  these  premalignant 
iditions?  In  the  setting  of  the  lack  of  adequate 
armation,  we  must  still  formulate  an  approach  (Table 
Systematic  screening  is  clearly  essential.  After  an 
aropriate  latency  interval — ten  to  fifteen  years,  for 
mple,  in  the  postgastric  surgery  setting — screening 


ion 

phageal  columnar 

ithelium 

lalasia 

ophic  gastritis 
?nomatous  polyps 
nicious  anemia 
tgastric  surgery 


Table  3 

Management  of  Premalignant 
Lesions 


Accurate  diagnosis 
Systematic  endoscopic  screening 
Regular  intervals 


should  be  conducted  at  regular  intervals.  It  should 
include  endoscopy  with  systematic  biopsy  and  brush 
cytology,  plus  additional  biopsy  and  cytology  of  any 
suspicious  lesions.  The  identification  of  severe  dysplasia 
should  lead  to  a repeat  endoscopy  and  if  dysplasia  is  a 
consistent  finding,  then  serious  consideration  needs  to 
be  given  to  surgical  therapy. 

To  put  these  premalignant  conditions  in  perspective  it 
is  necessary  to  recognize  that  they  account  for  only  a 
small  percentage  of  all  upper  gastrointestinal 
carcinomas.  Prevention  of  upper  GI  malignancy  will 
require  a better  understanding  of  causal  factors  and  the 
development  of  adequate  screening  procedures.  We 
need  better  prospective  studies  in  well-defined  groups 
of  patients  to  obtain  better  risk  information  for  planning 
the  management  of  these  patients. 

In  conclusion,  esophagogastric  premalignant 
conditions  have  been  highlighted.  Awareness  of  the 
association  of  these  conditions  with  the  development  of 
cancer  is  key  for  detection.  In  the  absence  of  complete 
information,  a program  is  proposed  to  screen  patients 
with  these  conditions  for  the  early  detection  of  cancer. 
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Pneumatic  Counterpressure 


Arthur  B.  Sanders,  M.D. 


The  use  of  pneumatic  counterpressure  in  clinical 
medicine  dates  back  to  1903  when  Crile  used  an 
inflatable  rubber  suit  for  postural  hypotension.  He  later 
described  a dramatic  response  to  the  suit  in  a patient 
with  hemorrhagic  shock.'  The  idea  was  lost  until  World 
War  II  when  the  G suit  was  developed  to  prevent  CNS 
ischemia  from  gravity  forces  during  flight.  Its  use  has 
been  a part  of  aerospace  medicine  ever  since.  In  the 
1950’s  and  1960’s  a gradual  body  of  literature  was  built  up 
on  the  use  of  pneumatic  counterpressure  in  a variety  of 
clinical  situations,  including  hemorrhagic  shock. 
Recently,  Peligra  and  Sandberg  reviewed  174  case 
reports  where  circumferential  pneumatic  compression 
was  used  to  control  massive  intra-abdominal  bleeding 
from  diverse  causes,  such  as  aortic  aneurysms,  pelvic 
fractures,  penetrating  abdominal  trauma,  and  post- 
partum hemorrhage.  At  the  same  time,  animal 
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experiments  showed  that  pneumatic  counterpressi 
was  effective  in  controlling  hemorrhage.''^  Only  in  t 
past  decade,  however,  did  the  use  of  pneuma 
counterpressure  become  commonplace.  The  rise 
emergency  medicine  as  an  independent  discipline  a 
the  development  of  a prehospital  care  system  focus 
attention  on  the  need  for  treating  intra-abdomi 
hemorrhage  in  the  field.  Circumferential  pneuma 
counterpressure  applied  through  antishock  trousers  I 
become  a mainstay  in  the  prehospital  care  treatment 
trauma  patients.  Several  studies  have  shown  t 
antishock  trousers  to  be  practical,  clinically  effect! 
and  possess  remarkably  few  side  effects  in  t 
prehospital  treatment  of  hemorrhagic  shock. ^ ^ 
Circumferential  pneumatic  counterpressure  can 
applied  to  humans  through  several  devices  which  ; 
commercially  available.  The  terms  in  the  medi 
literature  referring  to  essentially  the  same  devices  ; 
somewhat  confusing.  It  has  been  referred  to  as  M/^ 
suit,  G suit,  antishock  trousers,  medical  antishc 
trousers,  military  antishock  trousers,  antishock  garme 
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iishock  airpants,  external  counterpressure  device, 
2umatic  trousers,  counterpressure  suit,  etc.  Actually, 
\ST  suit  is  a trade  name  which  the  David  Clark 
mpany  uses  to  refer  to  their  device.  The  name  is  so 
Dular,  however,  that  it  has  become  common  usage  for 
device.  Jobst  is  the  other  company  which 
mufactures  antishock  airpants.  Both  are  effective  in 
'hospital  care. 

he  primary  indication  for  the  counterpressure  device 
lemorrhagic  shock,  especially  if  the  hemorrhage  is  in 
■ fower  half  of  the  body.  It  provides  two  basic 
iictions.  First,  it  helps  stop  the  bleeding  vessel  under 
[ suit.^'^  Laplace’s  Law  describes  the  circumferential 
lision  which  keeps  a vessel  open.  This  circumferential 
jision  is  equal  to  the  transmural  pressure  in  the  vessel 
lltiplied  by  the  radius.  When  a counterpressure 
|/ice  is  applied  the  extraluminal  pressure  rises  causing 
transmural  pressure  to  decrease  and  the  radius  of  the 
sel  decreases.  Therefore,  the  circumferential  tension 
reases  and  the  tear  in  the  vessel  would  be  more  likely 
blot  off.^  In  addition,  Poiseuille’s  Law  relates  the  blood 
|w  in  a vessel  to  the  fourth  power  of  the  radius  of  the 
[sel.  Since  the  external  counterpressure  causes  the 
pus  to  decrease  in  size,  blood  flow  will  decrease  to  the 
irth  power  and  peripheral  resistance  will  increase  to 
\ fourth  power.  Thus,  small  changes  in  the  radius  can 
fount  for  large  changes  in  the  blood  flow  and 
ppheral  resistance.  The  second  important  effect  of 
f counterpressure  device  is  that  it  raises  the  blood 
Assure.  For  years,  it  had  been  estimated  in  the 
prature  that  when  the  counterpressure  devices  are 
blied,  750  ml  to  2000  ml  of  blood  is  autotransfersed 
^o  the  central  circulation.  This  increase  in  volume  to 
f heart  (preload)  increases  the  cardiac  output  which 
iuld  account  for  the  observed  increase  in  blood 
sssure.  Recently  Gaffney  and  his  colleagues^  showed 
It  in  a normal  human  being  there  is  very  little  change 
cardiac  output  and  stroke  volume  when  the  MAST  suit 
applied.  However,  the  blood  pressure  increased 
nificantly.  This  could  only  be  explained  by  the 
Tease  in  the  calculated  peripheral  vascular  resistance, 
us,  even  in  patients  in  shock,  it  is  inferred  that  most  of 
? increase  in  blood  pressure  seen  after  the 
^nterpressure  device  is  applied  is  due  to  an  increase 
peripheral  vascular  resistance. 

f'here  is  much  concern  about  the  possible 
mplications  of  the  use  of  pneumaticcounterpressure. 
ben  concerned  with  the  short  term  use  until  more 
finite  therapy  could  be  instituted,  complications  are 
[e.  The  counterpressure  device  is  contraindicated  in 
& setting  of  pulmonary  edema  or  cardiogenic  shock, 
e increased  afterload  would  worsen  these  conditions, 
ere  was  concern  that  the  counterpressure  devices 
)uld  increase  intracranial  pressure  and  worsen  head 
uries.  Two  recent  studies  in  dogs  have  shown  that 
racranial  pressure  is  not  significantly  increased  when 
plied  in  the  setting  of  hypovolemic  shock. A 
crease  in  respiratory  vital  capacity  has  been 
served;'”  however,  alveolar  ventilation  is  not 


significantly  impaired."  Lactic  acidosis  has  been  noted 
in  dogs'^”  but  it  involved  prolonged  use  and  has  not 
been  substantiated  in  clinical  practice.^  Compartment 
syndromes  have  been  reported  as  case  reports'”  but  the 
cause  and  effect  relationships  are  far  from  clear.  When 
the  counterpressure  suit  is  in  place,  it  limits  access  for 
the  physician  to  the  lower  half  of  the  body.  Femoral  and 
saphenous  intravenous  lines  cannot  be  placed.  The 
lower  abdomen,  pelvis,  and  lower  extremities  cannot  be 
examined.  Nevertheless,  the  physician  must  avoid  the 
temptation  to  remove  the  counterpressure  suit  rapidly. 
Removal  will  cause  a sudden  decrease  in  peripheral 
vascular  resistance  and  could  put  the  patient  back  into 
shock.  Slow  decompression  of  one  compartment  at  a 
time  while  monitoring  the  blood  pressure  and  pulse, 
and  infusing  appropriate  intravenous  fluids  should  be 
the  only  way  the  device  is  removed. 

In  summary,  pneumatic  counterpressure  devices  are 
clinically  effective  tools  with  which  physicians  should 
become  familiar.  The  primary  indication  for  their  use  is 
in  the  prehospital  care  of  hemorrhagic  shock.  They 
increase  blood  pressure  primarily  by  increasing 
peripheral  vascular  resistance.  They  help  slow  or  stop  a 
hemorrhaging  vessel  by  decreasing  circumferential 
tension.  For  the  short-term  use  in  the  acute  setting, 
pulmonary  edema  or  cardiogenic  shock  are  the  only 
contraindications.  For  long-term  use  (such  as  for  pelvic 
fractures  or  orthostatic  hypotension),  attention  to  acid 
base,  respiratory,  and  renal  status  is  indicated,  as  well  as 
observing  for  signs  of  compartment  syndromes.  Caution 
is  advised  upon  removal  of  a counterpressure  suit 
observing  for  signs  of  hypotension. 
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Cervical  Carcinoma: 

The  Case  against  Herpesvirus 

Barry  D.  Weiss,  M.D. 


Abstract 

The  American  Cancer  Society  recently  recommended 
decreasing  the  frequency  of  PAP  smears  except  for 
women  at  high  risk.  Previous  genital  herpes  infection  is  a 
high  risk  factor. 

The  evidence  that  herpes  simplex  II  causes  cervical 
carcinoma  includes  epidemiologic  studies  showing  this 
cancer  to  be  venereally  transmitted.  The  virus  has  been 
isolated  from  cervical  tumor  cells.  Women  who  have  or 
who  will  develop  cervical  cancer  have  serologic 
evidence  of  herpes  infection  more  often  than  controls. 
Herpes  virus  DNA  has  been  found  in  the  genome  of 
cervical  cancer  cells.  Sperm  factors  may  also  contribute. 


The  American  Cancer  Society  recently  modified  its 
recommendations  for  cervical  cancer  screening.  The 
new  regimen  includes  yearly  PAP  smears  for  two 
consecutive  years,  beginning  with  the  onset  of  sexual 
activity.  If  both  of  these  studies  are  normal,  screening 
can  then  be  carried  out  every  three  years.'  These 
recommendations  do  not,  however,  apply  to  those 
women  who  are  at  high  risk  for  cervical  cancer. 

High  risk  factors,  developed  by  the  Canadian 
Department  of  National  Health  and  Welfare,  include 
previous  abnormal  cervical  cytology,  early  onset  of 
sexual  activity,  and  multiple  sexual  partners.^  The  later 
two  factors  tend  to  be  interrelated;  women  who 
experience  first  intercourse  at  an  early  age  will  also  tend 
to  have  a greater  number  of  sexual  partners.  The  medical 
literature  suggests  a wide  range  of  definitions  for  these 
criteria.  Multiple  coital  partners  is  variably  defined  as 
anywhere  from  more  than  two  to  more  than  four 
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partners.  The  onset  of  sexual  activity  before 
fourteen  is  universally  felt  to  be  early;  some  auti 
define  it  as  coitus  before  age  eighteen.^ 

Prenatal  exposure  to  diethylstilbestrol  (DES)  is 
considered  a high  risk  factor.  Although  at  preser 
definite  association  only  exists  between  DES  and  cl 
cell  adenocarcinoma  of  the  cervix  and  vagina,  rec 
data  show  an  increased  incidence  of  dysplastic  char 
in  PAP  smears  from  these  women.  They  may,  ovt 
longer  time  period,  prove  to  be  at  increased  risk 
squamous  carcinoma.  Yearly  cervical  cytology  for  th 
women  would  probably  be  prudent.^ 

A history  of  prior  genital  herpes  infection  also  plac 
patient  at  high  risk.  This  paper  will  review  the  evide 
linking  herpes  simplex  type  II,  the  common  etio 
agent  of  genital  herpes,  to  squamous  cell  carcinom 
the  cervix. 

It  has  been  clearly  established  that  herpesviruses 
oncogenic.  Animal  models  demonstrates  that  th 
DNA  viruses  can  induce  malignant  neoplasms  in  sevi 
species.  Marek’s  disease  is  a lymphoproliferative  disc 
of  chickens  which  is  induced  by  a herpesvir 
Lymphomas  in  non-human  primates,  including  babo 
and  marmosets,  have  been  linked  to  this  viral  agent. 
herpesvirus  has  also  been  shown  to  have  a role  in  n 
lymphoid  tumors.  Lu eke  tumor,  a renal  adenocarcinc 
in  frogs,  is  the  best  example.® 

Strong  evidence  also  exists  to  suggest  that  her 
group  viruses  cause  tumors  in  man.  The  Epstein-E 
virus,  a herpesvirus  which  causes  infecti( 
mononucleosis,  has  been  strongly  associated  v 
Burkitt  lymphoma  and  nasopharyngeal  carcinoma 
humans.'"'''^ 

The  herpes  simplex  type  II  virus  has  been  isola 
from  in  vitro  cultures  of  human  cervical  tumor  ct 
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Ivever,  this  does  not  prove  causation  because  the 
jsibility  exists  that  the  virus  was  present  as  a secondary 
iader,  without  an  etiologic  role.® 

:he  first  indication  that  the  genital  herpesvirus  might 
1 associated  with  cervical  cancer  came  with  the 
Jzation  that  this  tumor  behaves  as  if  it  were  a 
ereal  disease.  It  is  more  frequent  in  women  who 
erience  first  coitus  at  an  early  age  and  among  those 
1 multiple  sexual  partners.®  It  is  most  frequent  in 
stitutes  and  is  absent  in  children  and  adult  virgins.® 
/vever,  although  this  type  of  evidence  suggests 
lereal  transmission,  it  does  not  specifically 
iminate  the  herpesvirus. 

here  are  also  examples  of  what  appears  to  be  direct 
?ad,  in  which  two  wives  of  the  same  man  have  both 
eloped  cervical  cancer.^®  In  fact,  if  a woman  marries  a 

1 who,  previously  or  subsequently,  was  married  to 
ither  woman  who  developed  cervical  cancer,  her  risk 
developing  the  disease  is  increased  at  least  two-  or 
?e-fold.®  This  effect  may  be  explained  by  recent 
?arch  suggesting  that  sperm  may  act  as  a promoter  of 
:inogensis.  Studies  in  which  cervical  epithelial  cells 
exposed  to  herpes  simplex  II  virus  in  the  presence  of 
rm  demonstrate  a greater  induction  of  atypia  and 
plasia  when  compared  to  other  in  vitro  systems, 
istituents  of  the  sperm  head  are  thought  to  be 
ential  perturbers  of  the  cell  genome  in  susceptible 
s (i.e.,  cells  infected  with  herpesvirus).^^ 

■lore  suggestive  evidence  is  derived  from  studies 
ch  demonstrate  that  women  who  have  carcinoma  of 
cervix  are  more  likely  to  have  serologic  indication  of 
vious  herpesvirus  infection  than  are  groups  of 
■itrol  women.  Neutralizing  antibody  against 
pesvirus  can  be  found  in  80%-98%  of  women  with 
vical  carcinoma,  but  in  only  approximately  50%  of 
itrols.®'^®  However,  many  of  these  studies  are 
^founded  by  a high  rate  of  cross-reactivity  between 
jtralizing  antibodies  against  genital  (type  II)  and 
io-labial  (type  I)  herpes  simplex, 
ortunately,  a type  II  specific  herpes  simplex  antigen 
been  isolated.  When  antibodies  against  this  antigen, 
f)wn  as  the  AG-4  antigen,  are  measured,  the 
ptionship  between  herpesvirus  and  cervical  cancer 
:omes  more  remarkable.  Ninety-one  percent  of 
men  with  this  cancer  are  positive  for  anti-AG-4, 
ereas  only  0%-9%  of  controls  have  this  antibody. 
netheless,  this  data  also  does  not  prove  that 
pesvirus  is  not  merely  a secondary  invader  of  cervical 
:cinoma  cells. 

’here  is,  however,  serologic  and  other  evidence  to 
;gest  that  this  is  not  the  case.  When  type-specific 
ibody  titers  are  measured  in  a group  of  women  who 
followed  until  some  of  them  subsequently  develop 
cinoma  of  the  cervix,  there  is  a significantly  higher 

2 of  positive  antibody  in  those  women  who  ultimately 
/elop  cancer.  In  one  study,  antibodies  were  present  in 
o of  patients  who  subsequently  developed  cervical 
icer,  but  in  only  7%  of  matched  control  women  who 

not  develop  carcinoma  during  the  same  period  of 


observation  (up  to  ten  years). This  provides  evidence 
that  herpetic  infection  precedes  neoplastic  trans- 
formation of  cervical  cells. 

Perhaps  the  most  impressive  data  comes  from  studies 
of  DNA  sequences  of  neoplastic  cells.  DNA  sequences 
which  correspond  exactly  to  portions  of  the  herpes 
simplex  type  II  genome  have  been  found  in  cervical 
tumor  cells. The  implication  of  this  finding  is  that 
herpesvirus  DNA  has  become  incorporated  into  the 
genome  of  the  cervical  epithelial  cell,  causing  its 
neoplastic  transformation. 

Thus,  the  evidence  is  quite  clear  that  cervical 
carcinoma  is  a sexually  transmitted  disease.  There  is  also 
very  strong  evidence  that  herpes  simplex  type  II  is  an 
etiologic  agent  of  this  disease,  although  a direct  cause 
and  effect  probably  does  not  exist.  Other  factors  in 
addition  to  herpetic  infection  seem  necessary  to  induce 
cancer  since  not  every  woman  who  has  had  a genital 
herpes  mfection  will  develop  cancer. 

Carcinoma  of  the  cervix  probably  has  a multifactorial 
etiology  with  herpes  simplex  II  playing  a central  role. 
The  possible  contribution  of  sperm  has  been  discussed. 
There  is  also  some  suggestion  from  in  vitro  work  that 
estrogen  hormones  may  be  involved,  but  this  is  not 
certain.^’  Undoubtably,  currently  unidentified  factors 
also  contribute. 
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Table  1 

Enrollment  Criteria 


Medical  and  Developmental 
Outcomes  Among  Navajo 
Infants  from  High-Risk 
Social  Environments 

W.  Thomas  Boyce,  M.D. 

Barbara  Crowley,  M.D. 

Susanne  Hays,  R.N. 

Jane  Curtis,  R.N. 

Eleanor  McClure,  R.N. 


Infants  who  are  vulnerable  to  adverse  changes  in 
health  or  developmental  status  can  be  usefully  divided 
into  three  separable,  but  often  overlapping  populations 
at  risk.  These  are:  1)  infants  with  aberrant 
developmental  or  medical  prognoses  related  to 
disorders  with  established  risk,  e.g.,  Down  syndrome;  2) 
infants  at  biological  risk  as  determined  by  increased 
probability  of  disease  or  developmental  delay 
consequent  to  biological  insults;  and  3)  biologically 
sound  infants  for  whom  environmental  or  psychosocial 
factors  impart  an  increased  probability  of  unfavorable 
outcomes.'  A variety  of  studies  have  addressed  the 
medical  and  developmental  concomitants  of 
established  and  biological  risk  factors.'''  Little  work, 
however,  has  focused  on  health  outcomes  among 
infants  at  risk  on  the  basis  of  purely  environmental 
criteria.^  ® 

This  study  examined  medical  and  developmental 
outcomes  during  the  first  year  of  life  in  a cohort  of 
biologically  normal  Navajo  infants,  each  of  whom  met  at 
least  one  conventional  criterion  for  social  or 
environmental  risk.  The  primary  objective  of  the  study 
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Social-environmental  risk  criteria: 

At  least  one  met  in  families  of  enrolled  infants 
(number  of  families  meeting  individual  criterion) 
Maternal  age  < 17  years  or  > 34  years  (13) 

Maternal  education  < 9th  grade  (29) 

Less  than  two  prenatal  visits  (18) 

Number  of  children  > 6 (11) 

Previous  sibling  death  (5) 

Absence  of  paternal  support  (11) 

Established  or  biological  risk  criteria: 

None  met  in  enrolled  infants 

Medical  diagnosis  known  to  promote  developmenta 
biological  risk 

Prematurity  (estimated  gestational  age  < 38  weeks) 
Postmaturity  (estimated  gestational  age  age  > 42  week 
Apgar  score  < 5 at  one  minute  or  < 8 at  five  minutes 
Medical  problem  requiring  hospital  admission  > 3 da; 
the  newborn  period 


Table  2 

Distribution  of  Outcome  Variables 


Standard 


Mean 

Deviation 

Rai 

Number  of  well  child  visits 

2.2  (42) 

1.8 

0- 

Number  of  illness  visits 

5.2  (43) 

4.2 

0-; 

Number  of  hospital  admissions 

0.6  (43) 

1.2 

0- 

Hematocrit  (%) 

39  (29) 

3 

32- 

Weight  percentile 

45  (38) 

29 

1- 

Bayley  developmental  score* 

102  (29) 

9 

86- 

* Average  of  psychomotor  and  mental  subscale  scores 


was  to  provide  a descriptive  survey  of  selected  he 
outcomes  among  environmentally  at-risk  Na\ 
infants.  A second  objective  was  to  assess  the  degre' 
which  individual  risk  factors  were  associated  v 
adverse  outcomes,  within  the  cohort  of  high-risk  infa 
Methods 

All  Navajo  infants  born  at  the  Indian  Health  Ser’ 
Hospital  in  Crownpoint,  New  Mexico  from  May  197 
May  1979  were  screened  for  enrollment  in  a one-) 
follow-up  study.  Forty-seven  newborns  were  selec 
on  the  basis  of  their  meeting:  a)  at  least  one  of  the  soc 
environmental  risk  criteria,  and  b)  none  of  the  biolog 
risk  criteria  shown  in  Table  1.  Social  risk  criteria  v\ 
modelled  after  previously  used  indicators 
environmental  risk,^  with  modifications  for  use  i 
Navajo  population.  Forty-three  of  the  47  families  agr 
to  participate. 

Each  of  the  study  infants  received  both  illness  and  \ 
child  care  at  the  Crownpoint  IHS  Hospital  during 
first  year  of  life.  At  the  end  of  the  first  year,  a deta 
review  of  the  medical  record  was  completed  in  orde 
assess  outcomes  reflecting  use  of  health  services,  illr 
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Table  3 

Mean  Outcome  Variable  Scores  in  the  Presence  Versus  (Absence)  of  Individual  Risk  Factors 


Risk  Criteria 

Maternal  Maternal  Prenatal 

Age  Education  Care 


Number  of 
Children 


Sibling 

Death 


Paternal 

Support 


child  visits 

2.2 

( 2.2) 

2.3 

( 1.9) 

1.8 

( 2.5) 

1.6 

( 2.4) 

1.2 

( 2.3) 

2.3 

( 2.2) 

ss  visits 

4.4 

( 5.6) 

5.1 

( 5.4) 

3.5 

( 6.4)* 

4.6 

( 5.4) 

6.8 

( 5.0) 

6.3 

( 4.8) 

issions 

0.4 

( 0.7) 

0.6 

( 0.5) 

0.2 

( 0.8) 

0.8 

( 0.5) 

1.0 

( 0.5) 

0.5 

( 0.6) 

atocrit 

41 

( 38  ) 

39 

( 40  ) 

40 

( 39  ) 

39 

( 39  ) 

38 

( 39  ) 

39 

( 39  ) 

;ht  percentile 

48 

( 44  ) 

48 

( 38  ) 

50 

( 41  ) 

51 

( 43  ) 

38 

( 46  ) 

41 

( 46  ) 

?y  score  101  (103  ) 

05  by  t-test  for  difference  between 

101 

means 

(105  ) 

102 

(102  ) 

103 

(102  ) 

104 

(102  ) 

103 

(102  ) 

erience,  and  health  status.  Outcome  variables 
uded  the  number  of  well  child  visits,  illness  visits,  and 
pital  admissions,  the  hematocrit,  and  the  weight 
centile.  Medical  records  at  the  two  IHS  hospitals 
icent  to  the  Crownpoint  service  unit  were  also 
/eyed  in  order  to  ascertain  other  contacts  with 
rnative  sources  of  care. 

T addition,  the  Bayley  Scales  of  Infant  Development 
e administered  to  29  of  the  43  infants  at  age  n to  13 
nths  by  a developmental  nurse-specialist.  The 
iodemographic  characteristics  of  the  29  families 
ase  infants  received  a developmental  evaluation  did 
differ  significantly  from  those  of  the  remaining  14 
ilies  whose  infants  were  not  tested, 
ults 

wo  of  the  43  infants  died  during  their  first  year,  one  in 
lotor  vehicle  accident  and  another  as  a result  of 
rhea  and  dehydration.  For  two  other  infants, 
fence  of  abandonment  or  neglect  resulted  in 
iporary  placement  in  foster  care. 

1 contrast,  a majority  of  the  study  infants  had  good 
comes  during  the  first  year  of  life.  Table  2 shows  the 
come  variables  assessed,  with  their  distributions  in 


achieve  statistical  significance  on  the  basis  of  chance 
alone,  it  appears  unlikely  that  any  important  differences 
in  outcome  were  associated  with  the  presence  of  an 
individual  risk  factor. 

Discussion 

These  findings  suggest  that  Navajo  infants  considered 
environmentally  high  risk  on  the  basis  of  conventional 
criteria  have  medical  and  developmental  outcomes 
which  are  almost  universally  good.  At  one  year  of  age, 
only  four  of  43  infants  had  sustained  severely  adverse 
outcomes.  The  remaining  39  infants  appeared  healthy 
and  normal  in  all  respects. 

Further  examination  of  outcomes  broken  down 
according  to  the  presence  or  absence  of  individual  risk 
factors  revealed  no  consistent  associations.  This  result 
indicates  that,  within  the  “high-risk”  cohort,  none  of  the 
conventional  risk  factors  were  an  important  predictor  of 
health  outcomes. 

Taken  together,  these  conclusions  suggest  that 
conventional  criteria  for  social  or  environmental  risk 
may  be  less  applicable  in  special  populations  or  in  cross- 
cultural  settings.  Further  work  should  be  directed 
toward  the  identification  of  environmental  risk  criteria 


study  population.  The  mean  number  of  illness  visits 
more  than  twice  the  mean  for  well  child  visits,  and 
!-third  of  the  infants  were  admitted  to  a hospital  at 
^e  time  during  the  first  year  of  life.  Not  unexpectedly, 
se  findings  suggest  greater  utilization  of  health  care 
/ices  during  periods  of  acute  illness,  with  only  sparse 
tact  for  the  provision  of  well  child  care.  Despite  this 
itive  paucity  of  “health  maintenance”  activities,  no 
ints  were  profoundly  anemic,  only  two  (5%)  were  less 
n the  fifth  percentile  on  weight,  and  none  were 
elopmentally  delayed. 

)utcomes  were  further  examined  by  assessing  the 
;ree  to  which  individual  risk  criteria  were  associated 
T significant  differences  in  mean  outcome  scores.  For 
h combination  of  risk  factor  and  outcome  variable, 
mean  outcome  score  for  the  sub-population  having 
risk  factor  was  compared  to  the  score  for  the  sub- 
)ulation  not  having  the  risk  factor.  As  shown  in  Table 
only  one  of  the  36  potential  comparisons 
nonstrated  a significant  difference  at  the  .05  level. 
:e  one  of  20  such  comparisons  would  be  expected  to 


which  are  specific  to  the  social  context  and  cultural 
identity  of  the  Navajo  people. 
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Ventricular  Septal  Rupture  in  Acute  Myocardial  Infarction 


Paul  E.  Fenster,  M.D. 
Neal  White,  M.D. 


Introduction 

Ventricular  septal  rupture  is  an  uncommon,  but 
dramatic  and  serious  complication  of  myocardial 
infarction.  Although  clinical  findings  usually  suggest  the 
diagnosis,  special  studies  are  needed  to  confirm  the 
occurrence  of  septal  rupture.  Furthermore,  a number  of 
other  complications  of  myocardial  infarction  may  mimic 
some  of  the  clinical  and  hemodynamic  findings.  The 
diagnosis  may  be  particularly  difficult  if  other 
complications  are  simultaneously  present.  Any 
complication  resulting  in  hemodynamic  compromise  in 
acute  myocardial  infarction  must  be  rapidly  and 
accurately  diagnosed  and  appropriately  treated.  In  this 
case  presentation,  the  differential  diagnosis  of 
hemodynamic  compromise  in  acute  myocardial 
infarction  is  discussed. 

Case  Report 

A 64-year-old  white  female  was  brought  to  University 
Hospital  after  an  episode  of  severe  chest  pain. 

The  patient  had  no  known  cardiac  disease  and  was  in 
generally  good  health.  She  had  been  told  intermittently 
in  the  past  of  hypertension  but  was  not  under  therapy. 

From:  University  of  Arizona  FHealth  Sciences  Center,  Department  of 
Internal  Medicine,  Tucson,  Arizona  85724.  Dr  Fenster  is  a Clinician- 
Scientist  of  the  American  Ffeart  Association. 
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She  had  been  asymptomatic  with  normal  daily  acti 
until  one  week  prior  to  admission  when  she  note 
chest  and  left  shoulder  discomfort  brought  on 
exertion  and  relieved  by  rest.  The  pain  increasec 
frequency  and  severity  during  the  two  days  prioi 
admission.  On  the  morning  of  admission,  she  had 
episode  which  lasted  for  over  an  hour,  was  more  sev 
than  previous  episodes,  and  prompted  her  to  comt 
the  University  Hospital  Emergency  Room. 

There  was  no  history  of  any  significant  med 
illnesses;  no  history  of  prior  surgery.  She  was  taking 
medications  at  the  time  of  evaluation.  Risk  factors 
coronary  artery  disease  included  the  history 
hypertension,  and  a 26-pack  year  cigarette  smok 
history.  There  was  no  family  history  of  coronary  dise. 
no  history  of  diabetes,  and  her  lipid  status  was  unkno 

Upon  arrival  in  the  Emergency  Room,  her  bk 
pressure  was  84  mmHg  systolic,  heart  rate40  per  mini 
Respirations  were  14  per  minute.  She  was  afebrile, 
was  complaining  of  moderately  severe  chest  pain, 
neck  exam  revealed  no  jugular  venous  distention; 
carotids  were  normal  in  contour  and  without  bn 
Lungs  were  clear  to  auscultation.  Cardiac  exam  revea 
a left  ventricular  apical  impulse  in  the  fourth 
intercostal  space  at  the  mid-clavicular  line.  There  w 
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palpable  lifts  or  ectopic  impulses.  The  first  and 
>nd  heart  sounds  were  normal.  A fourth  heart  sound 
present.  There  was  no  murmur  and  no  S3, 
ominal  exam  was  negative.  Peripheral  pulses  were 
metric  and  fully  intact.  There  was  no  peripheral 
ma. 

ectrocardiogram  on  admission  showed  sinus 
jycardia  with  varying  Wenckebach  AV  nodal  block; 
egment  elevation  in  leads  11,  Mb  AVF,  andV5andV6; 
sgment  depression  in  leads  I,  AVR,  AVL,  V1  and  V2.  A 
it  rentgenogram  showed  a normal  sized  cardiac 
Duette  and  no  evidence  of  congestive  heart  failure, 
pon  arrival  in  the  Emergency  Room,  the  patient  was 
ted  with  lidocaine  50  mg  bolus  plus  a continuous 
. She  was  given  atropine  for  her  bradycardia  and 
□tension  without  response.  She  was  subsequently 
n isoproterenol  which  increased  the  heart  rate  to  80 
minute  and  the  blood  pressure  to  125/75.  She  was 
n morphine  sulfate,  a total  of  12  mg,  until  complete 
?f  of  chest  pain.  Forty  minutes  after  arrival,  she  had 
episode  of  ventricular  tachycardia  with  loss  of 
sciousness.  She  was  immediately  cardioverted  to 
s rhythm. 

le  was  transferred  to  the  Cornoary  Care  Unit  and 
laged  with  an  increase  in  the  rate  of  her  lidocaine 
with  full  heparization.  During  the  next  36  hours,  her 
rse  was  complicated  only  by  the  appearance  of 
ertension  which  was  easily  contolled  with 
tinuous  intravenous  nitroprusside.  She  was 
?rwise  without  complications, 
itial  laboratory  data  were  completely  within  normal 
ts  with  the  exception  of  cardiac  enzymes.  On 
lission,  her  total  creatine  phosphokinase  (CPK)  was 
J/L  (N=20-100);  seven  hours  after  admission  the  CPK 
399;  and  15  hours  after  admission  the  CPK  was  1,609. 
lirty-six  hours  after  admission,  the  patient’s  blood 
jsure  dropped  precipitously  from  150  systolic  to  80 
blic.  A new  harsh  high  frequency  systolic  murmur 
noted  along  the  left  sternal  border  and  apex, 
erential  Diagnosis 

lultiple  factors  may  cause  hypotension  in  acute 
^cardial  infarction.  Some  of  the  more  important 
[ars  to  consider  are  shown  in  Table  1.  Hypovolemia  is 
important  factor  to  consider  early,  as  this  is  easily 
lectable  and  its  oversight  may  lead  to  inappropriate 
apy.  Bradycardias  or  tachycardias  should  be  evident 
I monitored  patient.  The  diagnosis  of  hypotension 
I to  cardiogenic  shock  usually  presents  little 
jculty,  although  the  cause  of  the  pump  failure  must 
i'igorously  sought  in  order  to  deliver  optimal  therapy, 
ht  ventricular  infarction  may  present  with 
lotension,  or  with  a hemodynamic  picture  that  may 
blate  pericardial  tamponade  or  constriction.^  The 
itification  of  this  entity  is  extremely  important,  as  it  is 
[Use  of  hypotension  and  poor  output  in  myocardial 
jrction  with  a generally  good  prognosis  if  appropriate 
[tment  is  rendered.  Acute  mitral  insufficiency  and 
jtricular  septal  rupture  are  associated  with  new 


Table  1 

Common  Causes  of  Hypotension  in 
Acute  Myocardial  Infarction 


Hypovolemia 

Bradycardia 

Tachycardia 

Cardiogenic  shock 

Right  ventricular  infarction 

Acute  mitral  insufficiency 

Ventricular  septal  rupture 

Ventricular  free  wall  rupture 

Pericardial  tamponade 

Pulmonary  emboli 


Table  2 

New  Systolic  Murmur  in 
Acute  Myocardial  Infarction 


Mitral  insufficiency 
LV  failure,  dilation 

Papillary  muscle  dysfunction  or  rupture 
Ventricular  septal  rupture 
Tricuspid  insufficiency 


murmurs,  as  in  this  case.  The  differential  diagnosis  of 
these  conditions  will  be  discussed  further.  Ventricular 
free  wall  rupture  is  a catastrophic  event,  associated  with 
electromechanical  dissociation,  and  usually  a fatal 
outcome  unless  surgical  treatment  is  immediately 
available.  Pericardial  tamponade  may  occur  in 
myocardial  infarction;  its  recognition  and  appropriate 
treatment  may  be  life-saving.  Pulmonary  emboli  may 
occur  in  any  patient  at  bed  rest,  especially  if  not  anti- 
coagulated. Large  pulmonary  emboli  or  multiple 
pulmonary  emboli  may  result  in  a low  output  syndrome 
associated  with  hypotension. 

In  this  patient,  acute  hypotension  was  associated  with 
the  onset  of  a new  systolic  murmur.  Table  2 lists  some 
causes  of  a new  systolic  murmur  in  acute  myocardial 
infarction.  Mitral  insufficiency  may  occur  as  a result  of 
left  ventricular  failure  and  dilatation  with  dysfuntion  of 
the  mitral  valve  apparatus.  Papillary  muscle  dysfunction 
may  occur  as  a result  of  ischemia.  Rupture  of  a papillary 
muscle  or  chordae  tendineae  may  occur  producing 
gross  mitral  regurgitation.  Classically,  the  murmur  of 
papillary  muscle  rupture  is  described  as  located  in  the 
apex  and  radiating  to  the  axilla,  usually  without  a thrill,  in 
the  setting  of  inferior  infarction.  However,  these 
findings  are  not  sufficiently  reliable  to  be  used  as  the 
basis  of  a diagnosis.  Ventricular  septal  rupture  is  an 
uncommon  occurrence  in  acute  myocardial  infarction. 
The  systolic  murmur  is  classically  described  as  along  the 
left  sternal  border,  associated  with  a thrill,  in  the  setting 
of  an  anterior  myocardial  infarction.  Again,  the  physical 
findings  are  not  sufficiently  accurate  to  be  diagnostic.^ 
Both  mitral  insufficiency  and  ventricular  septal  rupture 
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Table  3 

Guidelines  for  Swan  Ganz  Catheterizaton  in 
Acute  Myocardial  Infarction 


Hypotension  unresponsive  to  simple  measures 

Recurrent  or  refractory  chest  pain 

Moderate  or  severe  LV  failure 

Refractory  or  unexplained  tachycardia 

Unexplained  hypoxia,  tachypnea,  acidosis,  diaphoresis 

Signs  of  mitral  insufficiency,  VSD,  pericardial  effusion 


Table  4 

Differential  Diagnosis  of  Diastolic 
Equalization  of  Cardiac  Pressures 


Pericardial  tamponade 
Constrictive  pericarditis 
LV  infarction  with  RV  infarction 
Ventricular  septal  defect 
Left  and  right  ventricular  failure 


ECG 


must  be  considered  when  a new  murmur  appears  in  the 
setting  of  an  acute  myocardial  infarction.  The  murmur  of 
tricuspid  insufficiency  must  also  be  included  in  the 
differential  diagnosis. 

In  order  to  accurately  diagnose  the  cause  of  the 
hypotension  and  murmur  in  this  patient,  and  to  more 
closely  monitor  the  effect  of  therapy.  Swan  Ganz 
catheterization  was  performed.  Table  3 lists  the  major 
indications  for  placement  of  a Swan  Ganz  catheter  in  a 
patient  with  an  acute  myocardial  infarction.  Generally, 
hemodynamic  monitoring  is  indicated  for  diagnosis  of 
complications  that  do  not  respond  to  simple  maneuvers; 
and  for  the  close  monitoring  of  acute  infarct  patients 
with  any  serious  complication. 

Figures  1 through  3 show  the  tracings  obtained  from 
the  Swan  Ganz  catheter  as  it  was  advanced  from  the  right 
atrium  to  the  right  ventricle  to  the  pulmonary  artery  and 
then  to  the  pulmonary  artery  wedge  position.  The  mean 
right  atrial  pressure  was  20  mm  Hg;  right  ventricular 
pressure  was  40/20  mm  Hg;  the  pulmonary  artery  was 
40/20  mm  Hg;  and  the  mean  pulmonary  capillary  wedge 
pressure  was  20  mm  Hg.  All  of  these  pressures  are 
abnormally  elevated.  Of  importance  is  the  fact  that  in 
diastole,  all  of  these  pressures  are  equal.  The  causes  of 
diastolic  equalization  of  cardiac  pressures  are  listed  in 
Table  4.  Pericardial  tamponade  and  constrictive 
pericarditis  produce  equalization  because  of  the 
pressure  exerted  by  the  surrounding  fluid  or  the 
pericardium  during  diastole.  In  diastole,  the 
myocardium  relaxes  and  generates  no  active  contractile 
force.  If  the  pressure  exerted  by  the  pericardium  or 
pericardial  fluid  exceeds  the  usual  end  diastolic  pressure 
in  the  ventricles,  then  the  pressure  in  all  chambers  of  the 
heart  will  be  equal  to  that  exerted  by  the  surrounding 
fluid  or  pericardium.  Diastolic  equalization  may  also 
occur  when  both  left  and  right  ventricles  are 
compromised  so  that  the  end  diastolic  pressures  in  both 
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Figure  1 

The  right  atrial  and  right  ventricular  pressure  trac 
recorded  sequentially,  with  a simultaneous  arterial  trace 
ECG.  The  dominant  wave  in  the  right  atrial  trace  is  t 
descent. 


Table  5 

Features  of  Pericardial  Tamponade,  Right  Ventriculai 
Infarction,  and  Ventricular  Septal  Rupture 


RV  Septal 

Tamponade  Infarction  Rupture 


Pulsus 

+ 

— 

— 

paradoxus 
Jugular  veins 

distended. 

distended. 

distended. 

slow  y 

rapid  y 

rapid  y 

descent 

descent 

descent 

Auscultation 

faint  SI, 

right  sided 

left  sternal 

S2,  rub 

S3,  S4 

border 

ECG 

electrical 

inferior 

murmur 

anterior 

alternans 

infarct 

infarct 

Echo 

effusion 
insp  inc  RV 

inc  RV  EDD 

inc  RV  ED 

EDD 

insp  dec  LV 

dec  RV  wall 

paradoxici 

EDD 

motion 

septal  mot 

RV  = right  ventricle;  insp  = inspiratory 

inc  = increase;  dec  = decrease;  LV  = left  ventricle 

EDD  = end  diastolic  diameter 


chambers  are  equal.  Since  the  pressures  in  the  <' 
reflect  the  end  diastolic  pressures  in  the  ventricle,  in 
situation  all  cardiac  chambers  will  have  equal  presst 
in  diastole.  Left  and  right  ventricles  may  both  fail  w 
right  ventricular  infarction  accompanies  left  ventric 
infarctions;  or  if  the  right  ventricle  fails  for  any  ol 
reason,  for  example,  pulmonary  emboli,  in  the  settin 
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ight 

entricle 


Pulmonary 

Artery 


-20 


Pulmonary 

Artery 


Pulmonary 

Wedge 


•-0 


L-0 


' right  ventricular  and  pulmonary  artery  pressure  tracings, 
orded  sequentially,  with  a simultaneous  arterial  trace  and 
j.  The  right  ventricular  and  pulmonary  artery  diastolic 
ssures  are  elevated. 


ite  left  ventricular  infarction.  Diastolic  equalization 
lally  does  not  occur  from  ventricular  septal  rupture 
ne,  although  the  rupture  may  cause  the  failure  of 
h ventricles  and  diastolic  equalization  may  be 

..  2,3 

sent. 

n this  patient,  the  diastolic  equalization  suggested 
ee  major  possibilities:  pericardial  tamponade,  right 
itricular  infarction,  and  ventricular  septal  rupture, 
ne  of  the  clinical  features  which  differentiate  these 
iditions  are  shown  in  Table  5.  Paradoxical  pulse  is 
sent  in  pericardial  tamponade  but  usually  not  in  the 
er  two  conditions.  The  neck  veinsaredistended  in  all 
ee  conditions,  however,  the  wave  form  of  the  jugular 
lous  pulsation  shows  marked  differences.  This  is 
ther  explained  below.  Cardiac  auscultation 
quently  reveals  a rub  when  pericardial  disease  is 
isent,  and  the  heart  sounds  are  faint  when  a 
nificant  pericardial  effusion  is  present.  Right 
Itricular  infarction  is  usually  accompanied  by  right 
ad  gallop  sounds.  Ventricular  septal  rupture  is 
pciated  with  a loud  lower  left  sternal  border  systolic 
rmur.  The  electrocardiogram  may  be  virtually 
gnostic  of  tamponade  if  electrical  alternans  is 
fsent.  This  finding  is  produced  by  the  heart  swinging 
hin  a pericardial  sac  containing  a large  volume  of 
id.  Signs  of  myocardial  infarction  may  be  present  in  all 
ee  conditions.  The  echocardiogram  may  also  be 
gnostic  and  this  is  discussed  below, 
he  wave  form  of  the  intracardiac  pressure  traces  is 
Iremely  important  in  differentiating  the  conditions 
it  produce  abnormal  intra-cardiac  pressures.  In 
:diac  tamponade,  the  major  hemodynamic 
normality  is  a restriction  of  filling  of  the  ventricles. 
Is  is  reflected  in  the  elevation  of  the  ventricular 
Istolic  pressure.  Most  important  however,  is  the  wave 
|m  of  the  right  atrial  pressure  trace.  Normally,  a 
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Figure  3 

Sequential  recording  of  the  pulmonary  artery  and  pulmonary 
capillary  wedge  pressures.  Both  pressures  are  abnormally 
elevated. 


ECC 


Figure  4 

Right  atrial  (RAP),  right  ventricular  (RVP)  and  pulmonary  artery 
(PAP)  pressure  tracings  in  a patient  with  cardiac  tamponade. 
The  right  atrial  pressure  is  elevated,  the  wave  form  Is  flat,  and 
the  y descent  is  obliterated.  (Reprinted,  with  permission,  from 
Am  \ Cardiol  43:467,  1979). 
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Figure  5 

Right  atrial,  right  ventricular  and  pulmonary  artery  pressure 
traces  from  a patient  with  right  ventricular  infarction.  The  right 
atrial  trace  demonstrates  a prominent  y descent.  The  right 
ventricular  trace  demonstrates  a diastolic  dip  and  plateau 
configuration,  similar  to  that  seen  in  pericardial  constriction. 
(Reprinted,  with  permission,  from  Am  I Cardiol  43:467,  1979). 
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prominent  y descent  is  noted  in  the  atrial  trace  during 
diastole.  This  occurs  when  the  tricuspid  valve  opens  and 
the  pressure  in  the  right  atrium  abruptly  falls.  This  is 
normally  the  dominant  wave  form  in  a right  atrial  trace. 
In  pericardial  tamponade,  the  y descent  is  virtually 
completely  obliterated.  Such  a wave  form  is  seen  in 
Figure  4.  This  may  be  contrasted  to  the  right  atrial  wave 
form  in  the  patient  presented  here,  shown  at  the  top  left 
corner  of  Figure  1.  A prominent  y descent  is  present, 
virtually  excluding  the  diagnosis  of  pericardial 
tamponade.  The  characteristic  tracings  of  right 
ventricular  infarction  are  shown  in  Figure  5.'  A 
prominent  y descent  is  present  in  the  right  atrial  trace. 
The  right  ventricular  tracing  shows  an  early  diastolic  dip 
followed  by  a plateau.  This  ventricular  contour  is  seen  in 
both  right  ventricular  infarction  and  in  pericardial 
constriction.  In  the  case  presented  here,  the  right 
ventricular  pressure  trace,  shown  in  Figure  1,  did  not 
demonstrate  a dip  and  plateau  configuration.  The 
pressure  tracings  in  this  case  therefore  seem  to  exclude 
tamponade  as  a diagnosis,  and  while  not  excluding  right 
ventricular  infarction,  did  not  strongly  suggest  this 
diagnosis  as  the  cause  of  diastolic  equalization. 

An  M-mode  echocardiogram  was  obtained  at  this 
time  to  further  define  the  nature  of  the  underlying 
abnormalities.  The  M-modeechocan  bequite  helpful  in 
differentiating  tamponade,  right  ventricular  infarction, 
and  ventricular  septal  defect.  The  echocardiographic 
features  of  cardiac  tamponade  are  shown  in  Figure  6. 
The  echocardiogram  demonstrates  the  anatomic 
equivalent  of  paradoxical  pulse.  In  inspiration,  the  right 
ventricular  diameter  increases  and  left  ventricular 
diameter  decreases;  the  reverse  occurs  during 
expiration.^  In  the  presence  of  a pericardial  effusion,  this 
finding  is  strongly  suggestive  of  tamponade.  The  echo 
features  of  right  ventricular  infarction  are  shown  in 
Figure  7.  The  hallmarks  of  this  diagnosis  are  right 
ventricular  enlargement  and  abnormal  or  paradoxical 
motion  of  the  interventricular  septum.^  In  the  case 
presented  here,  the  echocardiogram  showed  a right 
ventricle  within  normal  limits  of  size  and  with  nearly 
normal  contractility.  Septal  motion  was  normal.  No 
pericardial  effusion  was  demonstrated. 

At  this  point,  pericardial  tamponade  had  been 
virtually  excluded  as  a diagnostic  possibility;  right 
ventricular  infarction  was  felt  to  be  an  unlikely 
explanation  for  all  of  the  clinical,  hemodynamic,  and 
non-invasive  findings;  and  severe  acute  mitral 
regurgitation  was  virtually  excluded  by  the  absence  of 
large  v waves  in  the  pulmonary  artery  wedge  tracing 
(Figure  3).  Therefore,  the  most  likely  explanation  for  this 
patient's  constellation  of  findings  was  ventricular  septal 
rupture.  However,  this  diagnosis  had  not  been  definitely 
established  by  any  of  the  preceeding  tests.  The  diagnosis 
of  ventricular  septal  rupture  can  be  definitively 
established  by  use  of  the  Swan  Ganz  catheter.  A step-up 
in  the  saturation  of  oxygen  in  the  blood  at  the  level  of 
the  ventricle  can  be  demonstrated  by  taking  multiple 
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Figure  6 

M-mode  echocardiogram  from  a patient  with  pericarc 
tamponade.  Pericardial  effusion  is  well  seen  posteriorly.  7 
right  ventricular  (RV)  diameter  increases  during  inspirati 
(INSP).  (Reprinted,  with  permission,  from  Feigenbaum 
Echocardiography,  Lea  and  Febiger,  Philadelphia,  1981,  p 4‘ 
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Figure  7 

M-mode  echocardiogram  from  a patient  with  right  ventrici 
infarction.  The  right  ventricle  is  abnormally  enlarged.  1 
interventricular  septum  moves  paradoxically.  (Reprinted,  u 
permission,  from  Am  j Cardiol  43:468,  1979). 

samples  from  the  Swan  Ganz  catheter.  This  was  do 
and  the  results  are  shown  in  Table  6.  There  is  a drama 
increase  in  oxygen  saturation  from  the  right  atrium 
the  right  ventricle.  This  indicates  the  addition 
oxygenated  blood  to  the  right  ventricle.  In  this  clini 
setting,  this  finding  is  virtually  diagnostic  of  a ventricu 
septal  rupture.  The  size  of  the  shunt  may  be  quantitat 
by  using  the  Fick  principle  (Table  7).  Flow  in  t 
pulmonary  circuit  (Qp)  is  equal  to  oxygen  consumpti 
divided  by  the  difference  in  oxygen  content  betwe 
the  pulmonary  veins  and  the  pulmonary  arteri 
Systemic  blood  flow  (Qs)  is  equal  to  oxyg 
consumption  divided  by  the  difference  in  oxyg 
content  between  the  systemic  arteries  and  mix 
venous  blood.  In  order  to  calculate  the  ratio  of  pulmoi 
to  systemic  blood  flow,  that  is,  the  size  of  the  shu 
calculation  of  O2  consumption  is  not  necessary.  T 
Qp:Qs  ratio  may  be  calculated  from  the  oxygen  conte 
of  multiple  blood  samples  as  shown  in  the  equation 
Table  7.  In  this  case,  the  shunt  calculated  to 
approximately  2:1. 
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Table  6 

Blood  Oxygen  Saturations 

PO2 

O2  Saturation 

(mmHg) 

(%) 

mic  artery 

111 

97 

atrium 

33 

43 

ventricle 

54 

79 

onary  artery 

50 

73 

Table  7 

Calculation  of  Intracardiac  Shunt 

O2 

Consumption 

pulmonary  venous  — 

pulmonary  artery 

O2  content 

O2  content 

= O2 

Consumpt 

on 

systemic  artery  — 

mixed  venous 

O2  content 

O2  content 

systemic  artery 

mixed  venous 

= O2  content 

— 

O2  content 

pulmonary  venous  — 

pulmonary  artery 

O2  content 

O2  content 

jrrence,  Clinical  Course,  and  Treatment  of 
ricular  Septal  Rupture 

tntricular  septal  rupture  is  an  uncommon 
Irrence  in  acute  myocardial  infarction.  The  overall 
ence  is  between  one  percent  and  three  percent.^ 
al  rupture  occurs  with  equal  frequency  in 
roseptal  and  inferior  infarctions.^’®'®  In  some 
es,  hypertension  before  or  after  myocardial 
ction  has  been  proposed  as  an  important 
ogenetic  factor.^  However,  other  studies  fail  to 
tantiate  this  association.®'^® 

►ntricular  septal  rupture  presents  as  the  acute  onset 
ft  ventricular  failure  or  shock,  although  signs  of  right 
ricular  failure  may  also  be  prominent.®’®’®'"  Most 
monly,  rupture  occurs  on  the  second  or  third  day 
infarction.®^  Typically  it  is  associated  with  a loud 
systolic  murmur  at  the  left  sternal  border.  However, 
location  of  the  murmur  is  not  helpful  in 
nguishing  septal  rupture  from  papillary  muscle 
ure.®  A thrill  accompanies  the  murmur  in  over  one- 
of  patients.®’’  Atrioventricular  block  occurs 
uently,  and  in  one  series  was  seen  in  approximately 
■third  of  cases.® 

jpid  hemodynamic  deterioration  is  the 
lominant  course,  occurring  in  60%  of  cases  in  one 
!S.®  Most  survivors  of  the  acute  phase  utlimately 
lire  surgery.  Rarely,  a patient  stabilizes  and  improves 
medical  therapy,  and  survives  without  operative 
lir.'® 

edical  treatment  consists  of  the  use  of  vasodilators 


to  improve  forward  flow  by  reduction  of  impedance. 
Afterload  reduction  with  vasodilator  drugs  may  also 
decrease  pulmonary  vascular  resistance  and  thereby 
improve  right  ventricular  ejection.  The  effect  of  medical 
therapy  on  the  size  of  the  shunt  depends  on  the  relative 
changes  produced  in  pulmonary  and  systemic  vascular 
resistances.  If  vasodilator  therapy  is  associated  with  a 
drop  in  blood  pressure  and  poor  tissue  perfusion,  then 
intra-aortic  balloon  counterpulsation  isappropriate.This 
treatment  modality  will  improve  forward  flow  while 
maintaining  diastolic  pressure. 

Surgery  is  the  mainstay  of  treatment.  The  timing  of 
operative  repair  of  the  septal  rupture  depends  on  the 
clinical  status  of  the  patient  and  the  response  to  medical 
therapy."  Stable  patients  with  adequate  systemic 
pressures  and  no  or  minimal  left  heart  failure  should 
have  operative  repair  delayed  for  six  weeks.  However, 
deterioration  at  any  time  is  an  indication  to  proceed 
rapidly  to  cardiac  catheterization  and  early  operative 
repair. 

Patients  with  adequate  systemic  pressures,  but 
elevated  pulmonary  capillary  wedge  pressures  should 
be  treated  with  vasodilators.  If  stable,  operation  should 
be  delayed  for  three  to  six  weeks. 

The  patient  with  hypotension  and  left  ventricular 
failure  will  probably  require  intra-aortic  balloon  pump 
assistance.  These  patients  should  undergo  cardiac 
catheterization  and  operative  repair  as  soon  as  possible. 
Early  operative  closure  of  the  septal  rupture  has  been 
associated  with  encouraging  survival,  even  in  patients 
with  cardiogenic  shock.’’® 
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The  First  Decade: 

A Survey  of  Graduates  of  the  University  of  Arizona  Coiiege  of  Medicin 

Marilyn  Heins,  M.D. 

Lisa  Leiden,  Ph.D. 


The  College  of  Medicine  admitted  its  first  students  in 
1967,  following  a sixteen-year  campaign  for  the  creation 
of  an  Arizona  medical  school  by  local  physicians, 
educators  and  politicians.  The  needs  for  such  a college 
clearly  were  present.  Arizona,  the  fastest  growing  state 
in  the  country,  was  completely  dependent  on  physicians 
trained  out-of-state  for  its  medical  manpower.  Arizona 
officials,  already  experiencing  shortages  in  certain 
speciality  areas  and  facing  the  prediction  of  a national 
physician  shortage  during  the  1960’s,  began  to  study  the 
financial,  political  and  logistical  possibilities  of 
establishing  a school  of  medicine  in  Arizona. 

Ground  was  broken  for  the  Basic  Sciences  Building  in 
May  1966.  It  was  completed  in  September  1967  and 
occupied  that  same  month  by  the  first  medical  students. 
Because  of  the  need  for  physicians  to  practice  in 
Arizona,  as  well  as  the  limited  number  of  Arizonans 
admitted  to  other  medical  schools,  admittants  to  the 
University  of  Arizona  College  of  Medicine  were  limited 
to  Arizona  residents  and  WICHE  students.  Enrollment 
for  the  first  class  stood  at  32,  increasing  two  years  later  to 
64  students.  Since  1973,  however,  the  number  of 
admittants  has  remained  at  88,  an  increase  in  class  size 
prompted  by  federal  incentives  (capitation)  and  justified 
by  the  growth  of  the  College  of  Medicine's  faculty  and 
facilities. 

During  its  first  years  the  College  maintained  a four- 
year  curriculum  which  comprised  the  traditional  two 
years  of  basic  science  and  two  years  of  clinical  science. 
The  year  1972  marked  the  beginning  of  a “major 
curricular  innovation,'”  the  three-year  curriculum. 
Basic  science  courses  were  taught  during  the  first  18 

From:  University  of  Arizona  F^ealth  Sciences  Center,  Office  of 
Continuing  Medical  Education  and  Outreach,  Tucson,  Arizona  85724. 


months,  and  clinical  training  in  the  final  18  months, 
return  to  a four-year  curriculum  was  made  in  1978fc 
number  of  reasons  perhaps  the  most  important  b' 
the  stresses  caused  by  the  pace  of  learning.” 

The  first  class  of  medical  students  graduated  in  19/ 
decade  later  it  seemed  fitting  to  study  the  produc 
the  College's  first  ten  classes.  Many  medical  sch 
record  graduates'  first  postgraduate  year  spec 
choices  and  residency  training  sites — information 
typically  is  collected  prior  to  graduation.  Few  sch 
follow  their  graduates  through  postgraduate  trainir 
order  to  gather  actual  practicedata.  Although  indivii 
classes  at  the  College  of  Medicine  had  previously  b 
surveyed  during  their  first  postgraduate  year,  this  is 
only  study  which  reviews  ten  classes.  The  purpose  ol 
present  survey  was  to  obtain  information  concernin 
addition  to  demographic  data,  residency  train 
selected  specialty  areas,  present  employment/prac 
status,  and  satisfaction  with  chosen  medical  fields 
workloads. 

In  the  spring  of  1981  questionnaires  were  mailed  t 
631  physicians  who  graduated  1971  to  1979.  Include 
this  sample  were  the  two  classes  graduating  in  1 
1975A  (original  four-year  curriculum)  and  1975B  ( 
class  graduating  under  the  three-year  curricuk 
Seventy-four  percent  (464)  of  those  graduates  to  wf 
questionnaires  were  mailed,  responded  to  the  pre! 
survey. 

Demographic  Characteristics 

On  the  average,  men  have  outnumbered  women  i 
to  one  in  the  classes  sampled  in  this  survey.  The  rati 
men  to  women  however,  has  decreased  since  the 
class  graduated  in  1971 ; a class  in  which  ten  percent  v\ 
women.  Since  1976,  approximately  25%  of  the  gradu 
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Table  1 

Spouse’s  Education  and  Occupation 


Education 

% Completed  College  % M.A.  % Ph.D./J.D/M.D. 

Female  Male  Female  Male  Female  Male 

pation  Spouses*  Spouses**  Overall  Spouses  Spouses  Overall  Spouses  Spouses  Overall 


Physicians 

0+ 

0 

0 

0 

0 

0 

45 

61 

54 

Lawyers 

0 

0 

0 

0 

0 

0 

15 

13 

14 

Other  professions 

2 

22 

3 

16 

43 

20 

15 

4 

9 

siurses/Medical 

Technicians 

37 

0 

35 

8 

0 

7 

10 

9 

9 

semi-professional/ 

Technological 

1 

33 

3 

2 

43 

9 

0 

0 

0 

Teachers 

7 

11 

7 

29 

0 

24 

0 

4 

2 

LLlerical  Workers 

4 

22 

5 

0 

0 

0 

0 

4 

2 

Managerial/ 

Administrative 

1 

0 

1 

2 

14 

4 

0 

0 

0 

Craftsmen 

6 

11 

6 

0 

0 

0 

0 

0 

Housewives 

40 

0 

38 

40 

0 

33 

10 

0 

5 

students 

2 

0 

2 

2 

0 

2 

5 

4 

5 

Jumber  of  female  spouses  = 260 
Jumber  of  male  spouses  = 47 

ercentages  based  on  the  number  of  spouses  in  each  of  the  three  education  categories  represented 


5 been  women.  Male  physicians  (76%)  are  more 
y to  be  married  than  are  female  physicians  (54%), 
ough  the  divorce/separation  rate  is  virtually  the 
e for  men  as  for  women.  Information  collected  on 
jses’  education  and  occupation  revealed  that,  in 
eral,  spouses  of  both  male  and  female  physicians  are 
educated.  Fifty  percent  of  all  spouses  completed 
2ge,  15%  received  a Master’s  level  degree,  and  an 
itional  14%  received  either  an  M.D.,  Ph.D.,  or  J.D. 
ree.  Male  spouses  tended  to  be  better  educated  as 
completed  college  or  received  an  advanced  degree, 
the  male  spouses  who  completed  an  advanced 
luate  degree,  61%  are  physicians  (Table  1).  Most 
ale  spouses  (55%)  completed  college;  the  majority 
cally  elected  either  to  remain  at  home  or  to  work  in 
>ing/medical  technology.  Forty-five  percent  of  the 
ale  spouses  who  received  an  advanced  degree  are 
sicians. 

ver  half  of  all  graduates  (54%)  stated  that  they  had 
dren.  Twice  as  many  men  (60%)  reported  having 
dren  as  did  women  (31%).  The  average  number  of 
dren  per  family,  for  men  and  women,  is  two.  The 
age  age  of  the  youngest  child  is  three  years  and  of 
oldest  child,  eight  years. 

)rty-two  percent  of  the  graduates  reside  in  Arizona; 
of  these  live  in  Tucson.  Another  eighteen  percent 
de  in  California,  with  the  remaining  forty  percent 
ibuted  around  the  country  with  no  outstanding 
centration  in  any  one  geographic  area.  It  is  not 
)rising  that  Arizona  and  California  represent  the  two 
Bs  with  the  greatest  number  of  University  of  Arizona 
luates,  as  40%  of  the  graduates  completed  their 


Table  2 

Percentages  of  Specialty  Choices  for  the 
Graduating  Classes  1971-1979 

Internal  Medicine 

Male 

25 

Female 

17 

Total 

24 

Family  Practice 

17 

24 

19 

Pediatrics 

10  (52) 

15  (56) 

11  (54) 

Obstetrics/Gynecology 

9 

Total 

9 

primary  care 
9 

Radiology 

4 

4 

3 

Anesthesiology 

3 

4 

3 

Pathology 

4 

9 

5 

Psychiatry 

3 

5 

3 

Surgery 

15 

5 

13 

Other 

10 

8 

9 

residency  training  in  California  and  36%  in  Arizona. 
Upon  completion  of  residencies,  many  physicians  chose 
to  remain  in  the  same  area  to  begin  their  practices. 

Residency  Training 

Summary  statistics  (Table  2)  for  all  ten  graduating 
classes  combined  show  that  the  specialty  areas  selected 
most  often  by  graduates  are  internal  medicine,  family 
practice,  surgery  and  pediatrics,  in  order  of  popularity. 
Similar  numbers  of  male  (52%)  and  female  (56%) 
graduates  chose  primary  care  (internal  medicine,  family 
practice,  pediatrics).  Gender  differences  associated  with 
specialty  choice  indicate  that  women  have  chosen 
pediatrics,  family  practice  and  pathology  more  often 
than  have  their  male  peers.  The  areas  of 
obstetrics/gynecology,  radiology,  anesthesiology  and 
psychiatry  were  selected  as  often  by  women  as  men. 
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Table  3 

Percentages  of  Arizona  Graduates  Choosing  Specialties 


1971 

1972 

1973 

1974 

1975A 

1975B 

1976 

1977 

1978 

Internal  Medicine 

27 

18 

23 

29 

21 

13 

20 

28 

25 

Family  Practice 

4 

4 

14 

12 

26 

24 

27 

14 

15 

Pediatrics 

19 

21 

14 

10 

2 

8 

10 

17 

14 

Obstetrics/Cynecology 

27 

25 

11 

5 

7 

10 

6 

3 

5 

Radiology 

4 

4 

4 

0 

0 

0 

2 

8 

7 

Anesthesiology 

0 

4 

2 

5 

5 

0 

8 

5 

3 

Pathology 

0 

0 

11 

5 

10 

3 

4 

3 

8 

Psychiatry 

4 

7 

0 

2 

5 

0 

6 

3 

2 

Surgery 

15 

14 

14 

22 

12 

24 

12 

n 

10 

Other 

0 

4 

7 

10 

12 

18 

4 

8 

10 

Male  physicians,  however,  were  more  likely  to 
specialize  in  internal  medicine  and  surgery  than  were 
female  physicians. 

Original  specialty  choices  of  Arizona  graduates  by 
class  from  1971  to  1979  are  presented  in  Table  3. 
Specialties  which  consistently  have  been  the  least 
popular  such  as  radiology,  pathology,  anesthesiology 
and  psychiatry,  showed  minor  yearly  fluctuations,  with 
no  strong  increase  or  decrease  in  the  number  of 
graduates  selecting  these  areas.  National  statistics'’^  for 
the  same  time  span  indicate  that  fewer  graduates 
originally  selected  radiology,  psychiatry,  pathology  and 
anesthesiology  than  did  Arizona  graduates.  However, 
both  nationally  and  in  Arizona  all  four  specialty  areas 
have  experienced  slight  increases  since  1977.  Internal 
medicine  and  surgery  are  specialty  areas  which 
traditionally  have  attracted  many  physicians.  Although 
surgery  was  less  popular  than  internal  medicine  for 
Arizona  graduates,  neither  area  experienced  much 
change  over  the  classes  surveyed.  National  statistics 
reveal  similar  figures:  approximately  30%  of  all  students 
graduating  in  1971  chose  internal  medicine,  while  15% 
chose  surgery,  as  compared  to  1978  when  32%  selected 
internal  medicine  and  20%  chose  surgery.  During  the 
decade  from  1971  to  1979,  family  practice  has  become  an 
increasingly  popular  specialty  area  for  physicians  to 
pursue.  Arizona  graduates  have  not  been  an  exception: 
31%  of  the  1979  class  chose  family  practice  versus  four 
percent  of  the  1971  class.  On  the  other  hand,  pediatrics 
and  obstetrics/gynecology  have  experienced  acute 
reductions  in  the  number  of  Arizona  graduates 
matching  in  these  fields  over  the  decade. 

Not  all  graduates  continue  in  their  originally  selected 
specialty  areas.  In  fact,  18%  of  those  graduates 
responding  to  this  survey  indicated  that  they  had 
switched  fields  since  graduation.  Reflecting  the  four-to- 
one  proportion  of  men  to  women  in  the  total  sample, 
81%  of  the  graduates  switching  specialty  areas  were  men 
and  19%  were  women.  As  shown  in  Table  4,  fewer 
physicians  chose  internal  medicine,  pediatrics  and 
pathology  as  second  specialty  choices.  The  changes 
noted  in  internal  medicine  and  pediatrics  represent 
eight  percent  and  six  percent  reductions  respectively  in 
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Table  4 

Percentages  of  Arizona  Gradutes’ 
First  and  Second  Specialty  Choices 


First  Specialty 

Second  Specie 

Internal  Medicine 

24 

16 

Family  Practice 

19 

20 

Pediatrics 

11 

7 

Surgery 

13 

18 

Oh/Cyn 

9 

8 

Radiology 

3 

8 

Anesthesiology 

3 

7 

Pathology 

5 

1 

Psychiatry 

3 

4 

Other 

10 

11 

primary  care  choices.  Surgery,  radiology 
anesthesiology,  however,  were  selected  more  ofte 
physicians  switching  specialty  areas  than  immedi; 
after  graduation.  Regardless  of  whether  they 
switched  specialty  areas,  85%  of  all  physicians  pla 
continue  in  their  current  specialty  fields. 

Present  Employment  and  Practice  Status 

Two-thirds  of  the  graduates  responding  to  the  su 
are  practicing  physicians,  55%  of  whom  are  primary 
physicians  in  the  fields  of  internal  medicine,  pedia 
or  family  practice.  Specialty  certification  has  k 
achieved  by  63%  of  the  physicians  who  are  in  prac 
Primary  work  settings  for  practicing  physicians  inc 
(in  ranked  order):  group  practice,  solo  practice, 
partner  practice,  federal  hospital,  and  medical  sck 
Thirty-seven  percent  of  these  physicians  pra( 
medicine  in  cities  with  populations  greater  than  500 
An  additional  40%  practice  in  moderate-size  c 
(population  50,000  to  500,000),  while  only  four  per 
of  the  practicing  physicians  work  in  rural  areas.  Th 
three  percent  of  the  practitioners  are  located  in  Ariz 
An  average  of  11  to  20  patients  are  seen  each  da 
practicing  physicians  with  residents  seeing  fe 
patients.  Surgery  is  performed  on  a regular  weekly  I 
by  19%  of  the  residents  and  30%  of  the  practi 
physicians.  Those  physicians  who  perform  the  r 
surgery  (one  to  ten  operations  per  week)  inci 
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Table  5 

Rankings  of  Current  Satisfaction 


ns  Mean  Ranking* 

Medical  preparation  received  from 

2.2 

the  College  of  Medicine 

Specialty  area 

1.8 

Daily  workload 

2.3 

(Residents) 

(2.5) 

(Practicing  physicians) 

(2.3) 

Practice  (Practicing  physicians  only) 

2.0 

Life  in  general 

1.8 

Time  for  self 

2.8 

'e-point  scale:  1 = Extremely  satisfied 

5 = Not  at  all  satisfied 

geons,  obstetricians,  gynecologists 
ctitioners. 

and  family 

els  of  Satisfaction 

Vhen  asked  to  state  the  degree  to  which  practicing 
'sicians  and  residents  were  satisfied/dissatisfied  with 
ir  current  professional  and  personal  situations, 
aonses  were  uniformly  positive  (Table  5).  Both 
ups  of  graduates  were  considerably  satisfied  with  the 
ning  received  from  the  University  of  Arizona,  their 
lice  of  specialty,  daily  workload,  and  practice, 
spite  a slightly  lower  degree  of  satisfaction  with  "Time 
Self,”  physicians  were  nevertheless  considerably 
sfied  with  their  life  in  general.  Graduates  who  shifted 
cialty  areas  were  as  satisfied  with  their  new  specialty 
a as  were  graduates  who  did  not  switch. 

Vritten  comments  were  added  by  18%  of  the 
duates.  Most  often,  respondents  provided  feedback 
lut  courses  and/or  faculty  members  encountered 
ing  their  University  of  Arizona  medical  training, 
ch  of  the  feedback  was  positive,  although  a number 
graduates  offered  constructive  criticisms  and 
gestions  for  improvement  of  the  medical  school, 
^elusion 

jhe  mission  of  the  College  of  Medicine  is  to  train 
zona  residents  to  become  physicians  and,  hopefully, 
(remain  within  the  state  to  practice  medicine, 
rrently,  there  are  both  national  and  state  pressures  to 
|e  physicians  select  a primary  care  field.  Thirty-six 
|cent  of  the  Arizona  graduates  complete  their 
jdency  training  within  the  state,  33%  practice  here 
ji  54%  are  in  primary  care  practice.  Thus,  it  would 
j)ear  that  the  College  of  Medicine  can  take  pride  in 
jilling  its  mission.  In  addition,  its  graduates  report 
,h  levels  of  satisfaction  with  their  specialty  area  and 
I medical  education  they  received  from  the  College  of 
dicine. 
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Special  Article 


Summary  of  BOMEX 
Investigative  Procedure 


Questions  have  been  raised  from  time  to  time  about  various 
activities  of  the  Board  of  Medical  Examiners  of  the  State  of 
Arizona  (BOMEX).  One  of  those  questions  relate  to  what 
happens  when  a complaint  is  filed  against  a physician.  The 
following  article  is  the  text  of  a PROPOSED  brochure  being 
prepared  by  BOMEX  explaining  their  investigative  procedure. 
This  should  be  of  interest  to  all  Arizona  physicians. 


Receipt  of  Complaint 

Upon  receipt  of  a written  complaint,  a file  is  opened  and  a 
letter  is  sent  to  the  complainant  acknowleging  receipt  and 
indicating  that  BOMEX  has  initiated  an  investigation.  All 
complaints  are  acted  upon  provided  the  complaint  contains,  at 
a minimum,  the  following  basic  information: 

1.  The  doctor(s)  against  whom  the  complaint  is  filed, 
name(s)  and  the  patient’s  name. 

2.  The  dates  around  which  the  circumstances  occurred 
leading  to  the  complaint. 

3.  The  details  of  the  doctor’s  activities  which  resulted  in  the 
complaint. 

In  regards  to  the  last  requirement,  if  the  activities  occurred 
in  a hospital,  the  name  of  the  hospital  would  greatly  assist  the 
Board,  and  any  documents  which  the  complainant  has 
supporting  the  complaint  may  be  provided  but  is  not  required. 
If  documents  are  provided  they  should  not  be  originals. 
Photocopies  should  be  sent,  since  they  will  become  part  of  the 
file  and  be  retained  by  BOMEX. 

Notification  to  Doctor 

After  opening  a file  the  usual  first  step  is  written  notification 
to  the  doctor  that  a complaint  has  been  filed  against  the 
doctor.  The  letter  will  contain  the  patient’s  name,  the  dates, 
and  the  circumstances  resulting  in  the  complaint.  Since,  in 
most  cases,  the  complainant  is  the  patient  in  question,  the 
doctor  is  sent  a copy  of  the  original  complaint.  State  law  does 
provide  for  the  complainant’s  name  to  be  kept  confidential, 
and  tbe  Board  will  comply,  if  the  complainant  requests 
confidentiality,  as  long  as  the  relevant  information  can  still  be 
provided  to  tbe  doctor. 

The  letter  of  notification  will  request  that  the  doctor 
respond,  in  writing,  to  the  complaint  and  provide  all 
documentation  (i.e.,  medical  records,  correspondence,  etc.) 
relating  to  the  complaint. 
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Subpoena  of  Records 

If,  during  the  course  of  the  investigation  the  Board  learns  of 
another  doctor  or  health  care  institution  who  may  have 
information  relevant  to  the  complaint,  the  Board  will 
subpoena  the  records  necessary  to  the  investigation. 

Review  of  Records 

After  all  pertinent  records  have  been  received,  the  complete 
file  is  turned  over  to  one  of  the  Board’s  staff  physicians.  The 
physicians  are  retired  from  active  practice  of  medicine  and  are 
retained  on  salary  by  BOMEX  to  provide  review,  analysis,  and 
recommendations  of  tbe  medical  aspects  of  each  complaint.  If, 
during  the  course  of  the  records  review,  the  staff  physician 
feels  that  the  circumstances  are  of  such  a nature  that  the  record 
should  be  reviewed  by  a specialist  (i.e.,  pathologist, 
neurologist,  radiologist,  etc.)  tbe  Board  will  retain  tbe  required 
specialist  on  a consultant  basis  to  review  the  records  and 
provide  the  Board  with  a written  report  of  his  findings. 
Additional  Investigation 

In  addition  to  the  review  of  records,  the  complaint  may 
require  that  the  Board’s  professional  investigative  staff  carry 
out  supplemental  investigations,  including  interviews, 
pharmacy  surveys,  procuring  of  physical  evidence  or  any  other 
activity  which  would  add  to  the  completeness  of  the  record 
surrounding  the  complaint. 

Investigational  Interview 

If,  after  completing  a review  of  all  the  records  and 
documents  available,  the  staff  physician  feels  that  the 
information  available  is  not  sufficient  to  make  a medical 
judgment,  he  may  request  that  the  doctor  in  question  appear 
at  the  Board’s  offices  for  an  investigational  interview.  This  is 
voluntary  on  (he  part  of  the  doctor.  It  is  not  before  the  entire 
Board.  It  provides  an  opportunity  for  the  staff  physician  to 
question  the  doctor  directly  and  clarify  the  medical  issues  still 
unclear  after  a review  of  the  record.  The  doctor  may  bring  legal 
counsel  with  him  if  he  so  desires.  The  interview  will  be  tape 
recorded  and  transcribed  and  will  become  part  of  the  file. 
Report  and  Recommendation  to  the  Board 

When  the  staff  doctor  has  completed  his  investigation  he 
will  write  a detailed  report  including  the  facts  of  the  case,  his 
medical  analysis  of  those  facts,  his  recommendation  for  Board 
action,  and  a listing  of  the  documents  reviewed  to  generate  the 
facts. 

The  staff  doctor’s  recommendation  will  be  based  on  bis 
determination  of  whether  the  doctor  is  guilty  of  any  one  of  the 
following  situations,  each  of  which  is  defined  in  State  Law: 

1.  The  doctor  is  or  may  be  medically  incompetent. 

2.  The  doctor  is  or  may  be  guilty  of  unprofessional  conduct; 
or 

3.  The  doctor  is  or  may  be  mentally  or  physically  unable  to 
safely  engage  in  the  practice  of  medicine. 

Based  on  his  determination  of  the  above,  the  staff  doctor 
could  make  any  one  of  the  following  recommendations  for 
Board  action: 

1.  “Dismiss” — when  in  his  opinion  there  is  no  merit  to  the 
complaint. 

2.  “File  with  a Letter  of  Concern” — when  in  his  opinion  that, 
while  there  is  not  sufficient  evidence  to  support  direct  action 
against  the  doctor’s  license,  the  Board  should  notify  the  doctor 
that  continuation  of  the  activities  which  led  to  the  complaint 
being  submitted  to  the  Board  may  result  in  action  against  the 
doctor’s  license. 

3.  “Issue  a Decree  of  Censure” — when  in  his  opinion  the 
action  of  the  doctor  reflects  conduct  that  tends  to  discredit  the 
medical  profession,  although  not  of  sufficient  seriousness  to 
merit  probation,  suspension  or  revocation  of  the  doctor’s 
license.  The  decree  is  a formal  order  of  the  Board  and  becomes 
part  of  the  doctor’s  permanent  record. 

4.  “Probation” — when  in  his  opinion  the  complaint  is  of 
such  a serious  nature,  or  the  complaint,  in  conjunction  with 
previous  complaints,  tends  to  suggest  a pattern  that  the  public 

330 


health  and  safety  may  be  jeopardized.  Probation  usually  is 
for  a specific  period  and  contains  specific  stipulations  wf 
the  doctor  is  required  to  comply  with  during  the  terrr 
probation.  The  stipulations  may  include  temporary  suspens 
of  the  doctor’s  license,  restrictions  on  his  practice  of  medic 
requirements  that'  the  doctor  enroll  in  a rehabilitative 
educational  program. 

5.  “Suspension  or  Revocation” — when  in  his  opinion 
doctor’s  action  is  of  such  seriousness  or  establishes  a patt 
which  clearly  endangers  the  public  health  and  safety.  If 
staff  physician  recommends  suspension  or  revocation. 
Board  cannot  take  such  action  except  at  a formal  hearing  E 
under  the  provision  of  the  State’s  Administrative  Procedi 
Act.  Hearings  held  under  this  law  are  very  much  like  a trial 
court  of  law.  There  may  be  expert  witnesses,  sworn  testimc 
and  legal  counsel,  and  a written  transcript  of  the  en 
proceeding. 

Board  Action — Once  the  staff  doctor  has  completed 
report  and  recommendation,  it  goes  to  the  Board  member: 
review  and  final  consideration  at  the  next  regular  Be 
meeting.  The  Board  may  accept  the  staff  recommendatioi 
modify  it.  The  Board  will  take  formal  action  on  all  compla 
and  both  the  doctor  and  the  complainant  will  be  notifiei 
writing  of  the  Board’s  final  action. 

Important  Notes 

• All  material,  including  medical  records,  staff  repc 
investigative  reports,  etc.,  placed  in  a complaint  file 
confidential  and  are  not  available  for  review  or  copying. 

• The  Board  is  not  a court  of  law,  but  an  administrative  b 
and  as  such  its  review  of  complaints  are  not  subject  to  the  r 
of  courts  of  law. 

• Because  of  the  extent  of  the  investigative  process,  the  t 
between  receipt  of  the  original  complaint  and  final  resolu 
by  the  Board  can  be  from  three  to  six  months  or  longer. 

To  follow  up  the  previous  article  we  thought  you  woulc 
interested  in  the  following  1981  Statistical  Activity  Report 

1981  Statistical  Activity  Report 
Board  of  Medical  Examiners 
State  of  Arizona 


Licensure 

1980  1 


Endorsement  of  other  State  licenses  496 

Endorsement  with  Oral  108 

Competency  Examination 

Written  Examination  32 

Total  number  of  new  licenses  issued  636 

License  Refusals: 

Board  Denied  2 

Eailed  Oral  Examination  12 

Eailed  Written  Examination  21 

Statutory  Deficiencies  __2 

Total  36 

Temporary  Licenses  Issued  45 

Limited  Licenses  8 

Reinstatement  of  Cancelled  Licenses  15 

License  Cancellations  Requested  168 

and  Granted 

License  Inactive  Status  Granted  60 

Revocation  of  Licenses  for 

failure  to  Register  141 

Total  Decrease  369 
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Disciplinary 


1980 

1981 

iplaints; 

ten  complaints  received 

319 

314 

iplaints  dismissed  as  having  no  merit 

280 

232 

iplaints  filed  with  letter  of  concern 

6 

52 

rmal  interview  or  formal 

N/A 

40 

iring  directed 
stigations  continued 

23 

6 

practice  Actions: 
claims  received 

241 

207 

ate  on  claims  originally 

125 

147 

eived  in  prior  years 

Total 

366 

354 

lissed 

252 

273 

with  Letter  of  Concern 

23 

69 

with  Letter  of  Reprimand 

6 

1 

mal  Interview  or  Formal 

N/A 

24 

iring  directed 
stigation  continued 

15 

10 

lal  Disciplinary  Actions: 
sure 

1 

1 

ations  continued  from 

17 

14 

)r  years 
Probations 

8 

8 

linated  Probations 

3 

5 

Stipulations 

5 

6 

luntary  Restrictions) 
inued  Stipulations  from 

4 

3 

ar  years 

mary  Suspensions 

1 

6 

ension 

0 

1 

acation 

1 

2 

Miscellaneous 

1980 

1981 

rviews: 

stigational 

56 

67 

rmal 

48 

50 

iationary 

19 

37 

jiated 

4 

5 

nse/Application 

11 

7 

rmational  (Requested  by  Physician) 

2 

3 

Total 

141 

170 

rings: 

iplinary 

4 

14 

jre  to  reregister 

203 

63 

itinued 

2 

6 

?s 

istigational  & Legal  Services: 

1 

0 

rmacies  surveyed 

386 

504 

istigation  of  M.D. 
tiated  by  Board 

205 

235 

istigation  of  non-licensed 
ictitioners 

34 

55 

istigations  of  Physicians’ 
sistants 

14 

15 

poena  and  Records  Services 

1,162 

1,012 

poenaes  issued 

790 

695 

es  in  litigation 

10 

15 

rial  administrative  orders 

120 

75 

To  give  you  an  idea  of  a typical  BOMEX  three  day  meeting. 

the  following  is  what  happe 
1981  meeting. 

ned  at  the  December  10, 

11,  12, 

Statistical  Activities  From  Board  Meeting 

December  10,  11,  12,  1981 

City  = Maricopa  and  Pima  Counties 

Rural  = All  Other  Counties 

Active  Licenses  in  State 

December  1981 — Total  Physicians  in  State 

4,877 

Physicians  in  Maricopa  County  and  Pima  County 

4,323 

Physicians  in  Rural  Counties 

554 

Informal  Interviews 

Total 

19 

Physicians  from  City 

13 

Physicians  from  Rural  Areas 

6 

Results  of  Interviews 

Total  City 

Rural 

Dismiss 

5 4 

1 

Continue  Investigation 

5 4 

1 

File  with  Letter  of  Concern 

2 1 

1 

Stipulation  (Restrictions) 

2 2 

0 

Continue  Investigation 

1 1 

0 

and  Stipulation 
Probation 

3 1 

2 

Censure 

1 0 

0 

19  13 

6 

Probationary  Interviews 

6 

City  Physicians 

4 

Rural  Physicians 

2 

Revocation 

1 City  Physician 

Complaint  Matters  for  Discussion 

41  matters  involving 

47  Physicians 
33  City  Physicians 
14  Rural  Physicians 

Results  of  Discussion 

Total  City 

Rural 

Interviews  or  Hearings 

7 3 

4 

Directed 

Dismissed 

9 6 

3 

Filed 

7 7 

0 

Filed  with  Letter  of  Concern 

18  12 

6 

Continued  Investigation 

6 5 

1 

Malpractice  Cases  for  Discussion 

22  cases  involving 

40  Physicians 
25  City  Physicians 
15  Rural  Physicians 

Results  of  Discussion 

Total  City 

Rural 

Interviews  or  Hearings 

6 4 

2 

Directed 

Dismissed 

16  11 

7 

Filed  with  Letter  of  Concern 

18  11 

7 
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At  Year’s  End 

It’s  that  time  of  the  year  for  your 
President  to  acknowledge  appropriate 
appreciation  to  those  who  have  shared  so 
willingly  with  their  efforts  in  the 
Association’s  activities  this  past  year — to 
fellow  officers,  members  of  the  Board, 
committee  chairmen,  committee 
members,  and  administrative  staff.  All 
have  been  responsive  in  commitment  to 
assigned  tasks  and  creditable  in  their 
actions  in  behalf  of  the  Association.  To 
observe  such  diversity  among  physicians 
coming  together  in  areas  where  unity  of 
action  is  required  has  had  great  meaning 
for  me.  As  in  so  many  other  activities  of 
life,  one’s  rewards  for  being  an  active 
participant  in  the  process  far  out 
outweigh  the  giving.  In  the  midst  of 
changing  environment  of  technological 
advancement,  community  mood, 
economic  pressures,  and  often  political 
disfavor,  the  medical  profession  must 
remain  steadfast  in  its  commitment  to 
remedy,  where  it  can,  human  suffering. 
Ours  is  a serving  profession.  The  rewards 
in  being  given  such  a trust  by  our  patients 
will  remain  so  as  long  as  our  ethics  and 
individual  actions  toward  a greater 
community  demonstrate  creditable 
concern,  compassion,  and  a commitment 
toward  their  welfare.  I have  spoken  all 
year  toward  the  efforts  of  cost 
containment— it’s  an  important  problem 
we  face — but,  far  more  important  is 
caring  — health  caring  — that’s  our 
mission. 

Clyde  W.  Kurtz,  M.D, 

ArMA  President 


Student  Research 


In  1979,  the  College  of  Medicine 
returned  to  a four-year  curriculum.  With 
this  change  more  time  was  available  for 
student  research  activities  and  the  level  of 
interest  in  research  among  the  students 
also  increased.  Utilizing  funds  supplied 
by  AMA-ERF  and  other  Dean’s 
discretionary  funds,  a Medical  Student 
Research  Fund  was  established.  The 
purpose  of  this  fund  is  threefold:  first,  to 


make  available  research  support  in  the 
form  of  supply  monies  for  students 
working  in  various  investigators’ 
laboratories;  second,  to  make  available 
funds  for  travel  to  allow  students  to 
present  their  results  at  scientific 
meetings;  finally,  to  provide  stipends  to 
students  to  allow  them  to  work  in 
research  laboratories  on  a full-time  basis 
during  vacations. 

Each  fall  and  spring  requests  for 
funding  are  solicited  by  a committee 
composed  of  two  faculty  members  and 
four  students.  Each  applicant  must 
develop  a research  proposal  and  provide 
a letter  of  support  from  a principal 
investigator  under  whose  direction  the 
research  will  be  conducted.  These 
applications  are  reviewed  by  the 
committee.  If  the  application  is  funded, 
the  student  is  committed  to  writing  a 
summary  report  of  his  or  her  research  at 
the  termination  of  the  project  or  to 
making  a formal  presentation  at  the 
College  of  Medicine  Annual  Student 
Biomedical  Research  Forum.  The  first  of 
these  was  held  in  April  of  1981.  Awards 
were  given  for  the  best  presentations. 
One  award  went  to  a member  of  the  Class 
of  1983  for  research  entitled  “The 
Verification  and  Clinical  Demonstration 
of  the  Echo-Doppler  Series  Effect.” 
Another  student  in  the  Class  of  1982  was 
recognized  for  a presentation  on 
"Heterogeneity  of  Benzodiazapine 
Receptors.”  Both  of  these  presentations 
were  repeated  at  national  science 
meetings  and  gained  significant  acclaim. 

In  May  1981,  the  University  of  Arizona 
received  a five-year  grant  from  the 
National  Institute  of  Health  to  support  a 
Medical  Student  Research  Training 
Program.  This  program  includes 
fellowships,  allowing  sixteen  students  to 
participate  in  research  experience  over  a 
period  of  two  to  three  months. 
Furthermore,  the  program  provides  a 
student  research  club,  career  counseling, 
clinical  correlation  seminars,  and  a series 
of  seminars  entitled  “Close  Encounters 
With  Great  Biomedical  Scientists.”  The 
support  provided  through  this  grant,  will 
give  students  the  opportunity  to  actively 
participate  in  research  laboratories  and 
allow  them  the  opportunity  to  determine 
their  suitability  for  academic  research 
careers.  At  present,  there  are  students 
working  with  faculty  from  almost  every 
department  within  the  College  of 
Medicine.  Research  support  is  also 
available  through  a grant  to  the  Cancer 
Center  and  individually  through  the 
Arizona  Heart  Association,  The  Cystic 
Fibrosis  Foundation,  Muscular  Dystrophy 
Association  and  The  March  of  Dimes. 

Since  the  inception  of  the  College  of 
Medicine,  students  have  been  able  to 
obtain  both  an  M.D.  and  a Ph.D.  degree, 
however,  until  very  recently  this  was  not  a 
formalized  program.  With  the  beginning 


of  the  spring  semester  of  1982, 
College  will  be  offering  a joint  M.D. /I 
program.  This  program  will  help  dev 
the  clinical  scientists  of  the  future.  U 
this  program,  students  who  have  1 
admitted  to  the  College  of  Medicine 
apply  for  admission  into  the  joint  de 
program.  This  program  will  take  fror 
to  seven  years  and  both  degrees  wi 
awarded  concurrently.  At  the  pre 
time,  students  have  the  opportunii 
obtaining  their  Ph.D.  training  in 
Departments  of  Anatomy,  Biochemi 
Molecular  and  Medical  Microbiol 
Pharmacology  and  Physiology.  The 
participant  in  this  program  will  receiv 
Ph.D.  from  the  Molecular  Bio 
graduate  program  administered  by 
Department  of  Molecular  and  Mei 
Microbiology.  It  is  hoped  that,  in 
future,  opportunities  for  joint  deg 
will  be  made  available  through  c 
departments  in  the  University. 

The  College  of  Medicine 
accomplished  faculty  both  in  the  cli 
and  basic  science  research  ar 
Opportunities  for  research  with  t 
scholars  will  provide  students  wi 
broad  background  and  gr 
opportunities.  These  resea 
experiences  lay  the  foundation  enat 
students  to  make  signific 
contributions  to  the  advancemen 
medical  sciences  throughout  t 
careers. 

Andrew  M.  Goldner,  Ph.D. 

Associate  Dean  for  Student  Affairs 
Louis  J.  Kettel,  M.D. 

Dean 


Is  It  Worth  It? 

Those  of  us  who  have  pract 
medicine  in  Arizona  for  a numbe 
years  have  witnessed  incredible  cha 
some  good — some  not  so  good, 
faces  come  happily  and  old  face: 
sadly;  that  is  the  natural  order  of  thin; 
is  the  looks  of  worry,  apprehension 
despair  seen  daily  on  some  of  our  f 
that  are  just  cause  for  our  collet 
concern. 

Doctors  are  suit  conscious  and  ' 
good  cause.  The  public  is  acutely  awai 
enormous  settlements  given  to  pet 
who  have  sued  their  doctors  for  alle 
malpractice. 

On  September  22,  1978,  I went  to 
East  High-Camelback  High  football  ga 
The  game  was  played  at  East  High  Sch 
My  son,  Mike,  played  tackle 
Camelback.  During  the  course  of 


332 


MAY  1982  • XXXIX  • 5 


Tie,  one  of  my  son’s  teammates 
stained  a broken  neck  and 
adraplegia.  Along  with  the  coaches 
d officials  of  both  schools,  I went  on  to 
? field  to  offer  help.  I was  under  no 
ligation  other  than  to  myself.  I never 
ce  considered  not  trying  to  help.  The 
y was  paralyzed  and  had  trouble 
?athing.  I was  afraid  that  he  might  die 
m his  apparent  high  spinal  cord  injury, 
was  evacuated  by  ambulance  to  St. 
eph’s  Hospital.  I visited  this  young 
n,  as  a friend  a number  of  times  while 
was  hospitalized.  I later  took  his 
ture  at  the  football  banquet  and  on  the 
atball  field  surrounded  by  his 
mmates. 

n September  of  1980  I was  sued  by  this 
y and  his  parents  for  more  than  $7 
llion.  After  the  suit  was  filed,  I was 
itacted  by  the  Arizona  Board  of 
?dical  Examiners  and  informed  that  the 
ddent  was  under  investigation.  I 
iwered  all  their  questions.  Following 
! investigation,  I received  the  following 
ter  from  the  Board  of  Medical 
iminers: 
hi  7,1981 

: Christoph  Luebke  vs.  Cecil  Vaughn, 
D.  - Malpractice 
cil  Vaughn,  M.D. 
f North  18th  Avenue 
oenix,  Arizona  85006 


ar  Doctor  Vaughn: 

the  Arizona  Board  of  Medical 
hminers  met  on  March  12,  1981,  to 
'/iew  administrative  and  investigative 
liters  as  required  by  Arizona  law. 
following  a review  of  all  pertinent 
cords,  reports  and  recommendations  of 
^ Board's  investigating  member  and 
\ff  physicians  regarding  the  above- 
ierenced  case,  the  Board  concluded  in 
[ten  Session  that  there  was  no  evidence 
\ incompetence  or  unprofessional 
nduct  on  your  part,  and  therefore  filed 
^ matter. 

The  Board  of  Medical  Examiners  would 
^ formally  to  express  its  sincere 
predation  for  your  cooperation  and 
lienee  in  the  review  of  this  case. 


icerely, 

\ard  of  Medical  Examiners 

ite  of  Arizona 

^uglas  N.  Cerf 

sociate  Executive  Director 

jJC:jl 

The  expense  in  money,  time,  and 
trage  suffered  by  me  and  my  family 
hnot  be  measured.  I went  about  my 
siness  and  did  not  discuss  this  suit 
cept  in  deposition.  On  March  15, 1982, 1 
lived  at  the  hospital  only  to  be  shown 
2 front  page  spread  in  the  Arizona 
public  about  the  “Good  Samaritan 
it.’’  The  response  from  doctors  across 
e state  has  been  reassuring  to  me. 
rhe  Good  Samaritan  Law  was  enacted 
1967  by  tbe  Arizona  Legislature.  The 


law  states  that  physicians  are  not  liable 
while  rendering  emergency  care  at  a 
public  gathering  or  at  the  scene  of  an 
emergency  occurrence,  gratuitously  and 
in  good  faith.  I have  yet  to  answer  in 
court.  The  wheels  do  indeed  turn  slowly. 
Under  Arizona  law,  this  is  a hallmark  case 
as  the  Good  Samaritan  statute  has  as  yet 
been  untested.  The  legality  of  these 
matters  are  to  be  adjudicated  shortly. 

What  will  you  do  the  next  time  that  you 
come  upon  the  scene  of  an  accident  and 
people  have  been  injured?  Will  you  stop 
and  help?  Will  you  helpan  athlete  injured 
in  a game  that  you  attended  to  enjoy? 

I have  answered  to  my  peers,  my 
conscience,  and  the  Arizona  Board  of 
Medical  Examiners,  in  that  order. 

The  day  that  a doctor  holds  back  and 
doesn’t  stand  forward  to  help  another 
human  being  is  the  day  that  a doctor 
should  not  stand  at  all.  Is  it  worth  it? 

Cecil  Vaughn,  M.D. 

Phoenix 


Can  We  Afford 
Not  To  Finance 
Psychiatric  Care? 

/\  Guest  Editorial 


The  State  of  Arizona  is  embarking  on  a 
challenging  experiment  in  its  attempt  to 
care  for  the  medically  indigent  under  the 
provisions  of  the  Arizona  Health  Care 
Cost  Containment  System  (AHCCCS).  In 
wrestling  with  the  various  financial 
constraints  operating  in  providing  such 
care,  the  Legislature  has  chosen  to 
severely  limit  psychiatric  care.  Fearing 
that  the  provisions  of  psychiatric  services 
might  break  the  system  finanically,  the 
Legislature  has  chosen  to  restrict 
psychiatric  services  to  acute  care  only 
and,  at  the  time  of  this  writing,  have 
interpreted  acute  care  to  be  that 
provided  only  within  the  walls  of  a 
general  hospital. 

I do  not  wish  to  quarrel  with  the 
position  of  limiting  psychiatric  care  to 
acute  care.  We  cannot  dismiss  the 
concerns  of  the  Legislature  that  the 
provision  of  unlimited  mental  health  care 
to  the  medically  indigent  through  the 
private  sector  could  present  a substantial 
financial  drain  upon  AHCCCS.  Save  for 
one  preliminary  study,  the  cost  impact  of 
the  research  on  providing  unlimited 
mental  health  services  to  the  medically 
indigent  is  inconclusive.^  In  addition  we 
already  have  in  place,  via  the  state 


Department  of  Behavioral  Health 
Services  some,  albeit  limited,  resources 
for  providing  care  to  tbe  chronically 
mentally  ill. 

Nor  do  I wish  to  place  blame  on  the 
Legislature  for  its  lack  of  wisdom.  In 
drafting  the  AHCCCS  bill,  the  Legislature 
was  functioning  under  enormous  time 
constraints  and  had  to  cope  with  multiple 
constituencies  offering  conflicting 
information. 

Finally,  I do  not  wish  to  quarrel  with  the 
ethical  and  humanitarian  question  of  the 
effects  that  psychiatric  service  exclusion 
will  have  on  the  quality  of  life  for  the 
medically  indigent.  There  is  an 
abundance  of  research  to  indicate  that 
the  provision  of  psychiatric  services  has  a 
positive  impact  on  most  of  its  consumers. 
Unfortunately,  much  of  the  research  is 
vague  and  the  difficulties  of  measuring 
“quality’’  challenges  the  resources  of  the 
most  rigorous  of  researchers.^ 
Furthermore,  we  must  remain  aware  of 
the  political  suspicions  involved  in 
providing  any  service  that  focuses  on 
quality  rather  than  medical  necessity, 
particularly  in  those  instances  where 
public  funding  is  concerned.  My  quarrel 
with  the  current  AHCCCS  provision  on 
Mental  Health  is  that  it  is  financially  short 
sighted. 

In  his  recent  review  of  the  subject, 
Lipowski  indicates  that  from  12  to  15 
percent  of  adult  patients  visiting  family 
physicians  had  symptoms  of  emotional 
disorder  and  that  these  patients  account 
for  an  estimated  30  percent  of  all  office 
visits  during  any  one  year.^  The 
prevalence  of  depression  among  medical 
inpatients  alone  ranges  from  20  to  25 
percent.  Several  studies  indicate  that 
there  is  a positive  association  between 
psychiatric  and  physical  illness.'*  To 
complicate  matters  further,  Koranyi’s 
study  disclosed  that  almost  half  of  43 
percent  of  psychiatric  clinic  patients 
suffered  from  one  of  several  physical 
illnesses  which  remained  undiagnosed  by 
the  referring  physician.®  My  speculation 
is  that  once  classified  as  a “crock,”  these 
patients  had  difficulty  being  seen  clearly 
by  a primary  physician  as  having  medical 
problems. 

Two  very  elegant  studies  published  in 
1982  demonstrates  that  psychiatrically- 
disturbed  patients  use  general  medical 
services  with  an  average  frequency 
ranging  from  1.4  to  1.9  times  as  high  as 
patients  without  such  diagnoses. ®'^Our 
own  research  demonstrates  that  the 
provision  of  outpatient  psychiatric 
services  in  a setting  concentrating  on 
time-limited  psychotherapy,  more  than 
pays  for  itself  in  the  savings  resulting  from 
lower  utilization  of  inpatient  psychiatric 
services.®'® 

In  reviewing  thirteen  prepaid  and 
indemnity  insurance  programs,  jones  and 
Vischi  have  shown  that  the  provision  of 
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mental  health  services  yields  a reduction 
in  medical  care  utilization  ranging  from  5 
to  85  percent  with  a median  of  20 
percent.'®  In  a closely  supervised,  closed- 
panel  setting,  every  dollar  spent 
providing  mental  health  services  was 
offset  by  a $1.33  savings  in  the  provision  of 
general  medical  services.  Several 
conclusions  emerge  from  the  above: 

1.  Mentally-disturbed  patients  will  use 
medical  services — psychiatric,  surgical  or 
medical — at  a higher  rate  than  the 
general  population. 

2.  If  not  treated  at  a level  appropriate 
to  their  need,  mental  health  patients  risk 
costly  overutilization  of  general  medical 
services. 

3.  We  have  not  tested  the  cost- 
effectiveness  of  providing  unlimited 
mental  health  services  to  the  medically 
indigent  population.  The  risk  remains 
that  provision  of  unlimited  services  could 
overextend  the  finances  of  the  system. 

4.  The  risk  of  not  providing  services, 
particularly  acute  outpatient  psychiatric 
services,  may  be  even  greater. 

5.  The  limitation  of  psychiatric  services 
to  those  which  could  be  provided  in  a 
general  hospital  rather  than  an  outpatient 
setting,  is  a particularly  costly  constraint. 
Recommendations 

1.  The  state  could  assure  itself  of  a 
reasonable  expenditure  limit  by  placing  a 
maximum  on  the  benefits  provided  to 
each  patient.  This  neither  solves  the 
problem  of  the  chronic  patient  who 
ultimately  must  be  diverted  to  other  state 
resources,  nor  solves  the  problem  of  the 
provider  who  does  not  have  ready  access 
to  state-financed  resources. 

2.  There  should  be  provision  for  both 
acute  inpatient  and  outpatient  psychiatric 
care.  This  too,  should  be  limited.  The 
primary  physician  should  remain  the 
focus  of  all  care  and  should  retain 
authority  for  authorizing  all  psychiatric 
services.  To  recommend  a specific 
formula  for  the  number  of  outpatient 
consultations  and  the  number  of 
inpatient  days  for  the  medically  indigent 
population  is  quite  speculative.  Reiger 
and  his  colleagues  reassure  us  that 
patients  studied  in  four  separate  clinical 
facilities  (three  of  which  were  prepaid) 
could  be  treated  in  an  average  of  from 
two  to  nine  consultation-visits  per  year.^ 
Many  acute,  life-threatening,  psychiatric 
crises  can  be  effectively  treated  by 
combining  a brief,  e.g.,  up  to  seven  days, 
hospitalization  with  prompt  and 
accessible  outpatient  psychiatric 
management."  Thus,  a reasonable,  but 
restrictive  benefit  package  for  the 
medically  indigent  might  offer  up  to 
seven  days  of  inpatient  psychiatric 
consultation  as  authorized  by  a primary 
physician. 

Summary 

In  providing  a structure  for  medical 
care  of  Arizona’s  indigents,  the 
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Legislature  must  balance  the  needs  of  its 
constituents  as  well  as  budget  demands 
and  long-term  consequences  of  its 
actions.  Failure  to  fund  adequate 
psychiatric  care  will  prove  to  be  not  only 
inhumane  but  financially  shortsighted  as 
well. 

Thomas  E.  Bittker,  M.D. 

Medical  Director 

Medical  Care  Administration  Division 
Arizona  Health  Plan 
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Auxiliary  Highlights 


Arizona’s  County  Medical  Soci 
Auxiliaries  continue  to  emphasize  he 
education  and  health  service  project 

Their  activities  are  truly  impressive,; 
ArMA  Auxiliary  President  Janet  Hoffrr 

hlere’s  a county-by-county  rep 
compiled  by  Carolyn  Corrigan,  Ar 
Auxiliary  vice  president  and  he 
project  coordinator. 

Coconino  County 

This  year  Coconino’s  Auxili 
distributed  “Early  Start  to  Good  Hea 
packets  to  the  libraries  of  Flag! 
elementary  schools  and  continued 
MATCH  project,  which  collects  and  I 
signed  release  forms  from  part 
allowing  physicians  to  treat  a child  ir 
emergency  situation  when  the  par( 
might  not  be  available. 

Coconino  also  raises  money  fo 
scholarship  for  a Northern  Ariz 
University  student  in  a health  related  f 
and  contributes  to  other  commu 
projects.  Connie  Vorpahl  has  b 
Coconino’s  president  this  year  and  / 
Benson  has  served  as  commui 
education  chairman. 

Maricopa  County 

Maricopa’s  Auxiliary  is  known 
several  health  projects  it  originated 
which  spread  rapidly  to  other  cour 
across  the  nation.  Because  these  proj 
continue  to  meet  real  needs,  Marie 
emphasized  them  again  this  ye; 
putting  money,  time  and  energy 
making  them  the  very  best.  Presic 
Carole  jallo  says  the  GEMS  babysit 
classes  graduated  more  than  1 
students,  the  nutrition  puppets 
Catastrophe  Cottage  were  taken 
schools,  the  program  in  nutrition  for 
elderly  was  continued,  and  Early  Star 
Good  Health  promoted. 

Maricopa  Auxilians  sponsored  anol 
Emergency  Run  in  February  and  studi( 
new  project,  human  organ  donation; 
an  April  meeting.  Proceeds  fron 
Holiday  Boutique  ($1,974.85)  will 
applied  toward  the  purchase  of  m 
GEMS  manuals.  Genevive  White  chai 
Maricopa’s  health  education  and  wel 
committee. 

Mohave  County 

County  President  Kathy  McAndrt 
Health  Projects  Chairman  Lori  Nel 
and  the  Mohave  Auxilians  h 
continued  their  involvement  in  a j 
school  eye  screening  program  an 
series  of  classes  for  expectant  pare 
They  are  particularly  concerned  ab 
substance  abuse  and  have  taken  the  I 
in  educational  programs  for  scF 
children  and  their  parents.  Auxil 
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n played  an  important  part  in  the 
|imunity  health  fair  held  in  April, 
itohave’s  Auxiliary  has  also  been 
blved  in  the  planning  of  an  expanded 
lily  Life  course  for  high  school 
fents,  which  would  include  a study  of 
e and  female  anatomy,  pregnancy, 
ereal  diseases  as  well  as  guest  speakers 
I discussions  on  sexuality,  the 
aonsibilities  and  possible  conse- 
nces  of  pre-marital  sex,  alternatives 
how  to  say  ‘no!’ 
a County 

ima’s  Auxiliary  has  conducted  two 
dS  courses,  sent  the  nutrition  puppets 
each  week  to  grade  schools,  held  its 
and  annual  Shape  Up  for  Life  family 
day,  participated  in  Tucson’s  Health 
’82,  continued  its  support  of  Mobile 
als  and  sponsored  its  seventh  annual 
men  Aware  day. 

nder  President  Marilyn  Haas’ 
lership,  the  Auxiliary  has  successfully 
iated  a new  substance  abuse 
vention  course  for  fifth  and  sixth 
ders  called  "Let’s  Talk”  and  an 
irmational  program  on  medications 
senior  citizens  called  “Elder  Ed.”  Joyce 
Tpkin,  chairman  of  the  substance 


)liver  J.  Harper,  M.D.,  Peoria,  has  been 
:ted  chief  of  staff  at  Walter  O.  Boswell 
morial  Hospital  for  1982.  Also  elected 
e William  J.  Kennell,  M.D.,  of  Peoria, 
retary-treasurer,  and  Cherryl  B. 
fstetter,  M.D.,  of  Sun  City,  member-at- 
;e. 

letcher  E.  Zimpfer  II,  M.D.,  Mesa,  has 
sed  the  examination  for  certification 
special  competence  in  Dermatopath- 
gy  which  was  given  by  the  American 
ird  of  Dermatology  and  the  American 
ird  of  Pathology  in  Chicago  last 
vember. 

innifer  Wing,  M.D.,  Tucson,  spoke  to 
:lass  of  fourth  and  fifth  graders  at 
nzo  Elementary  School  in  Tucson 
)ut  career  opportunities  in  medicine 
women.  Dr.  Wing  was  one  of  three 
Sessional  women  invited  to  the  school 
ing  National  Women’s  History  Week, 
ahn  Michael  Lewis,  M.D.,  Tucson,  has 
m certified  as  a diplomate  of  the 
erican  Board  of  Emergency  Medicine, 
iabriel  F.  de  Freitas,  M.D.,  Phoenix,  has 
m appointed  to  the  National  Advisory 
.earch  Council  of  the  National 
titutes  of  Health  in  Bethesda, 


abuse  prevention  committee,  says  “Let’s 
Talk”  is  a two-part  program  which  covers 
communication  skills,  ways  of  handling 
stress,  and  basic  information  about  drugs, 
alcohol  and  smoking  so  young  people 
can  make  responsible  decisions.  Eve 
Dickstein,  chairman  of  the  aging 
committee,  also  heads  the  Auxiliary’s 
Elder  Ed  teams. 

Meanwhile,  enthusiasm  for  the  Human 
Adventure  Center  continues  to  grow.  An 
Auxiliary  committee  chaired  by  Eaith 
Anderson  and  Melinda  Carrell  is 
spearheading  a campaign  to  plan  and 
finance  a health  education  museum  for 
Southern  Arizona. 

Yavapai  County 

Yavapai  County  Auxiliary,  whose 
president  this  year  has  been  Ereddie 
Dahn,  came  up  with  a health  education 
project  that’s  a real  winner.  It’s  a play, 
“The  Beautiful  Package,’’  about 
substance  abuse  and  it’s  being  presented 
to  school  children  in  grades  one  to  four 
by  Auxilians.  The  other  counties  got  a 
preview  of  the  skit  at  the  state  board 
meeting  in  Eebruary. 

Yavapai  has  continued  to  provide 
refreshments  for  the  quarterly  Kiwanis 


Briefly  Noted 

J 


Maryland.  Dr.  de  Ereitas  and  17  other 
health-science  authorities  will  evaluate 
research-grant  applications  and  develop 
future  research  resources. 

More  than  400  women  attended  the 
day-long  Women  Aware  seminar 
sponsored  by  the  Pima  County  Medical 
Society  Auxiliary  March  23,  1982,  at  the 
University  of  Arizona  Student  Union. 
Tucson  physicians  participating  in  the 
program  discussed  the  following  topics: 
Stephen  S.  Cox,  M.D.,  “Old  Age  is  Not  a 
Disease;”  Arthur  M.  Goldberg,  M.D., 
“Patient-Doctor  Interactions;”  Karen  C. 
Larson,  M.D.,  “How  to  Eeel  Better  About 
Waiting  in  Line;”  William  E.  Miller,  M.D., 
"Allergies:  Do  I have  Them?  Should  I Do 
Anything  About  Them?;”  Richard  S. 
Popeski,  M.D.,  “That  Elusive  Goal.  . .Self 
Esteem:  How  Do  Our  Children  Obtain 
It?;”  ArMA  president  Clyde  W.  Kurtz, 
M.D.,  of  Phoenix  discussed  "Getting  the 
Most  for  Your  Medical  Dollar.” 

Mehernaz  N.  Irani,  M.D.,  Casa  Grande, 
participated  in  a day-long  workshop. 
Women  of  ’80  on  February  27,  1982,  at 
Central  Arizona  College.  Dr.  Irani  also 
recently  donated  a Thyrotek  thyroid 
testing  machine  to  Hoemako  Hospital  in 


blood  bank  drives.  It  held  a CPR  class  for 
members  in  November,  awarded  two 
nursing  scholarships,  and  provided  gifts 
for  Meals  on  Wheels  recipients. 

Yuma  County 

Yuma’s  Auxiliary  provides  an 
orientation  and  tour  of  the  hospital  for  all 
elective  pediatric  surgery  patients  and 
their  parents,  designed  to  alleviate  fears 
of  the  youngsters.  The  Auxilians  first 
present  a slide  show  for  the  young 
patients  explaining  hospitalization 
procedures.  Then  an  Auxilian,  costumed 
as  the  Pink  Panther,  takes  the  youngsters 
and  their  parents  on  a tour  of  the  hospital, 
from  admission  to  discharge. 

Yuma,  which  has  had  a very  successful 
breast  self  examination  training  program 
in  the  past,  has  gone  on  to  provide 
support  for  mastectomy  patients  by 
donating  prosthesis  to  needy  patients. 
Yuma  also  provided  $310  for  a nursing 
scholarship,  created  the  decorations  for 
the  Hospital  Foundation’s  spring  dance, 
and  stressed  good  nutrition  with  a low 
calorie  dinner  at  its  January  meeting, 
report  Auxiliary  President  Shirley  Morris 
and  Health  Projects  Chairman  Jo 
Ochsner. 


‘^What  They^re  Saying^’ 

One  more  country  is  learning  that  a 
“free  health  care  system”  is  often 
“inefficient  and  inequitable.”  The  China 
Daily,  a Peking  newspaper,  said  recently, 
"More  often  than  not,  those  in  important 
positions  or  on  good  terms  with  the 
doctor  can  obtain  effective  medicine 
while  for  the  rest  of  us,  this  is  sometimes 
extremely  difficult  or  impossible.”  The 
article  also  said  medicines  were  often 
dumped  “like  rubbish  because  one  can 
obtain  these  pills  for  the  asking.  No  doubt 
one  would  think  twice  about  throwing 
them  away  if  the  cost  came  out  of  one’s 
own  pocket.” 


Continued  on  next  page 
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Casa  Grande  for  use  by  both  the  hospital 
staff  and  private  physicians. 

James  E.  Jones,  M.D.,  Mesa,  has  been 
elected  president  of  the  Arizona  Society 
of  Anesthesiologists.  Other  1982  officers 
are  Robert  A.  Baratz,  M.D.,  Phoenix, 
president-elect;  Charles  W.  Otto,  M.D., 
Tucson,  vice-president;  Sergei  L. 
Snegireff,  M.D.,  Scottsdale,  secretary; 
and  Fred  H.  Landeen,  M.D.,  Tucson, 
treasurer.  Members  of  the  Board  of 
Directors  are:  North  Central  District— 
Roland  M.  Couche,  M.D.,  Robert  W. 
Croddy,  M.D.,  and  R.  J.  Zeluff,  M.D., 
Phoenix,  and  Donald  D.  Preuss,  M.D., 
Scottsdale.  South  Central  District — Larry 
R.  Putnam,  M.D.  and  Ronald  W.  Yakaitis, 


M.D.,  Tucson.  Western  District — Robert 
A.  Butler,  M.D.,  Lake  Havasu  City.  ASA 
Delegates— James  C.  Zemer,  M.D., 
Phoenix,  and  Casey  D.  Blitt,  M.D., 
Tucson.  ASA  Alternate  Delegates — 
Donald  D.  Preuss,  M.D.,  Scottsdale,  and 
Sergei  L.  Snegireff,  M.D,,  Scottsdale. 
Eldon  S.  Reed,  M.D.,  Phoenix,  is  the 
immediate  past  president. 

Thomas  P.  Foerster,  M.D.,  Peoria,  chair- 
man of  ArMA’s  Sports  Medicine  Section, 
led  off  the  Health  Talks  series  March  31, 
1982,  with  a presentation  entitled  “On 
Your  Mark,  Get  Set.  . .Exercise.”  The 
health  information  series  is  presented  as  a 
public  service  under  the  co-sponsorship 


Women  Aware  ] 


of  the  Arizona  Medical  Association  ai 
Blue  Cross  and  Blue  Shield  of  Arizon  i 
ArMA  members  who  participated^ 
the  Association’s  8th  Annual  Spc^ 
Medicine  Symposium  February  5-7, 19 
are:  Ronald  W.  Barnet,  M.D.,  Phoeni  | 
Dennis  W.  Berry,  M.D.,  Phoenix;  Willi  ^ 
C.  Brainard,  M.D.,  Phoenix;  C.  S t' 
Colachis,  M.D.,  Phoenix;  Robert  ■ 
Hagan,  M.D.,  Co-chairman,  Phoenixh 
Timothy  R.  Harrington,  M.D.,  Phoeni i i 
Thomas  P.  Foerster,  M.D.,  Peoria;  Chars 
C.  Hopmans,  M.D.,  Phoenix;  Eli  a 
Krigsten,  M.D.,  Phoenix;  Roman 
Lewicky,  M.D.,  Flagstaff;  Errol  R,  Swe. 
M.D.,  Phoenix;  and  John  Utz,  M. , 
Tucson. 
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3 Medical 
History 


t Bowie  Hospital 


1 W.  Kennedy,  M.D. 

lere  has  recently  been  published  a 
complete  review  of  the  history  of  this 
together  with  rather  explicit  Army 
)rds  or  portions  thereof,  concerning 
Tospital.'' 

lis  account  goes,  in  part,  something 
this,  “Fort  Bowie  consisted  of  two 
net  posts,  the  first  of  which  lasted 
I 1862  until  1869,  when  it  was 
eeded  by  a new  and  larger  fort,  built 
hundred  yards  away  from  the  earlier 
Both  posts,  and  especially  the  first, 

? erected  at  commanding  positions 
jt  three  miles  east  of  the  summit  of 
:he  Pass  in  the  northern  part  of  the 
ichahua  Mountains.  Despite  its 
/ing  notoriety  as  a place  of  Indian 
ush,  plunder,  and  murder,  Apache 
with  its  bountiful  springs  continued 
e a landmark  for  travelers.  In  1857  a 
route  from  San  Antonio  to  San  Diego 
traced  through  the  Pass  and  a year 
the  Butterfield  Overland  Mail 
ipany  selected  it  for  the  location  of 
of  its  stations.  But  the  Civil  War 
ed  the  closure  of  the  Butterfield  route 
the  mail  station  at  Apache  Pass  was 
idoned.  It  assumed  importance  a bit 
when,  in  July  1862,  volunteer  troops 
1 California  fought  a desperate  battle 
Cochise’s  warriors  for  control  of  the 
:ral  springs.  So  important  did 
adier  General  James  H.  Carleton 
>ider  this  watering  place  on  his  supply 
ibetween  Tucson  and  El  Paso  that  he 
'■red  the  erection  of  a permanent 
Ison  facility.  Thus  began  the  turbulent 
bry  of  Fort  Bowie,  guardian  of  Apache 
'for  the  next  thirty  years.  Descriptions 
le  original  hospital  are  meager  but  it 
been  described  like  this,  “Probably 
large  structure  built  of  logs  and 
ted  near  the  corral  was  the  Post 
aital,  as  suggested  in  the  verbal 
ription — a log  house  and  a cellar  like 
n containing  three  or  four  beds.”  In 
, the  first  fort  was  superseded.  The 
hospital  there  was  described  as 
ws;  “The  hospital  at  Fort  Bowie  for 
t of  the  post’s  existence  was  in  this 
tJing,  an  adobe  structure  of  one  large 
two  small  rooms  with  a flat  mud  roof 
ted  late  in  1868  as  a quartermaster 
ihouse.  It  served  various  functions  at 
s,  and  was  the  guardhouse,  at  other 
s the  adjutant’s  office.  The  rooms. 


The  new  hospital  at  Fort  Bowie  circa  1890.  Photo  courtesy  Arizona  State 
Library. 


north  to  south,  consisted  of  a storeroom, 
a wardroom,  a combination  dispensary, 
office  and  storage  room.  Doors  were 
located  on  the  east  side  of  the  building  for 
each  room  except  the  ward  which  was 
reached  through  the  dispensary.  Capacity 
of  the  ward  was  eight  beds.  Four  to  five 
windows  were  situated  along  the  west  or 
rear  side,  and  a fireplace  and  chimmey 
stood  at  the  south  end  of  the  structure. 
The  earthen  roof  of  the  hospital  was 
covered  with  a coat  of  lime  cement.” 

The  hospital  was  damaged  by  the  heavy 
rains  of  early  1874  and  its  condition  was 
deemed  “untenable,”  although  repairs 
were  evidently  made  towards  the  end  of 
the  year.  A needed  addition  was  erected 
at  approximately  this  time,  a wing  off  to 
the  north  rear  of  the  structure  and  at  right 
angles  to  it. 

All  of  the  fort  buildings  were  made  of 
adobe  and  the  roofs  were  always  leaking. 
The  account  continues,  “Every  measure 
was  taken  to  prevent  the  roof  of  the 
hospital  from  leaking.  In  1876  an  adobe 
roof  was  placed  on  tbe  new  addition.  Two 
years  later  the  post  surgeon  reported  that 
the  roofs  of  the  hospital  and  out  building 
required  repairs.”  All  this  time  the  post 
surgeons  were  requesting  that  a new 
hospital  be  erected.  “This  hospital,” 
wrote  an  inspector  in  the  summer  of  1880, 
"I  consider  the  poorest  in  the 
Department  in  regard  to  adaptability  of 
the  building.” 

Sanitation  was  as  primitive  as  the 
hospital  and  the  following  is  a 
description.  “Privy.  This  large  hip  roofed 
outhouse  was  erected  at  the  north  east 
corner  of  the  corrals  in  about  1886, 


apparently  at  the  time,  the  back  of  the 
enclosures  were  being  altered.  Probably 
built  of  adobe,  the  structure  served  as  an 
earth  closet,  or  sink,  until  1889  when  a 
pipe  drainage  system  was  installed  at  Fort 
Bowie.  Thereafter  it  functioned  asa  water 
closet  for  the  enlisted  men  and  was 
‘frequently  flushed  out  when  water  can 
be  spared’.” 

In  May  1887,drawingsand  estimates  for 
a new  hospital  building  to  replace  the  old, 
were  prepared  and  submitted  for 
approval  by  the  War  Department.  The 
account  continues,  “Construction  on  the 
new  building  actually  got  under  way  in 
late  1888  or  early  1889.  The  site  selected 
for  it  was  on  a rise  of  ground  off  the 
southwest  corner  of  the  post  and  away 
from  the  potential  garrison  noises.  Thirty 
thousand  adobe  bricks  were  furnished 
under  contract  by  laborers  employed  by 
the  post  trader  at  Fort  Bowie.  Towards  the 
end  of  March  1889,  an  officer  reported 
that,  “A  foundation  for  a new  hospital  has 
been  laid  and  the  adobes  and  woodwork 
for  the  building  are  nearly  ready.”  There 
were  some  starts  and  stops  due  to  lack  of 
funds,  and  due  to  rumors  that  the  post 
would  be  abandoned,  but  finally  it  was 
completed  and  in  addition  a hospitals’ 
stewards’  quarters  were  built  in  1889.  The 
fort  was  finally  closed  in  1892  and  it  soon 
fell  into  disarray  and  little  remains  except 
some  mouldering  adobe  walls. 

Reference 

1.  Historical  Structural  Report,  Fort  Bowie 
1862-1894.  Fort  Bowie  Historical  Site, 
Jerome.  Greene  A (ed).  Park  Service, 
Depart,  Interior,  1980. 
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ArMA  Reports 

J 

The  minutes  appearing  in  this  section 
have  been  condensed.  A complete  copy 
of  the  minutes  of  any  meeting  will  be 
mailed  to  any  member  requesting  them. 

LEGISLATIVE  COMMITTEE 

The  Legislative  Committee  met  on 
February  20,  1982.  The  following  bills 
were  presented,  discussed  and  postions 
taken. 

Lobbyist  Report: 

SB  1191  — Medical  Liability  Review 
Panels 

Allan  Stanton,  ArMA  lobbyist,  informed 
the  committeee  that  the  medical  liability 
review  panel  bill  will  be  considered  by 
the  Senate  Health  Welfare  and  Aging 
Committee  on  Monday,  February  22, 
1982.  ArMA,  ArHA,  and  MICA  will  offer 
amendments  to  the  bill  and  it  is  expected 
that  they  will  be  adopted.  Received  for 
information  only. 

SB  1058  and  HB  2175— Hospital 
Privileges  for  Podiatrists 

HB  2175  has  passed  the  House  and  is 
awaiting  action  in  the  Senate.  The 
Association  continues  to  offer  active 
nonsupport  to  SB  1058  and  to  support 
the  position  of  the  Arizona  Hospital 
Association.  Mr.  Stanton  indicated  that 
he  would  like  to  talk  with  any  doctor 
about  the  history  of  this  legislation  and  it 
was  suggested  that  a brief  message  on 
the  bill  be  included  in  Medical  Memos. 
SB  1025— Child  Passenger  Restraint 
System 

The  committee  was  briefed  on  the  status 
of  this  bill,  presently  it  is  ready  for  action 
in  the  Senate.  It  was  moved  and  carried 
to  recommend  to  the  Board  of  Directors 
that  the  Association  commit  time  and 
money  to  a program  of  public  education 
in  child  passenger  restraint  systems.  It 
was  further  recommended  that  the 
Arizona  Hospital  Association  and  the 
ArMA  Auxiliary  be  asked  to  participate 
in  such  a program. 

HB  2020  — Insurance  Benefits  for 
Chiropractic  Services 

This  bill  has  moved  out  of  the  House 
without  committee  action  and  is  now  in 
the  Senate.  The  Assocation  will 
continue  to  offer  active  nonsupport. 

HB  2052— Look-Alike  Drugs 
This  bill  has  passed  out  of  the  House 
with  an  amendment  offered  by  the 
Association.  Active  study  is  still  the 
position  of  the  Association. 

House  Bilis: 

HB  2117— Midwifery  (As  Amended  by 
the  House) 

This  bill  has  been  amended 
substantially  and  there  will  be  a need  for 
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medical  testimony  when  it  is  heard  in  the 
Senate.  It  was  moved  and  carried  to  offer 
active  nonsupport. 

HB  2202— Naturopathic  Board  of 
Examiners 

Mike  Smith  briefed  the  committee  on 
this  bill  indicating  that  the  amendments 
by  the  Tourism,  Professions  & 
Occupations  Committee  have  given  the 
Board  of  Medical  Examiners  some 
serious  concerns.  The  bill  would  expand 
the  scope  of  naturopathic  practice  and 
has  some  major  problems  in  the 
definition  section.  It  was  moved  and 
carried  to  offer  active  nonsupport. 

HB  2211  — Board  of  Dispensing 
Opticians;  Continuation 
This  bill  has  been  appointed  to  a 
subcommittee  of  the  Tourism, 
Professions  & Occupations  Committee 
for  a rewrite  and  will  be  drastically 
different  when  considered  by  the  full 
committee.  It  was  moved  and  carried  to 
actively  study  HB  2211. 

HB  2237— Death  Certificate;  Indian 
Reservation 

It  was  moved  and  carried  to  take  no 
action. 

HB  2248— Schedule  IV  Controlled 
Substance 

It  was  moved  and  carried  to  take  no 
action. 

HB  2264— Limitation  on  Regulatory 
Authority  of  DHS  Director 

It  was  moved  and  carried  to  take  no 
action. 

HB  2273— Osteopathic  Physicians 

It  was  moved  and  carried  to  offer  active 
support  for  H.B  2273  (Upon  recom- 
mendation of  the  Arizona  Osteopathic 
Medical  Association.) 

HB  2283— Insurance;  Home  Health 
Services 

It  was  moved  and  carried  to  take  no 
action. 

HB  2284— Ownership  of  Health  Records 

It  was  moved  and  carried  to  offer  active 
nonsupport. 

HB  2285— Clinical  Laboratories;  request 
for  and  Collection  of  Specimens  and 
Human  Blood 

It  was  moved  and  carried  to  offer  active 
nonsupport. 

HB  2286— Certification  and  Practice  of 
Certified  Nurse  Practitioner 

It  was  moved  and  carried  to  offer  active 
nonsupport. 

HB  2287  — Clinical  Pharmacist 
Practitioner 

It  was  moved  and  carried  to  offer  active 
nonsupport. 

HB  2293— Authority  to  Review  Hospital 
Rates  Abolished 

Chic  Older  stated  that  the  position  of  the 
Arizona  Hospital  Assoication  is 
nonsupport  for  this  bill.  It  was  moved 
and  carried  to  take  no  action. 

HB  2325— Podiatry  Board;  Continua- 
tion; Malpractice  Claim  Review 

It  was  moved  and  carried  to  take  no 


action. 

HB  2326  Board  of  Chiropra 
Examiners;  Continuation 

The  committee  discussed  this  bil 
detail  and  identified  some  of 
wording  which  should  be  striken  f 
the  bill.  It  was  moved  and  carriedtoc 
active  nonsupport  to  any  aspects  o1 
bill  that  deal  with  the  expansion  of 
scope  of  their  practice. 

HB  2329— Joint  Legislative  Commi 
on  Mental  Health  Services 
It  was  moved  and  carried  to  take 
action. 

HB  2332— Supplemental  Approprial 
Mental  Health  Subventions 

It  was  moved  and  carried  to  take 
action. 

HB  2334— Supplemental  ApproF 
tions;  Emotionally  Handicapp 
Subventions 

It  was  moved  and  carried  to  take 
action. 

HB  2370  — Abortions;  Parei 
Notification 

This  bill  deals  with  notifying  paren 
an  abortion  requested  by  an  unmai 
minor  woman.  The  committee  felt 
there  were  some  serious  legal  probi 
with  the  bill  that  should  be  clearei 
before  a position  could  be  taken.  It 
agreed  that  the  committee’s  pos 
should  not  be  viewed  as  either  fc 
against  abortions  but  concerned 
legal  aspects  only. 

HB  2376— Home  Health  Services 
It  was  moved  and  carried  to  offer  ger 
support 

HB  2379— Alcoholism  and  Drug  At 
Fund 

It  was  moved  and  carried  to  tak( 
action. 

HB  2389— Child  Protection  Act 

This  bill  is  identical  in  all  respects  t( 
1086.  The  committee  expres 
concern  over  the  definition  of  a pei 
It  was  moved  and  carried  to  tak« 
action. 

HB  2400— Maternal  and  Child  He 
Services 

It  was  stated  that  Allan  Stanton  wi 
working  closely  with  the  Maternal 
Child  Health  Care  Committee  on 
bill.  It  was  moved  and  carried  to  ( 
active  support. 

HB  2403  — Comprehensive  He 
Planning 

It  was  moved  and  carried  to  take 
action. 

HB  2409— System;  Home  Health 
It  was  moved  and  carried  to  offer  ger 
support  for  HB  2409 

HB  2464— Doctor-Patient  Privil 
Elimination 

It  was  moved  and  carried  to  offer  ac 
nonsupport. 

HB  2475— Pharmacists;  Third  P 
Prescription  Programs 

It  was  moved  and  carried  to  take 
action. 


2515— Pharmacy;  Quadruplicate 
:ription  Requirement 

lynn  suggested  that  if  this  bill  fails, 
egislative  Committee  should  try  to 
with  the  Department  of  Public 
:y  and  pharmacists  to  see  if  an 
3ment  could  be  reached  on  the 
er  way  to  address  the  problem.  It 
moved  and  carried  to  offer  active 
upport. 

2517— Prescription  and  Certain 
ted  Drug  Records;  Confidentiality 

is  moved  and  carried  to  take  no 
n. 

2020— Legisiative  Commission; 
hoi  and  Drug  Problems 

IS  moved  and  carried  to  take  no 
n. 

ite  Bills: 

086— Child  Protection  Act 

js  moved  and  carried  to  take  no 
n. 

1123— Placement  or  Transfer  at 
int  Request  to  Certain  Institutions 

s moved  and  carried  to  offer  active 
upport. 

185— Registered  Nurse  Practitioner 

s moved  and  carried  to  offer  general 
ort. 

191— Courts  and  Civil  Proceedings; 
cal  Liability  Review  Panels 

as  moved  and  carried  to  actively 
/ SB  1191. 

193— Health  Occupations  Board  of 
ew 

s moved  and  carried  to  offer  active 
lupport. 

1195— Adults  Under  Guardianship; 
)rting  Injuries 

committee  acknowledged  the 
lem  of  adult  abuse  but  felt  that  the 
tal  abuse  definition  is  too  broad.  It 
moved  and  carried  to  offer  active 
;upport. 

228— Smoking  on  Buses 

IS  moved  and  carried  to  offer  active 
lort. 

1245— Professions  and  Occupa- 
>;  Acupuncturists 

\ Smith  briefed  the  committee  on 
jbill  and  stated  that  BOMEX  will 
ify  against  the  bill.  It  was  moved  and 
|ed  to  offer  nonsupport. 

I— Health  Care  Peer  Review; 
fidentiality 

is  moved  and  carried  to  offer  active 
support. 

267— AHCCS;  Correctional  Bill 

as  moved  and  carried  to  take  no 
)n. 

282— Certificate  of  Need 

as  moved  and  carried  to  take  no 
)n. 

1284  — Comprehensive  Health 
ning  and  CON  Amendments 

as  moved  and  carried  to  take  no 
)n. 

1296— Governor’s  Council  on 
elopmental  Disabilities 

as  moved  and  carried  to  take  no 


action. 

SB  1310— Regulated  Professions  and 
Occupations;  Telephone  Directory 
Listing 

Members  of  the  committee  stated  that 
they  were  in  favor  of  accurate 
information  in  the  yellow  pages.  It  was 
moved  and  carried  to  actively  study  SB 
1310. 

SB  1320— Arizona  Health  Facilities 
Authority 

It  was  moved  and  carried  to  take  no 
action  on  SB  1320. 

SB  1321— State  Health  Planning 

It  was  moved  and  carried  to  take  no 
action. 

SB  1345— Adolescent  Life  Support 
Commission 

It  was  moved  and  carried  to  take  no 
action. 

SB  1352— Criminal  Liability;  Mental 
Disease  or  Defect 

It  was  moved  and  carried  to  take  no 
action. 

SB  1 363  — Education;  Long-Term 
Gerontology  Center 

It  was  moved  and  carried  to  take  no 
action. 

SB  1385— Professions  and  Occupa- 
tions; Medical  Practice  Act 

Mike  Smith  discussed  the  provisions  of 
the  bill.  ArMA’s  Professional  Committee 
will  study  the  bill  and  make  a 
recommendation  to  the  Legislative 
Committee.  It  was  moved  and  carried  to 
actively  study  SB  1385. 


PROFESSIONAL  COMMITTEE 

The  Professional  Committee  met  on 
March  16,  1982.  The  following  reports 
were  given  and  motions  made. 

Four  resolutions  were  presented  to  be 
introduced  in  the  ArMA  House  of 
Delegates  meeting.  One  proposed 
resolution  dealt  with  the  labeling  of  the 
sodium  content  of  foods.  After 
discussion  and  two  minor  language 
changes  the  committee  moved  and 
carried  to  recorrimend  to  the  Board  of 
Directors  that  a resolution  on  sodium 
labeling  be  introduced  in  the  ArMA  1982 
House  of  Delegates  meeting.  (A  copy  of 
this  resolution  may  be  obtained  from  the 
ArMA  office). 

The  committee  recognized  the  good 
intentions  of  the  other  three  proposed 
resolutions,  but  felt  they  would  restrict 
the  rights  of  the  individual  and  would  be 
difficult  to  administer  and  enforce.  It 
was  moved  and  carried  that  the 
Professional  Committee  not  recom- 
mend introduction  of  resolutions 


dealing  with  1)  Salt  and  Hypertension,  2) 
Empty  Calories,  3)  Nutrition  and  Food 
Stamps. 

Section  Reports 

Section  on  Allied  Medical  Groups— 

William  E.  Cain,  M.D.,  Chairman.  It  was 
reported  that  the  Mountain  States 
Health  Corporation  was  requesting 
input  on  ways  of  developing 
physician/geriatric  nurse  practitioner 
relationships. 

Section  on  Mental  Health  and 
Substance  Abuse — Murray  DeArmond, 
M.D.,  Chairman.  The  AMA  survey  on 
Prescription  Drug  Abuse  was  received 
for  information.  Dr.  DeArmond  reported 
the  Legislative  Committee’s  position  of 
active  nonsupport  for  HB  2515 
regarding  quadruplicate  prescription 
forms. 

Section  of  Athletic  Medicine — Thomas 
P.  Foerster,  M.D.,  Chairman.  Dr. 
Foerster  reported  on  the  success  of  the 
8th  Annual  Sports  Medicine  Symposium 
held  in  February  and  that  plans  for  the 
1983  symposium  would  begin  soon.  He 
also  outlined  the  B.A.S.I.C.  program 
which  is  scheduled  for  April  3 and  July 
31.  Concern  has  been  expressed  about 
the  lack  of  protection  for  physicians  and 
others  who  provide  treatment  of  injuries 
during  youth  athletic  events.  Dr.  Hanss 
explained  that  the  Subcommittee  to 
Study  the  Medical  Practice  Act  met  and 
it  was  the  overall  feeling  that  since  the 
Good  Samaritan  clause  was  part  of  the 
common  law,  to  try  to  expand  this  clause 
to  include  sports  activities  would  not 
alter  common  law.  Dr.  Foerster  and 
other  section  members  have  met  with 
legislators  and  feel  that  another 
approach  could  be  tried.  It  was  moved 
and  carried  to  recommend  to  the  Board 
of  Directors  that  legal  counsel  be 
requested  to  develop  a means  by  which 
physicians  and  other  health  providers 
will  be  protected  from  lawsuit  as  a result 
of  agreeing  to  treat  injuries  sustained  by 
young  athletes  during  school  and  other 
youth  athletic  events.  It  is  understood 
that  acts  of  gross  negligence  would  be 
excluded  from  such  protection.  The 
committee  also  discussed  the  risk  to 
physicians  who  are  covering  school 
athletic  events  as  game  physicians.  It 
was  moved  and  carried  that  if  the 
problem  of  protection  is  not  solved,  it  is 
recommended  that  ArMA  members  be 
appraised  of  the  risk  currently  involved 
to  those  physicians  who  are  serving  as 
“game  physicians”  for  school  athletic 
events. 

Section  on  Aging  and  Generai 
Medicine— Robert  L.  Hagan,  M.D., 
Chairman.  Dr.  Hagan  reviewed  the  draft 
for  the  establishment  of  a long  term  care 
gerontology  center  which  was 
submitted  by  the  University  of  Arizona 
to  the  Statewide  Advisory  Committee.  It 
was  decided  that  inquiry  should  be 

339 


ARIZONA  MEDICINE 


directed  to  various  areas  in  the  state  with 
a high  percentage  of  senior  citizens 
about  the  implications  of  the  proposal; 
and,  that  the  county  societies  should  be 
made  aware  of  the  it. 

Section  on  Disaster  Medicine  and 
Emergency  Care— Barry  A.  Kriegsfeld, 
M.D.  and  James  Lawson,  M.D.,  Co- 
Chairmen.  Dr.  Kriegsfeld  informed  the 
committee  of  the  Division  of  Emergency 
Services  information  on  disaster  plans 
for  Arizona.  Also,  a letter  had  been  sent 
to  AEMS  in  hope  of  establishing  dia- 
logue, but  there  has  been  no  response. 
Dr.  Lawson  outlined  the  Civilian-Military 
Contingency  Hospital  which  would 
provide  medical  support  facilities  in  the 
event  of  war.  He  also  reported  on  his 
tour  of  the  Palo  Verde  Nuclear  Plant  and 
the  saftey  precautions  that  are  part  of 
the  entire  system. 

Section  of  Health  Education— Warren  L 
Niccum,  M.D.,  Chairman.  The  Arizona 
School  Health  Association  has  asked 
ArMA  to  become  a member.  It  was 
moved  and  carried  to  recommend  that 
the  Arizona  Medical  Association  accept 
the  invitation  to  becomea  member  of  the 
Arizona  School  Health  Association. 
Advisor  to  ArMA  Auxiliary— James  B. 
Scott,  M.D.  Chairman.  The  ArMA 
Auxiliary  has  asked  the  committee  to 
endorse  a health  education  program 
developed  for  use  by  elementary  level 
students.  It  was  moved  and  carried  to 
recommend  that  ArMA  endorse  the 
health  education  supplement  to  the 
basic  skills  project  for  school  children 
K-3  and  encourage  its  use  throughout 
the  Arizona  school  system. 

The  following  sections  presented 
reports  that  were  received  for 
information:  Section  on  Public  Health, 
Section  on  Poison  Control  and  Section 
on  Safety. 

The  Subcommittee  to  Study  the 
Medical  Practice  Act  has  met  and 
indicated  that  BOMEX  and  ArMA  are  in 
agreement  on  most  of  the  proposed 
changes. 

The  Executive  Committee  referred  a 
request  from  Physicians  Education 
Network,  Inc.,  regarding  treatment  of 
dyslexia  for  this  committee's  recom- 
mendation. It  was  moved  and  carried  to 
recommend  to  the  Board  of  Directors 
that  ArMA  support  the  position  of 
Physicians  Education  Network,  Inc. 
regarding  treatment  of  dyslexia  as 
stated  in  letter  dated  July  1,  1981,  and 
consider  introduction  of  legislation  in 
Arizona  to  require  treatment  of  this 
condition  only  by  persons  appropriately 
certified. 

The  committee  reviewed  correspond- 
ence from  Merrell  Dow  Pharmaceut- 
icals, Inc.  concerning  the  revisions  of 
the  Medical  Practice  Act  and  it  was 
moved  and  carried  to  recommend  no 
change  in  the  language  concerning  use 
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ot  amphetamines  for  treatment  of 
obesity,  as  contained  in  the  proposed 
revised  medical  practice  act. 


EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on 
March  26,  1982.  The  following  items 
were  discussed  and  motions  made. 

Arizona  Health  Care  Cost  Containment 
System 

Henry  Foley  Ph.D.  reported  extensively 
on  the  current  status  of  the  access 
program.  There  has  been  a tremendous 
amount  of  physician  input  and  although 
there  have  been  some  slippages  in  the 
time  schedule  they  hope  to  meet  the 
October  1,  1982  deadline. 

Richard  Greenfield,  of  the  ArMA  staff, 
reported  on  the  work  he  is  doing  with  all 
the  M.D.  members  of  the  various 
technical  subcommittees  of  the  ad  hoc 
committee.  He  pointed  out  that  we  had 
offered  his  assistance  to  the  Department 
which  had,  for  a variety  of  reasons,  been 
refused,  and  that  our  most  important 
input  will  be  immediately  after  the  first 
draft  of  the  rules  and  regulations  appear, 
at  which  time  we  will  be  in  a position  to 
review  them  and  recommend  specific 
wording  for  changes.  Mr.  Robinson  said 
that  Mr.  Greenfield  prepares  a weekly 
summary  of  the  activities  and  it  is 
available  to  any  committee  member. 

It  was  moved  and  carried  not  to 
continue  our  membership  in  the  Arizona 
Council  of  Professions. 

Contingency  Fund 

In  the  matter  of  specificity  in  the 
guidelines  of  the  Executive  Committee’s 
contingency  fund,  it  was  moved  and 
carried  to  refer  this  to  Clifford  D. 
Debenedetti,  M.D.,  John  T.  Clymer, 
M.D.,  and  Neopito  L.  Robles,  M.D.  for 
review  and  return  to  the  committee. 

The  report  of  the  Lawrence-Leiter  and 
Company  management  consultants 
group  was  reviewed.  This  report,  in  an 
edited  form,  has  been  presented  to  the 
Board  of  Directors  and  will  be 
considered  at  the  March  27  meeting.  It 
was  suggested  that  the  committee 
recommend  to  the  Board  that  the  matter 
be  referred  back  to  the  Executive 
Committee  for  appropriate  detailed 
analysis  and  recommendation  to 
implement  the  various  sections.  Mr. 
Robinson  was  to  summarize  the  various 
recommendations  and  bring  them  along 
with  his  comments  to  the  next  Executive 
Committee  meeting. 

A funding  request  for  the  1982  Rural 
Health  Conference  in  conjunction  with 
the  Yavapai  County  Medical  Society  was 
received  in  February  and  referred  to  the 
Health  Manpower  Committee  for 
recommendation.  That  committee 


advised  they  did  not  have  the  $| 
requested  in  their  budget,  nor  didil 
have  enough  input  in  the  develop^ 
of  the  conference,  orenough  knowlj 
about  the  conference  to  ma 
recommendation.  It  was  moved] 
carried  to  approve  a $1 ,500  expenc 
for  the  Rural  Health  Conference  to 
from  the  Executive  Commits 
contingency  budget. 

At  the  request  of  the  Maricopa  Cc 
Medical  Society  the  Execi 
Committee  took  the  following  acti 
was  moved  and  carried  to  recomr 
Marvin  R.  Goldstein,  M.D.  as  a non 
for  a future  opening  on  the  Boa 
Medical  Examiners. 


BOARD  OF  DIRECTORS 

The  Board  of  Directors  met  on 
27,  1982.  The  following  items  i 
discussed  and  motions  made. 

Reports 

Doug  Cerf  presented  a report  oi 
Board  of  Medical  Examiners 
vestigative  procedure  for  compi 
and  reviewed  the  Statistical  Ac 
Report  for  1980  through  1981. 

The  ArMA  Auxiliary  presented  i 
report  and  asked  for  suggestion! 
projects  they  should  undertake. , 
Basic  Skills  Program  developed  b 
Auxiliary  was  directed  to 
Professional  Committee  for  review 
recommendation.  It  was  moved  ( 
carried  that  the  Arizona  Me*, 
Association  endorse  the  he 
education  supplement  to  the  E 
Skills  Program  and  encourage  itsi 
throughout  the  Arizona  School  Sys 
Dr.  Meredith  reported  on  ArM 
solicitation  and  the  importance  c 
Board  members  supporting  the  gr 
He  also  reported  on  a meeting 
legislators  on  the  two  important  j 
Quadruplicate  Prescription  Reqi, 
ment  and  Clinical  Pharmacist  Pri 
tioner. 

It  was  reported  by  the  Awj 
Committee  that  William  G.  Payne,  I 
has  been  designated  as  the  I 
recipient  of  the  A.H.  Robins  Commij 
Service  Award.  1 

Articles  of  Incorporation  and  Byi 
Committee  f 

A request  from  Samuel  Pallin,  M.D.jj 
a resolution  regarding  radial  keratott 
be  submitted  to  the  House  of  Delegt 
was  reviewed.  Following  a lenj 
discussion  and  review  of  a letter  d| 
3/22/82  from  ArMA’s  counsel  it  | 
moved  and  carried  to  refer  { 
resolution  through  the  Execui 


■nittee  to  the  Arizona  Ophthal- 
ihical  Society  for  an  update  on  their 
on,  and  report  back  to  the  Board, 

) refer  the  matter  to  AMA’s  Council 
\ ientific  Affairs  for  their  opinion  on 
i|  keratotomy. 

. Arizona  Chapter  of  the  American 
[je  of  Surgeons  has  withdrawn 
application  for  representation  in 
'’s  House  of  Delegates  in  a letter 
: 3/4/82.  Received  for  information 
rthe  Resolution  A-4-82 — Specialty 
; ty  Representation  in  ArMA’s 
,5  of  Delegates,  letter  dated  2/9/82 
the  American  College  of 
cians  and  a letter  dated  2/4/82 
I the  Arizona  Society  of  Internal 
::ine. 

il  of  Directors 

as  moved  and  carried  that  the 
gement  consultant  report  be 
ed  back  to  the  Executive  Com- 
j to  be  summarized  and  the  results 
|ht  back  to  the  Board. 

1983  House  of  Delegates  meeting 
een  confirmed  for  5/20  to  5/21  at 
oubletree  Inn  in  Tucson, 
jtive  Committee 

is  moved  and  carried  to  accept  and 
the  minutes  of  the  Executive 
nittee  meetings  held  January  22, 
and  February  19,  1982. 
ibership  classification  changes 
approved  from  the  following 
ty  medical  societies:  Maricopa, 

1 Cochise,  Navajo,  and  Yavapai, 
ice  Committee 

IS  moved  and  carried  that  ArMA  not 
sor  the  Western  Physicians 
lasing  Association, 
as  moved  and  carried  that  charge 
adefor  the  use  of  the  ArMA  building 
lose  charging  an  admission  or 
tration  fee;  the  charge  to  be  based 
ne  and  space,  that  is,  a fixed  dollar 
int  per  room  for  up  to  four  hours; 
specific  dollar  amount  to  be 
mined  by  the  Executive  Director.  A 
:ime  of  four  months  is  to  beallowed 
at  those  groups  currently  holding 
vations  will  have  an  opportunity  to 
! other  plans,  should  they  so  chose, 
as  moved  and  carried  to  approve 
udget  for  1983. 

1981  audit  by  Henry  and  Horne 
received  as  was  the  Financial 
iment  forthe  period  ending  2/23/82. 
irnmental  Services  Committee 
sting  was  received  of  doctors  of 
cine  serving  on  committees  of  the 
>na  Health  Care  Cost  Containment 
3m. 

igressional  responses  to  our 
ion  paper  on  health  planning  was 

Ived. 

th  Manpower  Committee 

Linkner’s  report  on  the  Arizona 
'sing  Manpower  Project  was 
lived. 

!was  moved  and  carried  that  the 


Health  Manpower  Committee  develop 
methodology  to  assess  the  state’s 
medical  manpower  based  on 
demographics,  population  ratios,  and 
specialty  mixes  utilizing  current  ArMA 
staff. 

Legislative  Committee 

It  was  moved  and  carried  that  the 
Association  commit  time  and  money 
within  the  Public  Relations  budget  to  a 
program  of  public  education  in  child 
passenger  restraint  systems.  It  was 
further  recommended  that  the  Arizona 
Hospital  Association  and  the  ArMA 
Auxiliary  be  asked  to  participate  in  such 
a program. 

Kevin  Walker  reported  on  the  status  of 
bills  currently  in  the  legislature. 

Maternal  and  Child  Health  Care 
Committee 

It  was  moved  and  carried  that  the 
Department  of  Health  Services  Develop 
a data  system  for  improved  perinatal 
morbidity  and  mortality  review. 

It  was  moved  and  carried  to  adopt  the 
position  paper  on  lay  midwifery 
submitted  by  the  Maternal  and  Child 
Health  Care  Committee.  (A  copy  may  be 
obtained  from  the  ArMA  office.) 

Medical  Education  Committee 
It  was  moved  and  carried  that 
Resolution  A-3-82,  Elimination  of 
duplication  of  continuing  medical 
education  requirements,  be  introduced 
in  the  House  of  Delegates. 

Nominating  Committee 
The  Committee’s  report  from  their 
meeting  of  2/20/82  was  received. 
Underwriting  Review  Committee 
It  was  moved  and  carried  to  approve 
the  new  guidelines  for  the  Underwriting 
Review  Subcommittee. 

Professional  Committee 
It  was  moved  and  carried  that  the 
resolution  on  sodium  labeling  be 
introduced  to  the  House  of  Delegates  in 
May.  (A  copy  of  this  resolution  can  be 
obtained  from  the  ArMA  office.) 

It  was  moved  and  carried  that 
resolutions  prohibiting  sale  and  serving 
of  salted  snacks  in  schools,  prohibiting 
sale  and  serving  of  carbonated 
beverages  in  schools,  and  regulating 
use  of  food  stamps  not  be  introduced  in 
the  House  of  Delegates, 

It  was  moved  and  carried  that  the 
recommendations  of  the  Professional 
Committee  concerning  game 
physicians  be  referred  to  the  Executive 
Committee  for  further  investigation. 

It  was  moved  and  carried  to  refer 
recommendations  of  the  Professional 
Committee  concerning  dyslexia 
treatment  to  the  Executive  Committee 
for  review  of  legal  implications. 

It  was  moved  and  carried  to 
recommend  no  change  in  the  language 
concerning  use  of  amphetamines  for 
treatment  of  obesity,  as  contained  in  the 
proposed  revised  Medical  Practice  Act. 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  Scientific  Assembly  Committee 
met  on  April  3, 1982.  The  following  items 
were  discussed  and  motions  made. 

The  committee  reviewed  a statistical 
report  of  the  first  four  “Current 
Perspectives"  programs.  They  were 
attended  by  222  people. 

It  was  moved  and  carried  to  charge  a 
registration  fee  of  $20  for  non-ArMA 
members  attending  the  programs,  with 
the  exception  or  the  situation  where 
another  organization  is  co-sponsoring 
and  funding  a program,  in  which  case 
members  of  the  co-sponsoring 
organization  who  are  not  members  of 
ArMA  would  be  admitted  free. 

It  was  moved  and  carried  to  conduct  a 
program,  prior  to  the  House  of 
Delegates,  at  1:00  P.M.  on  Thursday, 
May  20, 1982,  in  the  Canyon  Room  of  the 
Convention  Center  at  the  Ramada  Safari 
Resort  in  Scottsdale,  with  Dr.  Holtzman 
chairing  this  program.  The  subject  of  the 
program  will  be  “infectious  disease.” 

It  was  moved  and  carried  to  follow  the 
same  general  program  format  for  the 
coming  year.  It  was  moved  and  carried 
to  conduct  seven  half-day  programs  as 
follows:  October  20, 1982;  November24, 
1982;  December  22,  1982;  January  19, 
1983;  February  16,  1983;  March  16, 1983; 
May  19,  1983  (in  Tucson  in  conjunction 
with  the  House  of  Delegates’  meeting). 
It  was  moved  and  carried  to  have  Dr. 
Holtzman  appoint  a subcommittee  to 
select  the  topics  and  chairmen  for  the 
1982-83  program  schedule,  with  Jerome 
H.  Targovnik,  M.D.  to  chair  such 
subcommittee.  Some  of  the  suggested 
topics  were:  pain,  biofeedback,  dealing 
with  pain,  obesity,  athletic  injuries  and 
coronary  artery  disease. 

It  was  moved  and  carried  to  appoint  a 
subcommittee  to  determine  ways  of 
developing  pharmaceutical  company 
financial  support. 

It  was  moved  and  carried  to  table  the 
subject  of  video  taping  the  programs. 
The  Board  of  Directors  has  confirmed 
the  appointment  of  Dennis  W.  Berry, 
M.D.  to  the  committee. 

Mrs.  Janet  Hoffmann  reviewed  in  detail 
the  1982  Auxiliary  program  for  the 
committee.  She  also  indicated  that  the 
Auxiliary  is  considering  the  possibility 
of  holding  their  meetings  at  a different 
time  than  ArMA’s  House  of  Delegates. 
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Future 

Medical  Meetings 


The  following  institutions  and  organizations  have 
been  accredited  for  their  continuing  medical 
education  programs  by  the  Liaison  Committee  on 
Continuing  Medical  Education 


Arizona  Chapter,  American  Cancer  Society 
Arizona  Heart  Institute 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O.  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital,  Mesa 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St  Joseph's  Hospital  & Medical  Center,  Phoenix 

St.  Luke's  Hospital  & Medical  Center,  Phoenix 

St.  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

The  accredited  institutions  and  organizations  above 
produce  a variety  of  continuing  medical  education 
programs.  Each  accredited  institution  and 
organization  is  responsible  fordesignating  which  of 
these  programs  meet  ArMA's  requirements  for 
Category  1 credit.  Physicians  who  participate  in 
programs  which  are  designated  Category  1 by 
accredited  institutions  will  receive  Category  1 credit 
toward  the  ArMA  Certificate  in  CME  and  the  AMA's 
Physician's  Recognition  Award 


MAY 


Clinical  Seminar  Series 
“Trauma" 

May  15,  1982.  Phoenix.  Sponsor  University 
of  Arizona  College  of  Medicine.  Contact: 
Office  of  Continuing  Medical  Education  and 
Outreach,  U of  A Health  Sciences  Center, 
Tucson,  Arizona  85724.  Approved  for  hour 
per  hour  Category  1 credit. 

Diagnosis  and  Treatment  of 
Bronchospastic  Syndromes 

May  18.  Desert  Samaritan  Hospital,  Mesa 
Arizona.  Sponsor  and  Contact:  Desert 
Samaritan  Hospital  & Health  Center,  CME 
Office,  1400  S.  Dobson  Rd.,  Mesa,  Arizona. 
Approved  for  hour  per  hour  Category  1 
credit. 

Current  Perspectives  V,  Infectious  Diseases 

May  20.  Ramada  Safari  Resort,  Scottsdale. 
Sponsor:  Arizona  Medical  Association. 
Contact:  Arizona  Medical  Association,  810 
West  Bethany  Home  Rd.,  Phoenix,  Arizona 
85013.  Approved  for  3'/2  hours  of  Category  1 
credit. 


JUNE 

Long  Term  Management  of 
Post-Myocardial  Infarction  Patients 

June  8 Desert  Samaritan  Hospital.  Sponsor 
and  Contact:  Desert  Samaritan  Hospital  & 
Health  Center,  CME  Office,  1400  South 
Dobson  Road,  Mesa,  Arizona  85202. 
Approved  for  hour  per  hour  Category  1 
credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

June  10-12.  Arizona  Medical  Association 
Office,  Phoenix.  Sponsor:  ACLS.  Az  Affilate 
Amer.  Heart  Assoc.,  ArMA.  Contact:  Beverly 
Richter,  Arizona  Medical  Association,  810 
West  Bethany  Home  Rd.,  Phoenix,  Arizona 
85013.  Provider  course  approved  for21  hours 
of  Category  1 credit  and  Recertification 
approved  for  13  hours. 

Arthritis:  Today’s  Progress,  Tomorrow’s 
Changes 

June  18  and  19.  Arizona  Biltmore,  Phoenix. 
Sponsor:  St.  Luke’s  Medical  Center.  Contact: 
Christine  Campbell,  Medical  Meeting 
Planner,  St.  Luke's  Medical  Center,  525  N. 
18th  St.,  Phoenix,  Arizona  85006.  Approved 
for  12  hours  of  Category  1 credit. 

Desert  Samaritan  Hospital— Hawaiian  CME 
Meeting 

June  19-26.  Kauai,  Hawaii.  Sponsor:  Desert 
Samaritan  Hospital.  Contact:  Office  of  CME, 
Betty  Wood,  Desert  Samaritan  Hospital  1400 
S.  Dobson  Road,  Mesa,  Arizona  85202. 
Approved  for  20  hours  of  Category  1 credit 


JULY 

18th  Annual  Coconino  County  Medical 
Society  Summer  Medical  Seminar 

July  30  and  31.  Little  America  Motor  Hotel, 
Flagstaff,  Arizona.  Sponsor:  Arizona  Medical 
Assoc.  & Coconino  County  Medical  Society. 
Contact:  Lana  L.  Holstein.  M.D.,  P.O.  Box 
392,  Flagstaff,  Arizona  86002.  Approved  for 
13  hours  of  Category  1 credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

July  13-15.  Arizona  Medical  Association 
Office,  Phoenix,  Arizona.  Sponsor:  ACLS,  AZ 
Affilate  of  the  Amer.  Heart  Assoc.,  ArMA. 
Contact:  Beverly  Richter,  Arizona  Medical 
Association.  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 


MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month.  Doctors 
Hospital.  5:45  p.m.  J.  South  Classroom. 
Sponsor:  Shrine  Medics.  Contact:  Robert  C. 
Briggs,  M.D.,  5121  N.  Central  Ave.,  Phoenix, 
AZ  85012. 


SUMMER  CME  CRUISE 
CONFERENCES  ON 
LEGAL-MEDICAL  ISSUES 

Ten  day  Caribbean  cruise  departs 
28,  1982  visiting  five  picture; 
islands.  Fourteen  day  Meditera 
cruise  departs  August  21,  1982  vis 
Italy,  Greece,  Egypt,  Israel,  Tui 
Yougoslavia.  Seminars  led  by 
tinguished  professors.  Approved  ft 
CME  Cat.  1 credits.  Excellent  Fly/Ci 
group  fares  on  finest  ships, 
conferences,  scheduled  prior 
12/13/80,  conform  to  IRS  tax  dec 
ibility  requirements  under  1976 
Refor  Act.  Registration  limited.  Fore 
brochures  contact: 
INTERNATIONAL  CONFERENC 
189  Lodge  Avenue 
Huntington  Station,  N.Y.  11746 
PHONE  (516)  549-0869 


Office  Psychiatry  for  the 
Primary  Provider 

2nd  Monday  of  month,  4811  N.  7th  S 
Phoenix,  AZ.  Sponsor:  Arizona  Health 
Contact:  T.R.  Bittker,  M.D.,  Box 
Phoenix,  AZ  85010.  Approved  for  Cateq 
credit. 

Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phi 
Psychiatric  Council.  Contact:  Jame 
Campbell,  M.D.,  5051  N.  34th  St.,  Phoeni 
85018.  Approved  for  2 hours  Categc 
credit. 

Monthly  Meeting  of  Tucson  Radiologis 

Last  Tues.  of  month.  Plaza  Internati 
T ucson,  AZ.  Sponsor:  U of  A Medical  Ce 
Dept,  of  Radiology.  Contact:  Irwir 
Freundlich,  M.D.,  U of  A Health  Scie 
Center,  Dept,  of  Radiology,  Tucson 
85724.  Approved  for  2 hours  Categc 
credit. 

Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  a.m  In  Phoenix: 
Tues.— Phoenix  Indian  Hospital,  2nd  Tui 
Maricopa  County  Hospital,  3rd  Tues  — C 
Samaritan  Hospital,  4th  Tues.— St.  Jose 
Hospital.  Sponsor:  Maricopa  Co 

Hospital  (Phoenix  Hospital's  Affill 
Pediatric  Program).  Contact:  J.  I 
Charlton,  M.D.,  2601  E.  Roosevelt,  Phoi 
AZ  85008.  Approved  for  1 hour  per  ses 
Category  1 credit. 

Review  of  Forensic  Pathology 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a.m.,  120  S.  6th  / 
Phoenix,  AZ.  Sponsor:  Arizona  Societ 
Pathologists.  Contact:  H.H.  Karnitsef 
M.D.,  120  S.  6th  Ave.,  Phoenix,  AZ.  Appre 
for  1 hour  per  session  Category  1 credit 

ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10, 
Phoenix,  AZ  85064.  Contact:  Ravi  Koo 
M.D. 
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heal  Conference 
jjiovascular  Medicine 

id  Tues.,  5:15  p.m.,  second  floor 
sroom 

ARIZONA  STATE 
HOSPITAL 

) E.  Van  Buren,  Phoenix,  AZ.  85008. 
tact:  Arnold  L.  Kendall,  M.D. 

H.  Psychiatric  Grand  Rounds 

Wed.,  1:00-2:00  p.m.,  J-6  Conf.  Rm., 
tact:  Dr.  Conger  & Staff 

ical-Pathological  Conference 

Wed.,  1:30-2:30  p.m.  General  Services 
).,  Conf.  Rm. 

ical  Grand  Rounds 

Ned.,  1:00-2:00  p.m..  Medical  Bldg.  Conf. 


lARROW  NEUROLOGICAL 
INSTITUTE 

ical  Education 

ow  Neurological  Institute  of  St.  Joseph's 
pital  and  Medical  Center,  350  W.  Thomas 
Phoenix,  AZ  85013.  Sponsor:  St  Joseph’s 
pital  & Medical  Center.  Contact:  John  R. 
;n,  M.D.  Approved  for  1 hour  Category  1 
it. 

rology  Teaching  Conference 

jdays,  8:30-9:30  a m.,  Eighth  Floor  Conf. 

Tl. 

rosurgical  Morbidity  Conference 

nesdays,  8:15-9:15  a.m.,  on  firstand  third 

fifth.  Eighth  Floor  Conference  Room. 

ro-ophthalmology  Conference 

days,  7:30  a.m.  in  8th  floor  neurology 

erence  room. 

al  Injury  Conference 

nesdays,  8:15-9:15  a.m.,  on  second  and 

:h  weeks,  in  Neuropathology  Conf. 

-a  multidisciplinary  review  of  admission 

neurosurgeons,  orthopedists,  and 

bilitation  specialists. 

opathology  of  Gross 

;imens  Conference 

sday,  7:30-8:30  a.m.  in  the  Morgue. 

ology-Neurosurgical 

lys,  8-9  a.m..  First  Floor  Conference  Rm. 

opathology  or 

oradiology  Conferences 

ay,  9 a.m.,  Neuropathology  in 

ropathology  Conference  Rm., 

oradiology  in  First  Floor  Conference 

orehabilitation  Conference 

days,  noon,  8th  Floor  Conference  Rm. 

osurgical  Journal  Club 

rdays,  9-11  a.m.  in  Eighth  Floor 
erence  Rm. 


WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

1 Thunderbird  Boulevard,  Sun  City,  AZ 
2.  Contact:  Martha  R.  Newby,  ED.D., 
:tor  of  Education. 

cal  Department  Continuing  Medical 
ation 

Vednesday,  12  Noon,  Cl  19.  May,  July, 
& Nov. 

or  Board 

Thursday  of  the  month,  12  Noon,  Educ. 
er  Classroom  I & II,  May,  July,  Sept,  & 


Surgical  Department  CME 

4th  Friday,  7 a.m.,  Educ.  Center  Classrooms  I 
& II.  Contact:  Brian  Updegraff,  M.D. 

CAMELBACK  HOSPITAL 

5055  N.  34th  St.,  Phoenix,  AZ 85018.  Sponsor: 
Camelback  Hospital.  Contact:  T.  F.  Reid,  Jr., 
M.D. 

Clinical  Conference 

3rd  Tuesday,  8-9  a.m. 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L.A.  Rosati,  M.D.  Approved  for 
Category  1 credit. 

CME  Programs 

Weekly  Tuesday,  7 p.m.,  Cafeteria-West  End. 

Clinical  Conference  — Dept,  of  Medicine 

Weekly,  Thurs.,  12:30-1 :30  p.m.  Buffet  Lunch, 
Grande  Rm. 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1 :30  p.m.  Grande  Rm. 

Pediatric  Case  Conference 

2nd.  Friday,  12:30  p.m.,  Grande  2 

DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information. 

Physicians  Continuing  Education  Program 

1st  Thursday,  12:30  p.m..  Classrooms. 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N.  Wilmont  Road,  Tucson,  AZ  85712. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 

Family  Practice  Department  Meeting 

1st  Monday,  12  Noon,  (March,  June,  Sept, 
and  December)  Contact:  R.  Grossman,  M.D 

Surgical  Department  Meeting 

3rd  Monday,  11:45  p.m. 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N.  Beaver  Street,  P.O.  Box  1268, 
Flagstaff  AZ  86002.  Contact:  B.  C. 

Hirschberg,  M.D.,  CME  Program  Clinical 
Conference.  Approved  for  Category  1 credit. 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm. 

Clinical  Conferences 

Weekly,  Tuesdays,  12:30  p.m.,  Tollefson  Rm. 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m..  Hospital  Conf.  Rm. 

Mortality  & Morbidity  Conference 

1st  Thursday,  12:30  p.m..  Hospital  Conf.  Rm. 

GOOD  SAMARITAN 
HOSPITAL 

1033  East  McDowell  Rd.,  Phoenix,  AZ 
Contact:  W.  J.  Howard,  M.D.  Approved  for 
category  1 credit. 

Anatomical  Path.  & Cytology 

Weekly,  Mondays  4:00-5:00  p.m.,  S-4  Conf 
Rm. 

Gynecological  Section  Conference 

2nd  Monday,  12:30-1:30  p.m..  West  Rm 


Monday  Noon  Conference 

Weekly,  Monday,  12:00-1:00  p.m.  R-2  Conf. 
Rm. 

Mortality/Morbidity,  Surgery  Comm. 

2nd  Monday,  11:30-2:00  p.m..  West  Rm. 

Obstetrical  Section  Conference 

1st  Monday,  12:30-1:30  p.m..  West  Rm. 

Pulmonary  Disease  Grand  Rounds 

Weekly,  Monday,  12:00-1:00  p.m.,  D-5  North 

Family  Practice  Conference 

Weekly,  Tuesday,  12:00-1:00  p.m.,  Fam. 
Practice  Conf.  Rm. 

Pediatric  Grand  Rounds 

3rd.  Tuesday,  7:30-8:30  a m..  Contact:  Paul 
Bergeson,  M.D. 

Phoenix  Plastic  Surgery 
Residency  Conference 

Weekly,  Tuesday,  5 p.m. -6  p.m..  Education 
Building,  Contact:  Robert  McGregor,  M.D. 

PM  & R Noon  Inservice 

2nd  & 4th  Tuesday,  12  Noon,  R-2  Conference 
Rm. 

Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m..  West  Rm, 
Contact:  John  A.  Bruner,  M.D. 

Combined  Cardiovascular  & Family  Practice 
Conf. 

1st,  2nd,  & 4th  Wed.,  12:00-1:00  p.m.,  D-5 
North. 

Learning  Disabilities 

Weekly,  Wednesday,  10:30-12:30  p.m.,  R-2 
Conf.  Rm. 

OBGYN  Dept.  Review  & Statistics 

Weekly,  Wednesday,  12:30-3:00  p.m,, 
OBGYN  Conf.  Rm. 

Gynecological  Pathology 

Weekly,  Thursday,  1:00-2:00  p.m.,  S-4  Conf. 

Rm. 

Gl  Radiology  Conference 

1st  Thursday,  12:00-1:00  p.m.,  F151, 
Radiology  Conf.  Rm. 

Phoenix  Ultrasound  Soc.  Meeting. 

2nd  Thursday,  Medical  Education  Building, 

Contact:  Dr.  Ben  Ora 

Neurology  Grand  Rounds 

Weekly,  Thursday,  9:00-10:00  am.,  D-5 

North. 

Surgical  Grand  Rounds 

Weekly,  Thursday,  7:00-8:30  a.m..  Education 
Building,  Contact:  Dr.  Gilsdorf 
Tumor  Treatment  Planning  Conf. 

2nd  & 4th  Thursdays,  12:00-1:00  p.m.,  F151 
Radiology 

Joint  Tumor  GYN  Conference 

2nd  Friday,  12:30-1:30  p.m.,  West  Rm. 

Medical  Grand  Rounds 

Weekly,  Friday,  8:00-9:00  a.m..  West  Rm. 

Neuropathy  Conference 

Last  Friday,  1:15-2:15  p.m.,  S-4  Morgue. 

Psychiatry  Grand  Rounds 

Weekly,  Friday,  11:30-1:00  p.m.,  East  Rm. 

KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E.  Ajo  Way,  Tucson,  AZ.  85713.  Contact: 
Eric  C.  Ramsay,  M.D.,  Approved  for  Category 
.1  credit. 

Medical  Conference 

Weekly,  Monday,  12:30  p.m..  Contact:  Chief 
Medical  Resident. 

Surgical  Connference 

Weekly,  Mondays,  Contact:  R.  Fischer,  M.D. 

Medical  Conference 

Weekly,  Monday,  12:30  p.m. 

OB/GYN  Pathology  Conference 

Weekly,  Thursday,  (except  2nd)  1:30  p.m.. 
Contact:  J Wurzel,  M.D. 
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Psychiatry  Journal  Club 

Weekly.  Thursday,  12  Noon.  Contact:  Jose 
Santiago,  M.D. 

Medical  Conference 

Weekly,  Friday,  12:30  p.m..  Contact:  Chief 
Medical  Resident 

MARYVALE  SAMARITAN 
HOSPITAL 

5102  W,  Campbell  Ave.,  Phoenix,  AZ  85008 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.. 

Conference  Rms. 

Tumor  Board 

1st  & 3rd  Mondays,  12-1  p.m.,  Medical 
Conference  Rms. 

MARICOPA  COUNTY 
GENERAL  HOSPITAL 

2601  E Roosevelt,  Phoenix,  AZ  85008 
Contact:  Leonard  Tamsky,  M D 

Medicine  Conference 

Daily  12-1  p.m.,  Contact:  S.  Schaffner,  M D. 

Chest  Surgery  Conference 

Weekly,  Mondays,  1:30  p.m.,  Santa  Cruz  Rm. 

Hematology  Conference 

2nd  Tuesday,  1:00  p.m  , Contact:  Walt 

Koppenbrink,  M.D. 

OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday,  12  Noon,  Santa  Cruz  Room 

Obstetrical  Problem  Conference 

Weekly,  Tuesday,  7:30  a m.,  Yavapai  Rm 

Orthopedic  Conference 

Weekly,  Tuesday,  7:30  a m . Santa  Cruz  Rm 

Pediatric  Grand  Rounds 

2nd  T uesday,  7:30-8:30  a m..  Contact:  Robert 

Ganelin.  M.D. 

Urology  Discharge  Planning  Conference 

Weekly,  Tuesday,  11:30  a m.,  Station  42 
Hand  Surgery  Conference 
Weekly,  Wednesday, 7:30  a m.,  Santa  Cruz 
Rm. 

Neurosurgery  Discharge  Planning 

Weekly,  Wed.,  1:30  p.m.,  Station  42. 
OB/Neonatology  Seminar 
Weekly,  Wed.  7:30  a m.,  Yavapai  Rm. 

Clinical  Psychiatric  Conference 

Weekly,  Wed.,  11-12  p.m  . Mental  Health 

Annex,  Rm.  1346. 

Surgery  Conference 
Weekly,  Wed.,  7-8  a.m..  Surgical  Dept. 
Current  Concepts  in  Medicine  & Surgery 
1st  Thursday,  1 p.m.,  Dr.  Hospital  Class  Rm., 
Contact:  Dr.  Tamsky. 

Cardiology  Conference 
Weekly,  Thurs.,  2 p.m.,  Santa  Cruz  Rm. 
OB/GYN  Resident  Conference 
Weekly, Thurs.,  12  pm,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  Rm 

OB/GYN  Surgical  Pathology  Conf. 

Weekly,  Friday,  7:30  a m.,  Yavapai  Rm. 
Orthopedic  X-Ray  Conference 
Weekly,  Friday,  7:30  a.m.,  Santa  Cruz  Rm. 

MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  85201. 
Contact:  E.  John  Wickman,  M.D. 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm. 
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PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N 20th  Ave.,  Phoenix,  AZ  85015. 
Contact:  J.  Burr  Ross,  M.D.,  Approved  for 
Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium. 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday,  12  noon,  5th  floor  auditorium. 


PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St.,  Phoenix,  AZ  85016. 
Contact:  Leland  L.  Fairbanks,  M D., 

Approved  for  category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  a m , Contact:  D 

Randall,  M.D. 

Clinical  Staff  Teaching  Conference,  Rm.  A. 

Weekly.  Wednesday,  7:30-8:30  a.m. 

Otolaryngology  Grand  Rounds 

4th  Wednesday,  4-5  p.m  , Conference  Rm  A, 

Contact:  N Wendell  Tood,  M.D 

Family  Practice/Emergency  Room  Teaching 

Conference 

Thursday,  Weekly,  7:30-8:30  a m.,  Conf  Rm. 
A,  Contact:  Drs.  L Fairbanks  & E.Y  Hooper 

PHOENIX  MEMORIAL 
HOSPITAL 

1201  S.  7th  Ave.,  Phoenix,  AZ  85036.  Contact: 
George  Scharf,  M.D.  Approved  for  Category 
1 credit. 

Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf.  Rm 

Clinical  Conferences 

Weekly  Tuesday,  12:30  p.m.,  Kiva 
Conference  Rm. 

Psychiatric  Clinical  Conference 

2nd  Friday,  11:30  a.m.,  B-Wing  Conf.  Rm., 

Contact:  Medical  Staff  Secretary 

Tumor  Board  Conference 

Weekly  Friday,  12  p.m.,  Kiva  Conf.  Rm. 

Contact:  H.  Kimball,  M.D. 


SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street,  Scottsdale,  AZ  85251. 
Contact:  W.  S.  Williams,  M.D.,  Approved  for 
Category  1 credit 

Family  Practice  Conference 

1st  Monday,  12:30  p.m..  Doctors'  Lounge 

Emergency  Medical  Services  Conference 

2nd  Monday,  12:30  p.m..  Doctors'  Lounge 

Neurology/Neurosurgery  Conference 

3rd  Monday,  12:30  p.m..  Doctors'  Lounge 

CPC  Conference 

4th  Monday,  12:30  p.m..  Doctors'  Lounge 

Pediatrics  Conference 

5th  Monday,  12:30  p.m..  Doctors'  Lounge 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m..  Doctors'  Lounge 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m..  Doctors'  Lounge 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors'  Lounge 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors'  Lounge 


Medical  Subspecialties 

5th  Tuesday,  12:30  p.m..  Doctors’  Louni 

Uronephrology  Conference 

3rd  Thursday,  12:30  p m.,  Doctors'  Lour 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors'  Lour 
Gl/Med/Surg/Radiology  Conference 

2nd  Friday.  12:30  p.m..  Doctors’  Lounge 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ  85 
Contact:  Joseph  C.  White,  M.D. 
OB/GYN  Section  Conference 
3rd  & 4th  Mondays,  12:30-1 :30  p.m.,  1st  F 
Conf.  Rm. 

Genetics  Conference 

Weekly,  Monday,  12:30  p.m.,  Pedic 
Department. 

Pediatric  Rounds 

Weekly,  Monday,  Wed.  & Friday,  10:30  £ 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a.m.,  Contact:  J.  I 

Charlton,  M.D. 

ECG  Conference 

Weekly,  Tuesday,  12:30  p.m.,  Pedij 
Department. 

Medical  Grand  Rounds 

Weekly,  Wednesday,  8 a m.,  1st  Floor  C 

Room. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  8 a m.,  PIMC 

Visiting  Professor  Informal  Presentation 

Weekly,  Thursday,  9:30  a.m.,  1st  floor  C 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  12:30  p.m.,  PIMC 
Nephrology  Conference 

Weekly,  Fridays,  12:30  p.m.,  Pedi; 
Department. 


ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road,  Tucson,  AZ.  Cont 
Eric  G.  Ramsay,  M.D.  Approved  for  Catec 
1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday,  12  p.m..  Contact:  V 
Moteforte. 

Ophthalmology  Morbidity/Mortality  Con 

4th  Tuesday,  12:15  p.m..  Contact: 
Sowards. 

Current  Concepts  in  Medicine 

Weekly,  Tuesday,  12  p.m..  Auditorium. 

Hematology-Oncology  Conference 

Last  Wednesday,  12:15-1:15  p.m.,  Contac 
Salmon,  M.D. 

ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ,  Coni 
Gerald  L.  Hansbro,  M.D. 

Cardiac  Conference 

Weekly,  Monday,  12:15  p.m..  Auditorium 

Chest  Conference 

4th  Monday,  12:15  p.m.,  Phillips  Auditor 

Surgery  Conference 

1st  Tuesday,  12:15  p.m.,  Auditorium 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.m..  Auditorium 
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diovascular-Thoracic  Record  Review 

IWednesday,  12:15  p.m.,  Auditorium 
!-nonary  Case  Conferences 
iThursday.  7:30  a.m.,  Phillips  Auditorium 
Ichiatry  Conference 
IThursday,  7 a.m..  Auditorium 
Inbined  Medical  General 
jctice  Conference 
iFriday,  12:15  p.m.,  Auditorium 
iicology  Grand  Rounds 
i Friday,  7:30  a.m..  Auditorium 
jithalmology  Conference 
Isaturday,  8:30  a.m.,  Auditorium 

I 

I ST.  MARY’S  HOSPITAL 
I & HEALTH  CENTER 

1 W.  St.  Mary's  Road,  Tucson,  AZ  85703. 
itact:  see  below. 

ifhly  Specialty  Conference  — 
it.  of  Surgery 

Monday,  7:30  a.m..  Century  Rm.  A., 
itact:  Med.  Staff  Office. 

nd  Rounds:  Medical  Surgical,  Family 
jtice,  Pathology,  Radiology 

ikly,  Thursday 

urgency  Medicine  Lectures 

!kly,  Thursday,  8 a.m..  Century  Rm.  A. 

ital  Health  Update 

Friday,  11:30-1:00  p.m..  Century  Rm.  A. 

diology  Conference 

ikly.  Friday,  8:00-9:00  a.m..  Century  Rm., 
tact:  Anthony  Forte.  M.D. 


TUCSON  MEDICAL 
CENTER  (THMEP) 

E.  Grant  Road,  Tucson.  AZ  85716. 
tact:  Eric  G.  Ramsay,  M.D.  Approved  for 
igory  1 credit. 

liology  Conference 

kly,  Monday,  except  last,  12  Noon, 

tact:  M.  Maximov.  M.D. 

natology  Conference 

Monday,  5:00  p.m..  Contact:  R.  Miller, 

Qcrinology  Conference 

Monday,  12  p.m..  Contact  M.  Parker, 

latal  Conference 

'Monday,  7:30  p.m..  Contact:  J.  Lohman, 

aical  Dept.  Conference 

I Monday,  12  Noon:  Contact:  C.  Peter 
^e,  Jr.,  M.D. 

«t  Conference 

iTuesday,  12  noon.  Contact:  William 
n,  M.D. 

jiatology  Conference 

jTuesday,  12  Noon,  Contact:  M.  Boxer, 

{stious  Disease  Conference 

jTuesday,  12  noon,  Contact:  B.  Friedman, 

iihrology  Conference 

(Tuesday,  12  noon.  Contact:  Dr.  Seltzer. 

I'lopedic  Conference 

ijuesday,  7:30  p.m..  Contact:  Jay  Katz, 

iiiatric  Grand  Rounds 

A 3rd  Tuesday,  12:30  p.m.,  Contact:  Dr. 
Itner. 

iirophysiology  Conference 

Tuesday,  5 p.m.,  Contact:  Robert  Foote, 
i' 


Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a.m..  Contact:  Dr. 
Fuchs. 

Family  Practice  Meeting 

2nd  Wednesday,  12:30  p.m.,  Jan.,  April,  July, 
& Oct.  Contact:  C.  Mangelsdorf,  M.D. 

Medical  Conference 

Weekly,  Wednesday,  8:00  a.m..  Contact:  M. 
Fuchs,  M.D. 

Neurology-Neurosurgery  Conference 

Weekly,  Wednesday,  12  noon.  Contact:  H.  W, 
Buschsbaum,  M.D. 

Dermatology  Conference 

1st  Thursday,  12  noon.  Contact:  R.  Friedman, 

M.D. 

Neuroradiology  Conference 

Weekly,  Thursday,  5:00  p.m..  Contact:  N. 
Komar,  M.D. 

Tumor  Conference 

Weekly,  Thursday,  12  noon.  Contact:  Cancer 
Committee. 

Pulmonary/Infectious  Disease 
Case  Conference 

2nd  Thursday,  7:30  a.m..  Contact:  William 
Nevin,  M.D. 

G— I Conference 

Weekly,  Friday,  12  noon.  Contact:  George 
Kerrihard,  M.D. 

Interhospital  Nuclear  Medicine  Conference 

Weekly,  Friday,  7:15  a.m..  Contact:  S.V.  Hilts, 
M.D. 

OB/GYN  Conference 

1st  Friday,  7:30  a m..  Contact:  Charles  Parker, 
M.D. 

OB/GYN  Pathology  Conference 

3rd  Friday,  7:30  a.m..  Contact:  R.  Spark,  M.D. 


PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road,  Phoenix, 
AZ  85012.  Contact:  Alfred  Heilbrunn,  M.D. 
Approved  for  Category  1 credit. 

Gl  X-Ray  Clinical  Correlation  Conf. 

1st  & 3rd  Monday,  1 p.m.,  Rm.  C435,  Contact: 
Drs.  Sanowski,  & Nielsen. 

Medical/Surgical  Gl  Conference 

1st  & 3rd  Monday,  3 p.m.,  Rm.  3134,  Contact: 

Dr.  Kozarek,  Ext  413.  Dr.  Mertz,  Ext  493. 

Gl  Pathology  Conf. 

2nd  & 4th  Monday,  1 p.m..  Path  Conf.  Rm, 
Contact:  Dr.  Sanowski.. 

Orthopedic  Surgery  Conference 

2nd  Monday,  7:30  a.m.,  Rm  3134,  Contact:  Dr. 
Russo. 

Surgery  - Pathology  Conference 

4th  Monday,  4:00  p.m.,  Rm  2128,  Contact:  Dr. 
Mertz  & Dr.  Lanard. 

Vascular  Conference 

2nd  Monday,  3 p.m.,  Rm.  3134,  Contact:  Dr. 
Clintora 

Gl  Grand  Rounds 

Weekly,  Tuesday,  1 p.m..  Contact:  Drs. 
Sanowski,  Kozarek,  after  Gl  Grand  Rounds 
Rm  T-5. 

Housestaff  Pulmonary  Disease  Teaching 
Conf. 

Weekly,  Wed.,  3-4  p.m.,  Rm.  4115,  Contact: 
Dr.  Rohwedder,  Ext.  388. 

Cardiology  Conference 

2nd  Thursday,  1 p.m..  Room  T-5,  Contact:  Dr. 

Habibzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  Contact:  Dr.  Rohwedder 
or  Dr.  Gill. 


Gl  Consultant  Rounds 

1st  Thursday,  1:30  p.m.,  Rm.  T-5. 

Medical  Service  Grand  Rounds 

Weekly,  Friday,  1 1 a.m.,  Rm.  T-5,  Contact:  Dr. 
Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  a.m.,  Room  T-5,  Contact  Dr. 
Zeller 


PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below.  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a.m. -2:30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m. 


TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 

Medical  Surgical  Chest  Conference 

Weekly,  Tuesday,  2 p.m..  Contact:  Dr.  Young 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1:00  p.m.,  VA  Hospital  Staff 

Conf.  Rm.  & (AHSC),  Contact:  Jay  Smith, 

M.D. 

Surgical  Grand  Rounds 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr.  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm. 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m..  Bldg.  107, 

Contact:  J.  Fitzharris,  D O 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly,  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly,  Friday,  12  p.m.,  Contact:  Dr.  Sibley. 

YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield,  M.D.  Approved  for  category  1 
credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday,  7:00  a m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a m. 


U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine,  Tucson, 
AZ  85724.  Robert  M.  Anderson,  M.D.,  Dir.  of 
CME.  Contact:  See  below.  Approved  for 
category  1 credit. 
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Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc. 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly,  Thursday,  4-5  p.m.,  Room  5403. 
Anesthesiology  Case  Discussion 

Weekly,  Wed.,  7:00  a m.,  AHSC,  Dining  Rm. 
C&D. 

Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m.,  AHSC  Dining  Room, 
C&D,  Contacts:  Drs.  Otto  & Zehngut. 
Cancer  Center  Tumor  Board  Seminar 
3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC 

Auditorium,  Contact:  Cancer  Center. 
Cardiac  Catheterization  Conference 
Weekly,  Friday,  4:00  p.m..  Contact:  Dr. 
Temkin. 

Cardiology  Research  Conference 

Weekly,  Tuesday,  7:30  a.m..  Contact:  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact:  Dr. 
Byrne-Quinn. 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5505. 
Contact:  Jerry  Goldstone,  M.D.,  Dept,  of 
Surgery. 

Dermatology  Conference 

4th  Monday,  5:15  p.m.,  AHSC,  Contact:  Dr.  R. 
Friedman. 

Dermatology  Rounds 

Weekly,  Wed.,  1 1 :30  a m..  Contact:  Dr  Lynch. 
Endocrinology  Seminar 
Weekly,  Thursday,  12-1  p.m..  Contact:  Dr. 
Johnson. 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 am.,  AHSC,  Contact:  Dr. 
Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact:  S. 
Paplanus. 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  am.,  AHSC, 
Contact:  Dr.  T.  Hunter. 

Head  & Neck  Tumor 
Management  Conference 

Weekly,  Wed.,  4:00  p.m.,  Contact:  Dr. 

Manning. 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  6505. 
Contact:  S.  Salmon,  M.D.,  Dept,  of  Internal 
Medicine. 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1  p.m.,  AHSC,  Contact:  Dr. 
J.  Smith. 

Morbidity/Mortality  in  E.M. 

2nd  Tuesday,  9 a.m.,  AHSC,  Contacts:  Drs. 
Hughes  & Alcorn. 

Neuromuscular  Disease  Conference 

Weekly,  Friday,  11:30  a.m..  Contact:  Dr. 
Stern. 

Neuropathology  Case  Review 

Weekly,  Friday.  8:30  a.m.,  UAHSC,  Dr.  P. 
Johnson. 

Neuroradiology  Conference 

Weekly,  Thurs.,  5:00  p.m..  Contact:  Dr.  P C. 
Christenson. 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m..  Contact:  Dr. 
Stern. 

Neurosciences  Seminar 

Weekly,  Tuesday  & Friday,  7:30  a m.,  AHSC, 
Contact:  Dr.  C.  Bamford. 
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Nuclear  Medicine 

Weekly,  Thursday,  7:30  a.m.,  AHSC 
Radiology  Conference  Rm. 

OB/GYN  Lectures 

Weekly,  Friday,  1 p.m.,  AHSC,  Contat:  Dr. 
CD. Christian. 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a.m.,  AHSC,  Contact:  Dr.  J. 
Herschler. 

Ophthalmology  Retina 
Fluoro.  Conference 

Weekly,  Thursday,  5 p.m.,  AHSC,  Contact: 
Dr.  H.  Cross. 

Orthopedic  Rounds 

Saturday,  8:00  a m..  Contact:  Dr.  Peltier. 

Pain  Conference 

3rd  Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
C&D,  Contact:  Drs.  Hameroff  & Cork. 
Pathology  Conference 
Weekly,  Monday,  12  noon,  AHSC,  Contact: 
Dr.  C.D.  Christian. 

Pathology  Seminar 

Weekly,  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
5120.  Contact:  Dr.  P.  Finley. 

Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m.,  AHSC,  Contact:  Dr.  A. 

R.  Graham. 

Pediatric  Grand  Rounds 

2nd,  4th  & 5th  Tuesdays,  12  p.m  , AHSC, 
Contact:  Dr.  H.  Thompson. 

Pediatric  Problem  Patient  Conference 
Weekly,  Wed.,  8:00  a.m.,  Contact  Dr.  Walson. 
Pediatric  Research  Forum 
Weekly,  Tuesday,  7:30  a.m..  Contact:  Dr. 
James  Jones 

Pediatric  Specialty  Conference 

Weekly,  Friday,  8:00  a m..  Contact:  Dr.  Philip 
Walson. 

Psychiatric  Grand  Rounds 

Weekly,  Wednesday,  5:30  p.m.,  AHSC,  Rm. 
8403,  5th  Floor  Auditorium. 

Psychiatric  Monthly  Case  Conference 

2nd  Friday,  7:30  a m..  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital. 

Pulmonary  Rounds 

Weekly,  Friday,  11:30  am..  Contact:  Dr. 
Benjamin  Burrows. 

Chest  Radiology 

Weekly,  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich,  M.D., 
Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 

Weekly,  Wednesday,  7:30  a.m.,  AHSC, 
Contact:  Dr,  Christenson 

Radiation  Oncology  Planning  Conference 

Weekly,  Friday,  8:30-10:00  a m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly,  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr.  Freundlich. 
Radiology-Rheumatology  Conference 
Weekly,  Thursday,  7:45  a.m.,  UAHSC,  Library 
Rm.1535C. 

Renal  Pathology  Conference 

1st,  3rd,  & 5th  Thurs.,  1 1 :30  a m..  Contact:  Dr, 
Nagle. 

Residents  Noon  Conference 

Weekly  .Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 
Resident’s  Conference 
Weekly,  Wed.,  5-6  p.m,,  Diag.  Radiology 
Conf.  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  am.,  Rm.  5403,  AHSC, 
Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 

Weekly,  Wed.,  8:00  a.m.,  Contact:  Dr. 

Wangensteen. 


Joint  Thyroid  Conference 

1st  & 3rd  Tuesdays.,  1-2:00  p.m.,  AHSC,i 

6505,  Contact:  S.  C.  Werner,  M.D. 

Trauma  Conference 

Thursday,  4:00-5:00  p.m..  AHSC,  Rm.  5! 

Toxicology  Conference 

Weekly,  Tuesday,  8:00  a.m..  Contact: 

Keith  Likes. 

Tucson  Ultrasonography  Group 

Weekly,  Wed.,  4:30  p.m.,  AHSC,  Contact 
I.  Freundlich. 

General  Urology  Conference 

Weekly,  Tue.  & Thurs.,  12:00  noon.  AHSi 
VA  Hospital  Contact:  Dr.  G.W.  Drach. 
Vascular  Surgery  Conference 
Weekly,  Tuesday,  4-6  p.m.,  AHSC,  Con 
Dr.  J.  Goldstone. 
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First  Qass 
First  Aid 


Broad-spectrum  antibacterial  | • Handy  applicator  tip 


CRIPTION:  Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units, 
racin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
iai  white  petrolatum  qs;  in  tubes  of  1 oz  ana  '/j  oz  and  'Az  oz  (approx.)  foil  packets. 
CATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
al  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in;  • infected 
»,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ima,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
trial  infection.  Prophylactically  the  ointment  may  be  used  to  prevent  bacterial  contami- 
n in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
it  wound  healing. 

'iTRAINDICATIONS;  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
It  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
ihave  shown  hypersensitivity  to  any  of  its  components. 
i;iNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
Jomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  ^ 
trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  w«am< 


/ Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  it  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 

3]wth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Upjohn 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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HEALTfr  CAREERS  INSTITUTE 

IS  approved  by  the  Medical  Radiologic 
Technology  Board  of  Examiners  to 


I® 


TRAIN  PRACTICAL  X-RAY  TECHNICIANS 
for  the  required  Arizona  State  License 

I Day  and  Evening  Classes 

Licensed  by  the  Arizona  State  Board  of 
Private  Technical  and  Business  Schools 

For  More  Information  Cali  f - ^ 
'health  CAREERS  INSTITUTE 
4015  B.  North  16th  Street  " ^ 
i phoenix,  Arizona- 85016 

I 241-9217_l7if^^  ] 

I or  ill  i 

4444  East  Grant  Road,  Ste  120 
Tucson,  Arizona  85712 
795-2865  ’ 

i t 44-*’ 

We  also  offer  classes  in  Laboratory  Assisting  and 
; Medical  Laboratory  TeGhnician 
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Phoenix  Members 

Call  or  Write  “Press”  Preston 
Printing  Department 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Tucson  Members 

All  Other  Members 

Telephone  246-8901 

Ask  Operator  for  Enterprise  265 

Call  Collect  246-8901 
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MAILING 
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ANNOUNCEMENTS  '■ 
PATIENT  HISTORY 


Every  month,  literally  thousands  of  Arizona  residents 
owe  their  lives  to  the  quick  response  and  skilled  care 
provided  by  Arizona  Medical  Transport  (AMT) 

Survival  Flight  the  states  first  hospital-based 
emergency  helicopter  service,  and  Associated 
Ambulance  the  state  s largest  ground  ambulance 
service,  combined  to  form  AMT  nearly  a year  ago  Now 
they  have  been  joined  by  Survival  Flight  fixed  wing 
service  Aircraft  based  in  Phoenix  and  Flagstaff  provide 
patients  requiring  long  distance  transport  with  the  same 
high  level  of  excellent  care  that  AMT  insists  upon  for 
all  Its  patients 

To  learn  more  about  Arizona  Medical  Transport  and 
how  we  serve  you,  or  to  obtain  index  cards  and  phone 
stickers  with  our  number,  call  our  offices  in  Phoenix  at 
241-0500  or  Tucson  at  623-4326 

ARIZONA  MEDICAL  TRANSPORT,  INC. 


In  an  emergency,  call  246-FIELP  or  1-800-352-0605  toll-free  statewide 


20  Years  Ago  - Counting  Sheep  Was 
Advised  to  Relax  and  Sleep  Well. 


TODAY  TO  SLEEP  WELL  - 


For  more  facts,  please  call  the  MICA  Underwriting 
Department  (602)  271-4019 
or  toll  free  (800)  352-0402 


MK/V 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA  Sponsored  by:  Arizona  Medical  Association 

Arizona  Osteopathic  Medicai  Association 


COMPUTED 
TOMOGRA 


HEAD 


Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility*  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015  • (602)  242-5859 


Alan  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 


We*re  seeking  more 
than  a company 
physician. 

We’re  offering  an  excellent  opportunity  for  the  ideal  physician  to  become  our  Medical  Director. 
As  a major,  diversified  government  electronics  firm,  located  in  a desirable  Orange  County 
setting,  we’ll  provide  an  outstanding  compensation  package. 

As  Director,  you’ll  be  responsible  for  diagnosis  and  treatment  of  occupational  injuries  and 
illnesses.  Scope  of  the  assignment  also  includes  employee  health  education  and  health 
maintenance  examinations. 

Although  it  isn’t  required,  physicians  with  clinical  experience  in  General  or  Occupational 
Medicine  plus  a board  certification  in  Occupational  Health  is  preferred.  For  immediate  con- 
sideration, please  send  your  resume  to: 

Box  590 

Arizona  Medicine 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Equal  Opportunity  Employer  M/F 
U.S.  Citizenship  Required 


ponsored 
;roup  insurance 

a member  of  the  Arizona  Medical  Association,  you  can 
e advantage  of  life,  health  and  accident  insurance 
ected  to  meet  your  needs,  with  the  savings  available 
bugh  group  insurance. 

e Arizona  Medical  Association  has  provided  its  members 
jh  sponsored  insurance  programs  for  over  25  years, 
e programs  currently  available  are:  disability,  term  life 
r members  and  their  spouses),  defendant's  reimbursement, 
idental  death  and  overhead  expense. 

mpanies  and  policies  are  selected  to  provide  coverage  and 
vice  that  meets  a professional's  needs  and  standards. 

I 

^ Arizona  Medical  Association  provides  supervision  of 
administration  of  these  programs  as  needed  to  insure 
t they  continue  to  merit  your  support. 


ARIZONA 
MEDICAL 
ASSOCIATION 

life,  health  & accident  insurance 

administerd  by 

HEALTH  AGENCIES  OF  THE  WEST,  INC. 

local  service  by  — ~ 

DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC 


4620  North  16th  Street,  #200,  Phoenix,  Arizona  277-66'^2 
or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 


A Financial 
Prescription 

Turn  insurance  claim  receivables  into 
immediate  cash,  with  no  effective  cost  to  you. 

Call  THE  STONEBRIDGE  CORPORATION  to 
set  up  a brief,  confidential,  no-obligation 
meeting  to  determine  how  this  unique 
program  can  best  benefit  your  medical  practice. 

THE  STONEBRIDGE  CORPORATION 

2910  E.  Camelback  Rd.,  Suite  160,  Phoenix.  Arizona  85016  956-2755 


Louis  Jacob 

General  Agent 
10210  N 32nd  Street 
Suite  210 

Phoenix,  Arizona  85028 
(602)  971-2632 

• Tax  Shelter  Programs 

• Individual  & Group 

• Life.  Health  and  Pensions 

• Auto.  Fire.  Thelt 


We  Want  You  With  Us 


L Louis  Jacob  Agency 

Complete  Insurance  Services 
Call  Us  for  an  Auto  Quote 


SKi.i.ARi)  kn(;havint; 

Calligraphy  by  machine  on  paper  or  metal 
Keys  • Engraving  • Gift  Items 
One  Day  Service 

Town  and  Country  Shopping  Center 
Behind  Tangs  Imports 
2051-A  East  Camelback  Road 
Phoenix,  Arizona  85016 
Telephone:  (602)  956-4270 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


m 

|.  Prekup  &.  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central.  Suite  509-C  Phoenix.  Az  85012 
(602)  279-1884. 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


Classified 


PROFESSIONAL 

OPPORTUNITIES 

DIOLOGIST 

ard  Certified,  thirteen  years 
jerience  in  Angiography,  Ultrasound, 
clear  Medicine,  CT  and  special 
)cedures.  Bilingual.  Available 
Tiediately.  Will  consider  locum 
lens  and  Emergency  Room  until 
manent  position  is  obtained.  No 
trictions  on  locality.  Walter  Solis, 
C.,  5823  Kingsfield,  El  Paso,  Texas 

i) 12.  Telephone:  (915)  581-9598. 

! 

j 

ilZONA  LICENSED 

IG,  ECFMG,  FLEX,  University  trained, 
iard  certified  Internist  with  sub- 
liciality  training  and  certification  in 
Lhrology  seeks  position  from  July 
|)2.  Has  strong  patient  management 
If  teaching  skills.  Experienced  in 
lernal  medicine,  noninvasive 
[diology  and  nephrology  including 
jmodialysis,  CARD,  IPD  and 
psplantation.  Consider  all  types  of 
^itions  and  all  locations.  Reply  Box 

j) ,  c/o  Arizona  Medicine,  810  West 
fhany  Home  Road,  Phoenix,  Arizona 
')13. 

I 

STION  WANTED 

fiatrician  will  work  part-time  in  single 
group  Pediatric  office — Phoenix  area, 
jephone:  934-0237. 

I 

f 

IlNICALLY  ORIENTED 
iARMACIST 

pks  opportunity  to  join  advanced 
sessional  pharmacy  concepts  with 
fvative  physicians  in  a bilateral  group 
jictice.  Please  send  all  inquires  to4418 
}rth  106  Drive,  Phoenix,  Arizona  85039 


1 

|lOW  WITH  US  IN  SUNNY  ARIZONA 

e INA  Healthplan  needs  physicians  in 
nily  practice  and  most  specialties  in 
icson  and  Phoenix.  Competitive 
laries  and  comprehensive  benefits 
Juding  a professional  development 
ogram,  retirement  plan,  and  group 
;entive  bonus  are  provided.  If  team 
eraction  and  casual  living  interest 
u,  send  your  CV  to:  Professional 
Nations,  INA  Healthplan,  Inc.,  6115 
)rth  7th  Street,  Phoenix,  AZ  85014. 


MITCHELL  AND  ASSOCIATES,  INC. 

Is  a statewide  and  national  search  and 
recruiting  firm  specializing  in  physician 
and  medical  placements.  For  further 
information  on  our  services  and  avail- 
able opportunities,  call  (602)  344-2350. 
All  inquires  are  confidential. 


REAL  ESTATE 

PURGATORY— FOR  SALE 

Deluxe  Condo,  Cascade  Village,  2 bed- 
room, two  baths,  hot  tub,  magnificent 
view — $1 95,000.  Telephone:  Day:  (602) 
258-1991:  Night:  279-6566. 


BEAUTIFUL  CONDOMINIUM 
Condominios  Pilar 
San  Carlos  Bay,  Mexico 
For  Rent 

Two  Bedroom,  Two  Bath,  Fully 
equipped.  Beautiful  180  degree  view  of 
the  ocean.  Swimming  pool.  Boating. 
Fishing.  Restaurant.  $65  a day  plus 
utilities  and  maid  service.  Call  (602) 
795-4925  for  reservations.  Ask  for 
Marge. 


POINT  BREEZE 

A prestigious  Medical/Dental  Center  at 
Tatum  and  Shea  Boulevard  is  now 
leasing.  Occupy  in  July.  Design  your 
suite.  Terms  flexible.  Improvement 
allowance.  Serves  Scottsdale,  Northeast 
Phoenix  and  Paradise  Valley.  Call  John 
Powell,  (602)  266-5990 


PINETOP  MOUNTAIN  CABIN 
FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  spring  activities,  in  the  White 
Mountains  of  Arizona.  Call  Dr.  Carl 
Reiser  in  Winslow  - (602)  289-2371  days, 
289-5081  evenings. 


ATTENTION  PROFESSIONALS 

Why  rent  when  you  can  own?  Are  you 
renting  your  telephone  system  from 
Mountain  Bell?  If  so,  you  are  over- 
paying! Why  not  let  the  professional  at 
Interstate  Telecommunications,  Inc. 
compare  your  Bell  system  against  our 
systems.  We  can  show  you  a cost 
effective,  state-of-the-art,  telephone 
system  for  a fraction  of  the  cost; 
because  with  the  money  you  normally 
pay  Bell,  you  will  be  paying  on  yourown 
system.  Give  us  a call  today!  We’ve  got 
your  number. 

Interstate  Telecommunications,  Inc. 
3507  North  Central  Avenue,  Suite  300, 
Phoenix,  Arizona  85012. 

Telephone:  (602)  263-5332. 


FOR  SALE 

Del-Mar  Avionics  Model  660-A  Electro- 
cardioscanner  System,  purchased  new 
in  1977,  light  use,  complete  with  four26 
hour  electrocardiocorders,  battery 
charger,  tape  eraser,  etc.  Inquire: 
Teresa,  at  (602)  997-7334. 


GREY  METAL  TREATMENT  STAND 

Two  drawers,  two  doors  $80;  14"  x 17” 
x-ray  cassettes  with  par  speed  screens 
$75.  Also  10"  X 12"  and  8"  x 10"  sizes. 
Misc.  hangers  $5-$7.  All  in  excellent 
condition.  Kirk  R.  Stetson,  M.D.,  119 
West  Fine  Street,  Flagstaff,  Arizona. 
Telephone:  (602)  774-6671. 
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EMINARS  IN  CONTINUING  EDUCATION 


|ardiology 

i Cardiovascular  Effects  of 

Tricyclic  Antidepressants  368 

I Ronald  W.  Hanson.  Ph.D.,  M.D.,  et  al. 

IHEST  MEDICINE 

I 

Clinical  Conference; 

Diagnosis  of  Patients  in  the  Southwest 

with  Solitary  Pulmonary  Nodules 371 

John  Seidenfeld.,  M.D.,  et  al. 

ERMATOLOGY 

I An  Unusual  Granuloma  in  an 

' American  Returning  from  India 

i A Clinically  Resembing 

' Cutaneous  Leishmaniasis  376 

I 

j Alan  J.  Ross,  D.P.M. 

IaSTROENTEROLOGY  & LIVER  DISEASE 
j Endoscopically  Placed  Pancreaticobiliary 

j Stents  and  Drains  378 

* R.  A.  Kozarek,  M.D.,  et  al. 

jlEDICAL  GENETICS 

ii  Part  II.  Genetics  and  Obstetrics 

' The  Early  Detection  of  High-risk  Pregnancies 

) with  Maternal  Serum  AFP  Testing 381 

Frederick  Hecht,  M.D.,  et  al. 

INCOLOGY 

I Decision-making  Factors  in  the 

Adjuvant  Treatment  of  Operable 
Breast  Cancer 383 

Frederick  R.  Ahmann,  M.D. 


RADIOLOGY 

Case  of  the  Month  No.  56  . 

Jonathan  M.  Levy,  M.D.,  et  al. 

SURGERY 

Necrotizing  Fasciitis  of  the 
Head  and  Neck 

Nell  O.  Ward,  M.D.,  et  al. 


EDITORIALS 


Clinical  Pharmacology 

Thomas  F.  Burks,  Ph.D.,  et  al. 

Flinn  Foundation  Establishes 
Endowed  Chair  at 
Medical  School 


BRIEFLY  NOTED 


MEDICAL  HISTORY 


Curiosities  of  Midwifery 

Adolphus  H.  Noon,  M.D.  (1838-1931) 
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FUTURE  MEETINGS 
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services.  They’re  outlined  in  our  new  brochure: 
“Financial  Services  for  Medical  Professionals’.’ 
For  more  information  about  these  services, 
call:  Phoenix,  261-5224  or  261-2718,  Tucson, 
792-7531  or  792-5917,  Scottsdale,  261-5160, 
Sun  City,  261-8249,  Mesa  261-1890. 


go  out  ofour  way  for  you.\^lQ;  National  Bank  w 

Member  FDIC  Equal  Opportunity  Lender 


From  medical  school  through  retirement, 
your  financial  needs  are  continually  changing.  And 
your  time  to  look  after  those  needs  is  limited. 

That’s  why  Valley  Bank  has  Medical  Banking 
Specialists —trained  in  the  financial  needs  of 
medical  professionals. 

Talk  to  us  about  credit  and  our  many  other 


A Family 
Investment 

the  Arabian 
Horse. 

More  and  more  people  in  high  tax  brackets  are  finding 
the  Arabian  Horse  to  be  an  excellent  investment.  There 
are  many  investments  which  offer  similar  opportunities 
for  tax  benefits,  captial  gains,  income,  etc.,  but  we  think 
Arabian  horses  give  one  big  bonus  that  most  of  the 
others  don’t  ...  an  investment  in  your  family.  Each 
member  of  the  family  can  have  an  active  part  in  your 
Arabian  horse  business.  Find  out  more  from  the  farm 
which  has  bred  more  Arabian  horses  than  any  other  in 

the  country. 
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4101  North  Bear  Canyon  Road 
Tucson,  Arizona  85715 
Phone  (602)  749-1162 


Our  Start-Up  Practice  Program 
goes  far  beyond  your  office. 

We  can  set  you  up  in  the  community. 

You’re  ready  to  start  practice.  But  where  and  how? 

NME’s  a good  answer.  First,  you  have  a choice 
of  locations  nationwide.  Then  we  help  you  set 
up  in  solo,  partnership,  or  group  practice . . . place 
you  on  the  active  staff  of  one  of  our  well-equipped, 
acute-care  hospitals.  Beyond  that,  we  introduce 
you  to  your  new  community,  so  you  can  quickly, 
efficiently  meet  the  right  people  in  civic  life  and 
develop  a patient  base. 

In  short,  you  know  how  to  be  a good  physician. 
NME  can  help  you  to  become  a good  businessman, 
too . . . quickly  and  effectively. 

For  complete  information,  please  call  or  write 
to:  Raymond  C.  Pruitt,  Director,  Physician  Re- 
lations-9E,  National  Medical  Enterprises,  11620 
Wilshire  Blvd.,  Los  Angeles,  CA  90025.  (800) 
421-7470  outside  Calif.,  or  collect  (213)  479-5526. 

NATIONAL 
MEDICAL 
ENTERPRISES,  INC. 

We  understand  what  doctors  need. 
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Now  leasing  space . . . 


Mesa  Lutheran  Medical  Complex 

560  W.  Brown  Road,  Mesa 


• 48,000  square  feet  of  choice  medical  office  space 

• covered  parking  for  65  automobiles 

• generous  tenant  improvement  allowance 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brttf  Summary. 

Consult  the  psckago  literature  for  prescribing  Information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beia-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Cecior 
Contraindication:  Cecior  is  contraindicated  in  patients  with 
Known  allergy  to  the  cephalosporin  group  of  antibiotics 
warainga:  in  penicillin-sensitive  patients,  cephalosporin 

ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Cecior.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions;  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  (he  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Cecior  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Cecior.  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertiiity 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  m pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy-Satexy  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Advtrfo  RMCtiont:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Cecior 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Cecior.'-^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci],  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Cecior.^ 


Cefodor 


Pulvules®,  250  and  500  mg 


'Many  authorities  atiribuie  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae^ 
Note  Cecior  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multrforme  or  the  above  skin  manifestations  accompanieQ 
by  arthritis/arthralgia  and.  frequently,  (ever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Cecior*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurr^  in  patients  with  a history  of  penicillin  allergy 
Ofher  effects  considered  related  to  therapy  included  eosinophtlia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain -Imsuori  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
We/Mhc- Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic fluctuations  in  leukocyte  count, 
predominantly  lymphxytosis  occurring  in  infants  and  young 
children  (1  in  40) 

ffena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  (loozem 


Additional  information  available  to 
the  profession  on  request  from 
Ell  Lilly  and  Company. 
Indianapolis.  Indiana  46285 
Eli  Lilly  Industries.  Inc. 

Carolina  Puerto  Rico  00630 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care. 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)',  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients , just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


“MEDICAL  ACCOUNTING  PIUS 
WORD  PROCESSING  FOR  UNDER 
$6,50a  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


Address 


Commodore  Computer  Systems 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System. 

Name 


Phone . 


commodore 

COMPUTER 


20  Years  Ago  - Counting  Sheep  Was 
Advised  to  Relax  and  Sleep  Well. 


TODAY  TO  SLEEP  WELL  - 


For  more  facts,  please  call  the  MiCA  Underwriting 
Department  (602)  271-4019 
or  toll  free  (800)  352-0402 


MKA. 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA  Sponsored  by:  Arizona  Medical  Association 

Arizona  Osteopathic  Medicai  Association 


ponsored 
i;roup  insurance 

i:  a member  of  the  Arizona  Medical  Association,  you  can 
,j.e  advantage  of  life,  health  and  accident  insurance 
ected  to  meet  your  needs,  with  the  savings  available 
ll'ough  group  insurance. 

|e  Arizona  Medical  Association  has  provided  its  members 
,;th  sponsored  insurance  programs  for  over  25  years, 
ie  programs  currently  available  are:  disability,  term  life 
ir  members  and  their  spouses),  defendant's  reimbursement, 
i idental  death  and  overhead  expense. 

jmpanies  and  policies  are  selected  to  provide  coverage  and 
^vice  that  meets  a professional's  needs  and  standards. 

•e  Arizona  Medical  Association  provides  supervision  of 
' administration  of  these  programs  as  needed  to  insure 
)t  they  continue  to  merit  your  support. 


ARIZONA 
MEDICAL 
ASSOCIATION 

life,  health  & accident  insurance 


administerd  by 

HEALTH  AGENCIES  OF  THE  WEST,  INC. 

local  service  by 

DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC. 

4620  North  16th  Street,  #200,  Phoenix,  Arizona  277-6672 
or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 
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Cardiovascular  Effects  of 
Tricyclic  Antidepressants 

Ronald  W.  Hanson,  Ph.D.,  M.D. 

Kenneth  B.  Desser,  M.D. 

Alberto  Benchimol,  M.D. 


Editor: 

Kenneth  B.  Desser,  M.D. 


The  purpose  of  this  paper  is  to  review  the  cardio- 
vascular effects  of  tricyclic  antidepressants.  Clinical 
features  of  a case  of  tricyclic  medication  overdose  which 
we  encountered  will  serve  as  an  example  followed  by  a 
review  of  the  pertinent  literature. 

Case  Report 

A 37-year-old  man  was  brought  to  the  Emergency 
Room  with  confusion  and  disorientation.  He  was  found 
at  home  with  empty  bottles  of  Elavil  75  mg,  Nalfon, 
Percocet  and  Nembutal.  His  past  medical  history  was 
significant  for  an  overdose  of  Seconal  and  a subtotal 
gastrectomy  in  1975. 

Examination  revealed  an  alert,  oriented  cooperative 
male  with  poor  concentration  ability.  The  patient  was 
afebrile  with  a respiratory  rate  of  18/min  and  pulse  of 
88/min.  The  blood  pressure  was  140/80  without 
orthostatic  change.  The  pupils  were  dilated  but  reactive 
to  light.  There  was  no  jugular  venous  distention  or 
carotid  bruits.  The  lungs  were  clear  to  auscultation. 
Cardiac  examination  revealed  an  apical  impulse  at  the 
fifth  intercostal  space  at  the  midclavicular  line.  SI  and  S2 
were  normal  with  physiological  splitting  of  S2.  A loud  S4 
was  present,  but  an  S3  was  absent.  There  were  no 


From:  The  Institute  for  Cardiovascular  Disease,  Good  Samaritan 
Medical  Center.  1111  East  McDowell  Road,  Phoenix,  Arizona.  Reprint 
requests  to  Alberto  Benchimol,  M.D.,  Good  Samaritan  Medical 
Center,  P.  O.  Box  2989,  Phoenix,  Arizona  85062. 
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murmurs.  Neurological  examination  demonstra^ 
reduced  coordination  with  past  pointing  and  pt 
alternating  hand  movements. 

The  initial  electrocardiogram  disclosed  first  degree 
V block  with  a PR  interval  of  0.21  sec,  complete  ri] 
bundle  branch  block  with  a QRS  interval  of  0.13  sec, 
indeterminant  QRS  axis  and  non-specific  ST-T  chang 
(Eigure  1).  An  electrocardiogram  recorded  two  ye 
earlier  was  normal.  Chest  x-rays  were  normal,  as  wi 
the  electrolytes.  Arterial  blood  gases  on  2 L/min 
oxygen  were:  PO2  = 81,  Ph  = 7.33,  PCO2  = 43.  The  bio 
glucose  was  241  mg/dl,  BUN  25  mg/dl  and  hematoi 
35.8  with  macrocytic  indices.  The  patient  was  placec 
the  Intensive  Care  Unit  and  treated  with  gastric  lava 
activated  charcoal  and  magnesium  citrate.  He  did  1 
develop  hypotension  or  arrhythmias. 

Comprehensive  blood  and  urine  drug  sere 
revealed  a combined  blood  amitriptyline  a 
nortriptyline  level  of  937  ng/ml.  The  usual  therapei 
levels  are  125-250  ng/ml  and  toxicity  occurs  at  lev 
greater  than  500  ng/ml.  In  addition,  he  was  found 
have  an  elevated  blood  acetaminophen  level  of 
mg/dl  (therapeutic  level,  1.0  to  2.5). 

A repeat  electrocardiogram  taken  ten  hours  af 
admission  revealed  a PR  interval  of  0.18  sec,  a Q 
interval  of  0.10  sec  and  non-specific  ST-T  chang 
(Eigure  2).  Twenty-four  hours  after  admission  t 
electrocardiogram  had  reverted  to  normal. 


tussion 

diovascular  Effects  of  Normal  Level  of  Tricyclic 
idepressants 

here  have  been  several  studies  of  the  cardiovascular 
?cts  of  tricyclic  compound  overdoses^'®  but  few 
spective  studies  of  the  influence  of  normal 
'apeutic  blood  levels/'^°  One  such  study”  examined 
electrocardiographic  changes  in  66  patients  without 
rt  disease  who  received  either  tricyclic  or  tetracyclic 
depressants.  Each  patient  had  an  electrocardiogram 
screening  laboratory  work  prior  to  initiation  of 
jtment.  Follow-up  electrocardiograms  were 
ained  at  ten  days  and  twenty  days  of  therapy  and  at 
t four  weeks  after  the  drugs  were  discontinued.  A 
iller  group  of  17  patients  could  not  havetheirtherapy 
)ped,  and  therefore  regression  of  changes  could  not 
^documented. 

he  investigators  found  that  after  twenty  days,  there 
no  change  in  the  laboratory  values  for  blood  urea, 
jtinine,  sodium,  cholesterol,  glucose  or  potassium, 
re  were,  however,  consistent  changes  in  the 
:trocardiograms  which  were  independent  of  the 
a of  antidepressant  utilized.  There  was  a significant 
ease  in  heart  rate  which  averaged  less  than  ten 
cent.  The  PR  interval  increased  in  duration  up  to  ten 
cent  yet  only  two  patients  developed  first  degree  A-V 
jck.  The  T wave  also  decreased  in  amplitude.  Other 
jnges  included  minor  prolongation  of  QRS  and  QTC 
^rvals.  Four  weeks  after  therapy  was  withdrawn  all 
p parameters  had  returned  to  normal  except  in  one 
jent  who  continued  to  maintain  a first  degree  A-V 
|:k. 

[i  the  second  group  of  patients  which  could  not  have 
depressants  withdrawn,  reevaluation  was  made  13 
jnths  after  therapy  was  begun.  The  PR  interval,  QRS 

Iation  and  QTC  interval  had  returned  to  their 
aline  values.  Only  the  heart  rate  showed  a modest 
ease,  and  the  T wave  morphology  returned  to  near 
reatment  levels.  One  patient  developed  first  degree 
block  on  therapy  which  continued  for13  months.  In 
patients,  orthostatic  blood  pressure  was  monitored 
;>r  to  and  during  initiation  of  therapy.  There  was  no 


Figure  2 

Electrocardiogram  shows  normal  P-R  interval  and  no  bundle 
branch  block. 


significant  blood  pressure  drop  recorded  after  therapy 
was  started. 

Physiological  Effect  of  Tricyclic  Overdose 

The  frequency  of  tricyclic  overdose  has  been 
increasing  and  recent  articles  have  reviewed  the 
recognition  and  management  of  such  patients.®  One 
such  paper  presented  35  patients  with  documented 
tricyclic  overdose  who  had  no  previous  history  of 
cardiac  disease. In  each  patient,  the  plasma 
concentration  of  the  parent  compound  amitriptyline 
and  imipramine,  as  well  as  the  active  metabolites  were 
measured.  Electrocardiograms  were  obtained  daily  and 
patients  with  ventricular  extrasystoles  were  monitored 
with  twenty-four  hour  Holter  recordings.  All  35  subjects 
were  given  supportive  therapy  consisting  of  intravenous 
fluids,  sympathomimetic  amines,  gastric  lavage, 
activated  charcoal,  magnesium  citrate  and  respiratory 
assistance  where  needed.  The  entire  study  group 
recovered  uneventfully. 


Table  1 

Distribution  of  Physical  Findings  in  Subjects 
with  Tricyclic  Antidepressant  Overdose 


Number 

Percent 

Tachycardia 

25 

71 

Hypotension 

18 

51 

Atrial  gallop  (S4) 

5 

14 

Ventricular  gallop  (S3) 

4 

11 

Summation  gallop  (S3  + S4) 

6 

17 

Ejection  systolic  murmur 

10 

28 

The  average  initial  plasma  level  of  amitriptyline  plus 
active  metabolite  was  430  + 74  ng/ml  (standard 
deviation)  and  the  levels  of  imipramine  plus  active 
metabolites  was  665  + 137  ng/ml.  The  most  consistent 
physical  finding  was  tachycardia  (heart  rate  > 110) 
followed  by  hypotension  (systolic  blood  pressure  < 80 
mm/Hg).  Other  physical  findings  included:  atrial  gallop 
(54),  ventricular  gallop  (S3),  summation  gallop  (S3  and 
S4),  and  systolic  ejection  murmur,  (Tablel).  The  physical 
findings  were  consistent  for  both  tricyclic 
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Table  2 

Distribution  of  Electrocardiographic  Findings 
in  Subjects  with  Tricyclic  Antidepressant  Overdose 


Number  Percent 


Sinus  Tachycardia 

25 

71 

Supraventricular  tachycardia 

2 

6 

Premature  ventricular  beats 

12 

34 

Prolongation  of  PR  interval 

4 

11 

Prolongation  of  QRS  complex 

10 

29 

Right  bundle  branch  block 

5 

Intraventricular  conduction  delay 

5 

Abnormal  ST  segment 

10 

28 

Abnormal  T wave 

10 

28 

Prolongation  of  QT  interval 

30 

86 

Normal  electrocardiogram 

7 

20 

antidepressants  except  that  hypotension  was  more 
common  with  amitriptyline  (65%)  as  opposed  to 
imipramine  (16%). 

Five  patients  were  hemodynamically  suppressed  to 
the  point  where  invasive  monitoring  with  a Swan-Ganz 
catheter  was  required.  Initial  measurements  were:  heart 
rate,  121  ± 8;  pulmonary  capillary  wedge  pressure,  6 ± 
mm/Hg;  systemic  systolic  blood  pressure  65  ± 8 mm/Hg, 
and  cardiac  output,  2.8  ± 1.2  L/min.  Treatment  with 
intravenous  fluids  corrected  the  wedge  pressure  (12+43 
mm/Hg)  and  increased  the  cardiac  output  (4.8  ± 0.5 
L/min).  The  systemic  systolic  blood  pressure  did  not 
return  to  normal  levels  with  fluids  in  many  subjects, 
requiring  additional  treatment  with  sympathomimetic 
amines.  The  heart  rate  continued  to  remain  elevated 
(118  ± 10)  after  correction  of  all  hemodynamic 
derangements. 

Electrocardiographic  manifestations  of  tricyclic 
overdose  are  summarized  in  Table  2.  As  in  the  case  of 
normal  blood  levels,  the  heart  rate  increased,  yet  only  a 
small  percentage  (6%)  developed  supraventricular 
tachyarrhythmias.  Frequent  ventricular  premature  beats 
were  noted  in  a minority  of  patients  but  these  were 
adequately  controlled  by  lidocaine.  Eleven  percent  of 
patients  developed  first  degree  A-V  block  but  higher 
degrees  of  block  were  not  observed.  Long-term  Holter 
monitoring  did  not  reveal  any  persisting  ventricular 
ectopic  beats  of  consequence.  The  electrocardiographic 
changes  had  reverted  to  near  normal  by  the  end  of  72 
hours.  There  was  a good  correlation  between  the  QRS 
duration  and  imipramine  levels  in  the  study.  All  patients 
had  a complete  recovery. 

The  use  and  abuse  of  tricyclic  antidepressants  has 
been  increasing  over  the  past  decade.  As  demonstrated 
by  several  studies,  therapeutic  blood  levels  can  induce 
potentially  serious  cardiac  consequences.  The 
pharmacologic  effects  of  tricyclic  antidepressants 
include  an  anticholinergic  state,  direct  myocardial 
depression  and  sympathomimetic  activity  which  is 
related  to  the  ability  of  such  drugs  to  block  reentry  of 
adrenergic  amines  into  storage  sites.  Although  all  of  the 
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tricyclic  antidepressants  can  exert  the  same  adv< 
cardiac  effects,  it  appears  that  amitriptyline  is  associc 
with  the  greatest  myocardial  depressive  effects 
should  be  used  cautiously  in  any  patient  with  knc 
cardiac  disease.  I 

We  recommend  that  all  patients  have  r 
electrocardiogram  and  be  assessed  for  orthostij 
hypotension  prior  to  initiation  of  therapy.  If  therl 
evidence  of  atrioventricular  block,  intraventricil 
conduction  delay,  (bundle  branch  block)  or  ventricii 
arrhythmias,  the  patient  should  be  hospitalized  / 
carefully  monitored.  Amitriptyline  should  not  be  Ui 
for  patients  with  evidence  of  electrocardiograf 
abnormalities  or  congestive  heart  failure.  Once  ther 
is  started,  serial  electrocardiograms  are  warranted  ,( 
the  development  of  atrioventricular  block  shoj 
interdict  therapy.  It  should  be  stressed  that  occasici 
instances  of  advanced  A-V  block  and  malign! 
ventricular  tachyarrhythmias  have  been  described  ,j 
consequence  of  tricyclic  drugs.  These  complications  ] 
rare  and  are  treated  as  in  other  settings.  Physostigmi 
was  formerly  considered  a drug  of  choice  for  tricyi 
induced  arrhythmias  and  conduction  blocks.  1 
medication  can  actually  aggravate  the  electi 
physiologic  substrate  which  evokes  the  abnormality,] 
should  probably  not  be  utilized  for  treatment.®  On  ( 
other  hand,  propranolol,  phenytoin,  digitalis,  quinid  i 
and  procainamide  may  worsen  various  blocks  j 
produce  hypertension  in  affected  patients.  SupporU 
care  is  best  for  supraventricular  arrhythmias  ;| 
conduction  blocks  as  previously  described.  I 

I 
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^e  approach  to  solitary  pulmonary  nodules  (SPN)  is 
?rent  in  the  Southwest  than  in  other  parts  of  the 
ntry.  This  discussion  is  particularly  for  practitioners 
his  area.  Coccidioidomycosis  often  resolves  in  the 
n of  a SPN  and  is  difficult  to  differentiate  from  a 
ignant  nodule.  Needle  aspiration  biopsy  is  gaining 
ularity  as  a diagnostic  modality  and  this  procedure  is 
ussed. 

ey  Words:  Solitary  Pulmonary  Nodule,  Cocci- 

domycosis,  Clinical  Conference,  Percutaneous 
isthoracic  Needle  Aspiration  Biopsy  of  the  Lung. 

je  Presentation 

|lr.  E.  B.  is  a 59-year-old  man  evaluated  at  the  Tucson 
erans  Administration  (VA)  Medical  Center  in 
Iruary  1980  for  chest  pain.  He  described  the  chest 
T as  a “tightness”  persisting  four  to  six  hours.  He  had 
[worked  for  two  years  because  of  fatigue  and  chest 
'omfort.  He  had  visited  the  Southwest  intermittently 
jdenied  significant  occupational  or  TB  exposure. 

|n  examination  his  temperature  was  37°  C,  blood 
isure  was  126/80,  pulse  was  60,  respiratory  rate  was  14 
I weight  was  176  pounds.  In  general  he  was  a well 
eloped,  well  nourished  man  in  no  distress. 
Inination  of  the  lungs  and  heart  was  completely 
irial. 


ji:  University  of  Arizona  Health  Sciences  Center.  Tucson.  Arizona 
W and  Veterans  Administration  Medical  Center,  Tucson,  Arizona, 
jint  requests  to  John  Seidenfeld,  M.D.,  V A Medical  Center,  (111  A), 
,on,  Arizona  85723.  Presented  at  the  Sixth  Annual  Primary  Care 
,3te.  April  21,  1981. 


Laboratory  evaluation  revealed  a white  blood  count  of 
7,200  mm^,  hemoglobin  15.4  grams  per  dl,  hematocrit  47 
percent,  FEVi  3.62  liters,  vital  capacity  5.39  liters,  BUN  14 
mg  per  dl,  creatinine  1.1  mg  per  dl,  and  an  ECG  showed 
slight  elevation  of  the  ST  segments  in  leads  II,  III  and  V2 
and  V3.  The  chest  x-ray  showed  a right  midfield  nodule 
with  an  irregular  border  radiating  into  nearby 

371 


ARIZONA  MEDICINE 


parenchyma  (Figure  1 a-f). 

A myocardial  infarction  was  suspected  but  there  were 
no  ECG  or  enzyme  changes  and  he  had  a normal  cardiac 
stress  test.  Coccidioidin  skin  test  (1/200)  was  5 
millimeters  at  24  hours  as  was  Candida,  and  the  PPD  skin 
test  was  negative.  Coccidioidin  serology  was  negative 
and  sputa  for  fungus,  mycobacteria  and  malignancy 
were  all  negative. 

The  assessment  was  coccidioidomycosis.  Tomograms 
showed  no  calcification  of  the  lesion;  however,  a 
satellite  lesion  was  noted.  The  CBC  showed  no  new 
eosinophilia. 

The  patient  was  again  seen  in  April  and  May  of  1980 
with  no  new  findings,  and  was  rescheduled  in  December 
of  1980.  He  did  not  report  for  the  clinic  visit  and  was  seen 
again  in  March  of  1981  with  a stable  lesion  noted  by  the 
clinician.  The  lack  of  progression  in  the  lesion  size 
strongly  suggested  a benign  diagnosis. 

Discussion 

Solitary  pulmonary  nodules  are  rounded  or  oval 
densities,  less  than  4 cm  in  diameter  (although  some 
authors  include  lesions  up  to  6 cm).  They  are  usually  of  a 
homogeneous  density,  surrounded  by  lung  and 
separated  from  the  mediastinum  and  pleura.  They  have 
delineating  margins  with  absence  of  infiltrate.  Usually 
they  are  sharp,  solitary  lesions.  In  a series  by  Trunk 
comparing  benign  and  malignant  solitary  nodules,  the 
benign  lesions  were  smaller  at  the  time  of  the  first 
evaluation.  The  benign  lesions  had  more  evidence  of 
calcification.'  In  the  Southwest  the  situation  is  different. 
Coccidioidal  nodules  do  not  calcify  as  commonly  as 
histoplasmosis  nodules  therefore  this  differential  point 
is  not  as  valuable  to  us  as  it  might  be  to  someone  in  an 
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area  endemic  to  histoplasmosis.  Cavitation  in  Trur 
series  was  seen  more  frequently  in  malignant  lesio: 
but  it  was  also  seen  in  benign  lesions.  When  twoauth 
looked  at  age  in  relation  to  the  primary  carcinoma  tl 
found  very  few  tumors  in  patients  below  the  age  of 
years  (Table  1).  People  over  tbe  age  of  35  hi 
increasingly  more  malignant  lesions.''^ 

When  we  talk  about  malignant  lesions  we  apply  i 
following  criteria:  they  usually  double  in  volume  at 
two  months  and  before  24  months;  noncalcification 
eccentric  calcifications  are  usually  found  in  malign 
lesions,  and  in  this  area  coccidioidomycosis  rar 
calcifies  so  this  is  less  useful  as  a criterion;  and  s 
greater  than  4 cm  is  usually  associated  with  malign 
lesions.'  ® 

Prognosis  correlates  with  doubling  time.  If  the  lesi 
doubles  under  120  days  and  is  a malignancy  it 


Table  1 

Relationship  of  Age  and  Primary  Carcinoma 
Appearing  as  an  SPN 

Trunk' 

Steele^ 

Age 

(N  = 137)  percent 

(N 

= 887)  percent 

20-29 

0 

2 

30-34 

0 

4 

35-39 

3.1 

13 

40-44 

15 

15 

45-49 

15.4 

26 

50-59 

42.9 

41 

60-69 

50 

50 

70-79 

100 

70 

80-83 

— 

100 
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ciated  with  a poor  prognosis.'  Rapidly  growing 
)ns  carry  a worse  prognosis,  and  are  associated  with 
ptoms  such  as  fever,  sweats,  weight  loss,  bone  pain, 
;NS  problems. 

ansbronchoscopic  biopsy  has  a very  low  yield  in  this 
icular  problem,  particularly  for  lesions  under  2 cm. 
re  are  other  procedures  short  of  thoracotomy  that 
provide  diagnostic  material  and  we  will  discuss  these 
ly.  With  bronchoscopy  it  is  difficult  to  enter  SPN 
er  fluoroscopy.® 

r.  Garfield,  at  what  point  should  a practitioner  refer 
Tiore  definitive  diagnostic  procedures? 
field:  If  the  lesion  is  found  on  a random  chest  x-ray 
|Out  other  films  available,  the  lesion  is  indeterminate 
ge.  When  we  first  see  a patient  for  a pulmonary 
ule,  we  try  to  categorize  him  in  regard  to  risks.  If  he  is 
nger  than  35  and  a non-smoker  with  very  few 
ptoms,  we  are  very  comfortable  following  the  lesion, 
e patient  is  older  than  35,  smokes  heavily,  and  has 
?mic  symptoms,  we  are  much  more  concerned, 
le  people  have  estimated  that  before  you  see  a 
ule  on  an  chest  x-ray  it  will  have  doubled  30  times, 
the  lesion  has  probably  been  present  a minimum  of 
|t  to  ten  years.®  If  you  wait  another  month  to  obtain 
)w-up  x-rays,  the  delay  is  an  insignificant  portion  of 
history  of  the  lesion. 

n old  x-ray  would  be  the  single  best  tool  in  judging 
[vth.  Radiographic  features  are  useful.  If  a SPN  is 
oth-walled,  like  this  lesion  was,  then  it  is  likely  to  be 
ign.  Sharply  delineated,  smoothly  contoured  lesions 
usually  benign. 

le  laboratory  tests  usually  consist  of  skin  tests  for 
:idioidomycosis  (coccidioidin  or  spherulin)  and 


tuberculosis  (PPD-INT).  Cocci  serology  (precipitins  and 
complement  fixation)  is  helpful.  Expectorated  sputum 
samples  are  useful  both  for  cultures  and  for  cytology. 
Frequently,  the  above  tests  will  strongly  suggest  a 
specific  diagnosis.  If  the  lesion  remains  in  the 
indeterminate  category,  one  must  still  decide,  based  on 
the  patient’s  risk  of  cancer  whether  to  follow  with  serial 
chest  x-rays  or  to  proceed  to  invasive  techniques. 

If  the  patient  is  high  risk,  one  should  proceed  with  an 
invasive  procedure.  On  small  peripheral  lesions, 
percutaneous  needle  biopsy  definitely  has  high  yield. 
On  proximal  larger  lesions  bronchoscopy  has  greater 
yield.  If  one  has  decided  that  a given  patient  is  low  risk 
for  cancer,  then  regular  office  visits  and  chest  x-rays  are 
warranted.  Follow-up  films  are  usually  obtained  witbin 
one  to  two  months,  then  three  to  four  months,  and  then 
every  six  months  for  a total  of  18  to  24  months.  Since 
some  cancers  double  as  slowly  as  every  450  days,  patients 
must  be  followed  that  long.’  Noninvasive  computerized 
axial  tomography  has  not  been  useful  to  differentiate 
benign  from  malignant  lesions  in  the  Southwest  because 
of  the  failure  of  most  cocci  nodules  to  calcify. 
Seidenfeld:  What  is  the  role  of  needle  biopsy? 

Bierny:  The  indications  are  basically  to  diagnose  a mass 
of  indeterminate  significance  anywhere  in  the  lung. 
When  the  mass  is  hilar  I recommend  bronchoscopy  to 
see  if  the  tumor  is  protruding  into  the  bronchial  lumen 
and  get  accurate  information  about  the  anatomy  of  the 
bronchi  that  might  be  useful  for  surgery.  If  the 
bronchoscopy  is  negative,  we  go  ahead  to  needle 
biopsy.  FHalf  of  tbe  procedures  are  done  on  outpatients, 
making  it  less  expensive.  Afterthe  procedure  the  patient 
is  kept  in  the  department  under  supervision  for  an  hour 
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Table  2 

Lung  Needle  Biopsies  — TMC 
320  Patients 

65 

Adeno  Carcinoma 

29 

Squamous  Cell  Carcinoma 

17 

Oat  Cell  Carcinoma 

21 

Metastases 

15 

Undifferentiated  Carcinoma 

4 

Lymphoma 

24 

Other  Carcinoma 

38 

Cocci 

32 

Granuloma 

28 

Other  Miscellaneous  benign 

273 

(85%) 

16 

Failures 

4 

Necrosis 

19 

Fibrosis 

2 

Atypia 

6 

Suspicious 

47 

(15%) 

to  make  sure  that  there  is  no  complication,  such 
pneumothorax.  The  patient  returns  the  next  morr^ 
for  a follow-up  chest  x-ray.  j 

I have  done  320  needle  biopsies  since  1976  at  ^ 
Tucson  Medical  Center  (Table  2).  The  diagnostic  yi^ 
has  been  85  percent.  Out  of  these  320, 175  patients  h.ji 
malignancy,  primary  or  secondary.  There  were| 
coccidioidomycoses  and  32  caseating  granuloij 
without  definite  organism  identified.  We  had  f| 
tuberculous  granulomas  and  24  other  miscellanej 
benign  lesions.  There  were  15  percent  non-diagno| 
results,  either  technical  failures  or  the  specin 
showing  only  fibrosis,  necrosis  or  atypia.  The  needle l 
we  use  is,  at  the  present  time,  an  18  gauge  modil 
Franseen  needle  (Cook,  Inc.).  We  obtain  a histolog 
specimen  as  well  as  cytology.  The  performance  east 
the  procedure  is  the  same  in  most  locations  but  m 
difficult  when  the  lesion  is  immediately  subpleural. 
also  harder  with  lesions  under  1 cm.  We  try  to  make  ci 
one  hole  in  the  pleura  and  we  avoid  the  pleural  fissi 
because  puncture  through  a fissure  leads  to  a higj 
incidence  of  pneumothorax.  j 


Table  3 


Pneumo- 

Pneumo- 

Number  of 

thorax 

thorax 

Significant 

Reference 

Patients 

Diagnosis 

Total 

Treated 

Deaths 

Hemorrhage 

Remarks 

8 

410 

81% 

27% 

7.3%  tube 

0.5% 

0.2% 

#16  or  18 

1 hemorrhage 
1 cardiac  arrest 

Gauge  needle 

9 

300 

80% 

20% 

8% 

valve  or  tube 

— 

— 

#18 

10 

186 

84% 

13% 

5%  tube 

0.3% 

core  biopsy  (histof' 

1256 

82% 

16% 

7%  tube 

0.1% 

0.5% 

aspirate  (cytology) ' 

11 

100 

87% 

14% 

4.5%  tube 

chiba  #23 — no  coo 
abandoned  for  #19i 
not  good  for  ^ 

granulomas 

12 

1223 

86% 

24% 

4.4%  valve 

— 

— 

#18 

13 

151 

1 LNB— 85.5% 

2 LNB— 88.8% 

7.8% 

4.2% 





#18  with  blood  pat^ 

LNB  = Lung 
Needle  Biopsy 

8%  repeats  ' 

14 

2726 

1 LNB— 80% 

#18 

2 LNB— 80% 

27% 

5%  aspiration 

— 

— 

2726  patients  | 

3 LNB— 90.7% 

3%  tube 

— 

— 

5300  biopsies  j 

15 

430 

82% 

49% 

21%  tube 

0.46% 

1.2% 

pneumothorax  tre.j 

(2  Hemorrhages)  (3  transfusions; 

if  greater  than  259t^ 

2 deaths) 

even  asymptomati  ^ 

16 

400 

96% 

27% 

10% 

— 

— 

#20 — up  to  5 reped 

Heimlich  valve 

— 

— 

no  cocci 

17 

50 

87% 

8% 

4%  tube 

— 

— 

#23-25  ' 

mostly  peripheral  j 

no  cocci;  not  goo(^ 
for  granulomas  ^ 

J-P  Bierny 

320 

85% 

11% 

2.5%  aspira- 

0.3% 

0.3%,1  pneumo- 

#18  with  blood 

TMC  ’81 

tion  tube  or 

1 complication 

nectomy.  Died 

patch;  4.4%  repeat 

valve  3.4  % 

of  postpneumo- 
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we  get  a small  pneumothorax  that  has  clinical 
ificance  we  put  in  a 16  gauge  Jelco  needle  and 
ate  it.  We’ve  done  it  on  2.5  percent  of  the  patients, 
e patients  (3.4  percent),  had  a significant 
jmothorax  that  necessitated  insertion  of  a chest 
' or  a Heimlich  valve.  . Hemoptysis  or  other 
plications  are  rare  but  may  be  fatal  or  require 
rgency  pneumonectomy.  The  procedure  is,  in 
;rienced  hands,  fast,  comfortable,  and  relatively 
pensive.  The  diagnostic  rate  of  85  percent  is  high 
the  overall  complication  rate  is  low  with  this 
nique,  certainly  significantly  lower  than  with  the 
r techniques  or  with  exploratory  thoracotomies 
le  3). 

:ontraindication  to  a needle  biopsy  would  be  severe 
hysema,  for  instance,  because  that  significantly 
?ases  the  risk  of  a pneumothorax.  Then  we  contact 
dinician  or  chest  surgeon  to  discuss  the  increased 
;er  involved  and  make  sure  that  he  is  readily 
able  in  case  there  is  a pneumothorax  that  cannot  be 
trolled  by  simple  radiological  means, 
raindications  also  include  an  abnormal  clotting 
le.  We  always  check  PT,  PTT  and  platelets  before 
g it.  We  have  not  come  up  with  an  abnormal  yet, 
pt  in  one  patient  who  had  leukemia.  Patients  with 
?mia  are  particularly  prone  to  bleed, 
her  factors  that  increase  the  danger  of  bleeding 
de  bronchiectasis  or  chronic  bronchitis,  vascular 
ns,  uremia,  a bleeding  diathesis,  or  pulmonary 
iai  hypertension.  Under  all  those  circumstances  we 
h the  risks  involved  in  the  needle  biopsy  against  the 
involved  in  not  doing  anything  or  the  risk  involved 
)ing  an  exploratory  thoracotomy, 
pbell:  Dr.  Bierny,  if,  in  your  opinion  the  patient  is  a 
g suspect  for  having  carcinoma,  do  you  feel  a 
le  biopsy  makes  any  difference  in  the  way  the 
nt  is  ultimately  managed? 

ly:  First  of  all,  from  the  radiological  appearance, 
with  the  most  smoothly  marginated  nodule,  there 
way  that  we  can  tell  whether  this  is  benign  or 
;nant  with  absolute  certainty.  It  is  important  to  find 
/hether  we  are  dealing  with  an  oat  cell  carcinoma 
nstance  (which  would  not  require,  probably,  a 
cotomy  and  a pneumonectomy)  or  with  a primary 
econdary  type  of  malignancy.  If  the  patient  has  had 
al  previous  cancers  it  is  useful  to  find  out  whether 
e dealing  with  a metastasis  and  if  so,  which  one  of 
atient’s  previous  tumors  is  responsible  for  it. 
idee:  How  accurate  are  criteria,  in  other  words, 
many  false  positives  or  false  negatives  do  you  get 
the  criteria  you  have  outlined  for  diagnosis  of  a 
ry  nodule? 

y:  I looked  up  briefly  in  my  results  the  number  of 
histologies  that  saved  the  patient  the  need  for 
iratory  thoracotomy.  It  included  112  patients  (38 
, 32  granulomas  of  indeterminate  etiology,  28  other 
‘llaneous  benign  lesions,  and  four  lymphomas). 
nfeld:  Would  you  clarify  what  is  meant  by  the 
ling  time? 


Bierny:  It’s  impossible  to  reproduce  exactly  the  same 
radiological  setup  every  time.  So,  it’s  a rough 
measurement  at  best,  and  the  best  way  to  do  it,  I would 
think,  would  be  well  coned-down  linear  tomograms. 
Graphical  solutions  and  equations  are  available. 
Seidenfeld:  Another  problem  that  I wanted  to  point  out 
was  cytology.  There  are  studies  in  the  literature  now 
showing  that  the  cytological  results  on  needle  aspiration 
biopsy  don’t  correlate  with  the  results  found  at 
thoracotomy  or  autopsy. A diagnosis  of  oat  cell 
carcinoma  on  needle  aspiration  biopsy  may  not 
correlate  with  thoracotomy  diagnosis  in  about  12%  to 
15%  of  the  cases. 

Bierny:  I think  that  is  a problem  with  cytological  needle 
aspiration  done  with  various  skinny  needles.  Thin 
needles  are  not  good  for  granulomas,  one  of  our  major 
problems  in  Tucson.  I’ve  been  using  a needle  that  yields 
a histological  specimen  and  there  the  correlation  with 
the  surgical  specimen  is  excellent.  There  are  a few 
carcinomas  with  a variety  of  histologies  in  different  parts 
of  the  same  specimen. 
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Introduction 

We  present  a 58-year-old  man  who  returned  from 
India  with  a large  cutaneous  tumor  on  his  forehead  and  a 
smaller  one  on  his  chest.  Although  clinically  highly 
suggestive  of  the  “wet”  form  of  cutaneous  leishmaniasis, 
the  diagnosis  could  not  be  substantiated. 

Case  Report 

A 58-year-old  American  man  of  European  ancestry 
was  referred  to  us  in  August  1981  for  evaluation  of  two 
skin  lesions.  The  patient  noted  that  three  months  earlier 
he  developed  a nodule  on  his  chest,  which  grew  for 
several  weeks  and  then  ulcerated  in  the  center.  One 
month  prior  to  our  evaluation  a larger,  but  similar  lesion 
developed  on  his  right  temple.  The  patient  had  just 
returned  from  a three  year  stay  in  India,  residing  mainly 
in  an  ashram  in  Poona.  He  recalled  being  frequently 
bitten  by  many  insects  throughout  his  long  stay; 
however,  no  one  else  in  his  ashram  had,  to  his 
knowledge,  a similar  skin  lesion.  Past  medical  history  was 
remarkable  for  genitourinary  tuberculosis,  treated  in 
1952. 

On  physical  examination  two  skin  tumors  were 
apparent.  The  most  prominent  one  was  on  the  right 
temple  (Figure  1 ),  appearing  as  a 6 x 4 cm  firm  tumor  with 
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central  necrosis  and  exudation.  A 4 x 2 cm  shallow  u 
was  evident  on  the  right  chest  with  an  erythemat 
indurated  border. 

Multiple  elliptical  biopsies  of  the  tumors  and  mult 
cytologic  smears  failed  to  demonstrate  leishm; 
organisms  with  Giemsa  or  other  stains.  Histologic, 
the  biopsies  showed  an  ulcerated  epidermis  wit 
granulomatous  reaction  composed  of  histiocy 
multinucleated  giant  cells  and  lymphocytes  (Figurr 
Many  neutrophils  were  also  seen.  Examination  of 
specimens  with  polarized  light  failed  to  show 
foreign  bodies. 

Bacterial  cultures  of  both  lesions  showed  4+  S.  au 
Special  leishmania  culture  media  (NNN)  was  empio 
when  multiple  specimens  were  transported  to 
laboratory  facilities  of  the  Department  of  Parasitolc 
Epidemiology  and  International  Health  of  the  Univei 
of  California,  San  Francisco.  Cultivation  for  leishm, 
was  negative. 

Leishmanin  skin  test  material  wasobtained  courtes 
the  above  department  and  injected  intraderrr 
adjacent  to  skin  tests  of  Candida,  trichophyton  ar 
units  of  tuberculin.  The  Leishmanin  skin  test  was  enti 
nonreactive  whereas  the  other  three  were  positive 

Serologic  specimens  were  sent  to  the  Laborator 
the  Parasitic  Serology  Branch,  Diagnostic  Serol 
Laboratory,  of  the  Center  for  Communicable  Dise 
Atlanta.  They  showed  the  following:  Leishmani 
agglutination  < L 1:16  (diagnostic  titer  > 1.32)  fol 
donovani,  < 1.32  for  L.  braziliensis  (diagnostic  tite 
1:64)  and  < 1:64  for  L.  tropica  (diagnostic  titer  >1:1 
The  complement  fixation  test  for  leishmania 
negative. 

The  patient  received  no  therapy  and  after  four  we 
both  skin  lesions  were  clearly  resolving.  The  patient  tl 
elected  to  leave  the  state  and  has  been  lost  to  follow 
examination. 

Comment 

Old  World  cutaneous  leishmaniasis  (CL),  also  ca 
the  Delhi  boil.  Oriental  sore,  Bagdad  boil,  etc, 
common  disease  among  people  in  certain  parts  of/* 
southeastern  Europe  and  Africa.''^  In  endemic  regi 
people  sometimes  intentionally  infect  their  childre 
nonex posed  skin  areas  to  avoid  possible  mutilating  s( 
in  cosmetically  sensitive  sites.  There  are  a numbe 
reports  of  Americans  traveling  in  endemic  areas  sue 
India,  Iraq  and  Israel  in  whom  CL  developed.^'®  CL 
highly  suspected  in  our  patient  since  he  had 
returned  from  two  years  in  an  ashram  in  Poona,  India 
is  a specific  ulcerative  granuloma  of  the  skin  causer 
the  protozoan  Leishmania  tropica,  a parasite  of  rod< 
(mainly  gerbils)  and  domestic  dogs.  It  is  transmitted 
certain  species  of  sandflies,  as  are  visceral  leishmani 
(caused  by  L.  donovani)  and  mucocutaneous  or 
World  cutaneous  leishmaniasis  (caused  by 
braziliensis).^'^ 

Clinically,  the  acute  CL  skin  lesions  may 
indistinguishable  from  lesions  such  as  those  in 
patient.  The  lesion  may  appear  with  an  initial  pap 
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j Figure  1 

rge  tumorifaction  on  the  right  face  resembling  the  “wet” 
h of  cutaneous  leishmaniasis. 


Figure  2 

Microscopic  view,  showing  an  ulcerated  tumor  with  dermal 
granulomas.  (Ciemsa  stain,  original  magnification  x 100). 


:h  after  scaling  and  crusting,  breaks  down  into  a 
/ly  extending  indolent  ulcer  that  may  heal 
itaneously  with  scarring.  Acute  CL  has  been 
(rated  clinically  into  a “wet”  and  a “dry”  form.  The 
ler  is  said  to  have  a short  incubation  period,  ulcerate 
y,  and  heal  within  two  to  six  months.  The  latter  has  a 
;er  incubation  period,  ulcerates  later,  and  heals 
lin  12  months.  Leishmaniasis  recidivans,  or  late  CL, 
develop  around  apparently  healed  CL  scars.  The 
ibation  period  of  CL  is  variable,  ranging  from  months 
nany  years.'  The  amastigote  forms  multiply  at  the 
:ulation  site  after  the  insect  bite.  This  reproduction 
[s  place  in  macrophages,  with  an  infiltration  of 
ma  cells  and  lymphocytes — parasite  destruction 
l)ws  this  host  cellular  reaction.  This  is  why  parasites 
more  commonly  found  in  early  closed  lesions  than 
n ulcerated  ones.  Thus,  in  lesions  resembling  those 
1 in  our  patient,  the  diagnosis  may  be  very  difficult  to 
ument. 

/hen  multiple  smears  and  skin  biopsies  of  a 
)icious  skin  lesion  fail  to  demonstrate  leishmania 
an  isms  within  the  macrophages  or  free  in  the  tissue — 
n with  a Giemsa  stain — this  small  protozoan  may  be 
' difficult  to  show.  Special  culture  techniques  are 
lable  at  specialized  centers  such  as  ours.^ 
ertheless,  in  our  patient  the  multiple  cultures  in 
M media  were  negative,  as  were  the  serologic  tests 
ormed  by  the  CDC  in  Atlanta.  Such  serologic  tests 
’ occasionally  be  positive  for  CL  and  thus  useful, 
ordingly,  the  diagnosis  rested  on  the  leishmanin  skin 

I this  skin  test  a suspension  of  washed  promastigotes 
. Tropica  is  injected  intradermally  (0.2  cc)  and  the 
isevaluated  at48to72  hours.  A positive  reaction  i.e., 
jration  of  over  5 mm  diameter,  indicates  that  the 
ent  has  been  exposed,  even  in  the  absence  of  an 
ve  infection.  It  usually  takes  four  to  six  weeks  after 
osure  to  become  positive.  Thus,  in  an  American  or 
ther  person  from  an  area  not  endemic  for 
hmaniasis,  a negative  skin  test  over  six  weeks  after 


possible  exposure  in  the  presence  of  apparently  intact 
cellular  immunity  (demonstrated  by  a positive  response 
to  mumps,  Candida,  tuberculin  or  other  common 
antigens)  makes  the  diagnosis  appear  unlikely. 

However,  to  us  other  etiologies  for  the  cutaneous 
granuloma  in  our  patient  are  even  less  probable.  We 
doubt  a granulomatous  response  to  a bacterial  infection 
such  as  S.  aures  or  a foreign  body  granuloma  in  our 
patient.  Since  there  is  much  still  to  be  learned  about 
leishmaniasis.''^®  The  diagnosis  of  CL  is  still  favored  by  us 
even  in  the  absence  of  laboratory  confirmation. 
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Abstract 

Although  transhepatic  biliary  drains  and  stents  have 
been  used  for  a number  of  years,  the  insertion  of  such 
conduits  endoscopically  has  only  recently  been 
developed.  We  describe  currently  available  biliary  stents 
and  drains,  their  diagnostic  and  therapeutic  uses  in  both 
the  biliary  tree  and  pancreatic  duct,  and  the  technique 
of  endoscopic  insertion.  The  use  of  these  conduits, 
while  still  evolving,  offers  major  advances  in  evaluation 
and  treatment  of  diverse  pancreaticobiliary  diseases. 

Endoscopic  retrograde  cholangiopancreatography 
(ERCP)  has  become  a well-established  tool  in  the 
diagnosis  of  pancreaticobiliary  disease.  More  recently, 
the  introduction  of  endoscopic  sphincterotomy  has 
allowed  nonoperative  treatment  of  some  of  these 
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diseases  including  choledocholthiasis,  papill 
stenosis,  and  selected  periampullary  neoplasms.'’^  M< 
recently  still,  endoscopically-placed  biliary  a 
pancreatic  stents  and  drains  have  been  introducer 
Such  instruments  offer  not  only  improved  diagno' 
yield,  but  also  the  addition  of  new  therapei 
modalities  for  the  treatment  of  some  pancreatic  a 
biliary  diseases.  This  article  reviews  these  evolvi 
diagnostic  and  therapeutic  indications. 

Key  words:  endoscopy,  pancreas,  bile  duct,  ster 
drains. 

Materials  and  Methods 

Technically,  biliary  drains  can  be  inserted  with 
without  endoscopic  sphincterotomy  using 
modification  of  the  Seldinger  technique.®  T 
technique  requires  free  cannulation  of  the  common  b 
duct  (or  pancreatic  duct),  with  an  ERCP  cathet 
passage  of  a guide  wire  into  the  distal  intrahepatic  du 
through  this  catheter,  followed  by  catheter  remo 
(Figure  1).  Thereafter,  a 300  cm,  5 French,  pig- 
catheter  (Cook  Catheter  Company,  Bloomingtc 
Indiana)  is  threaded  over  the  guide  wire  which 
subsequently  removed.  The  scope  is  then  remov 
while  simultaneously  advancing  the  catheter  into  t 
duodenum  (Figure  2).  After  passage  of  a urinary  cat  he 
through  the  nose  and  out  the  mouth,  the  bili, 
drainage  catheter  is  then  transposed  to  a transna 
position.  If  done  for  biliary  or  pancrea 
decompression,  the  catheter  can  then  be  hooked 
gravity  drainage  and  the  fluid  obtained  cultured  orse 
for  cytology.  If  done  fordissolution  of  common  biledi 
stones,  a variety  of  solutions  can  be  infused. 

Internal  biliary  stents  can  be  purchased  or  fashion 
by  trimming  off  the  pig-tail  plus  5 cm  to  10  cm  of  a bili; 
drain.  Insertion  is  usually  done  after  endoscoj 
sphincterotomy  in  the  setting  of  biliary  calculi  which ; 
too  large  to  pass  or  for  unresectable  periampull; 
neoplasm.  The  prosthesis  is  implanted  by  inserting 
over  a guide  wire  using  the  300  cm  biliary  catheter  a 
pusher  tube.  Depending  upon  the  level  of  obstructic 
the  pig-tail,  open  within  the  common  bile  duct,  kee 
the  stent  in  place  while  multiple  side  holes  effect  bili; 
decompression. 

Representative  Cases 

Patient  1:  A 58-year-old  diabetic,  hypertensive  m 
presented  with  jaundice,  spiking  fever,  and  right  upp 
quadrant  pain.  Past  history  was  significant  for  multif 
strokes,  left  AK  amputation  for  peripheral  vascu 
disease,  and  an  acute  anterior  myocardial  infarcti( 
three  months  prior  at  which  time  he  had  sustained 
cardiopulmonary  arrest.  Physical  examination  reveal* 
a septic,  jaundiced,  elderly  man  with  exquisite  hep 
tenderness.  Laboratory  data  revealed  a leukemo 
reaction  (WBC  count  32,000)  and  an  SCOT  and  alkalii 
phosphatase  of  approximately  three  times  normal.  Toi 
bilirubin  was  6.3  mg/dl  (normal  < 1.2  mg/dl),  4 mg 
which  was  direct.  Biliary  ultrasound  demonstrat* 
gallstones  and  a nondilated  common  bile  duct.  Becau 
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Figure  1 

ow  delineates  guide  wire  within  the  right  hepatic  duct.  The 
bladder  is  intact  and  the  common  bile  duct  dilated. 


:he  patient’s  recent  myocardial  infarction  and  general 
aility,  he  was  started  on  broad-spectrum  antibiotics 
j underwent  ERCP.  This  demonstrated  multiple 
culi  within  the  common  bile  duct.  A 1.5  cm 
lincterotomy  incision  was  made  and  several  stones 
rieved  with  a stone  basket.  Because  additional  stones 
sisted,  a transnasal  biliary  drain  was  inserted  and 
mected  to  gravity  (Figures  1 and  2).  The  patient 
nained  asymptomatic;  repeat  cholangiogram 
ough  the  catheter  48  hours  after  sphincterotomy, 
ealed  complete  stone  passage.  The  patient  has  been 
aptom  free  in  the  ensuing  six  months. 

'atient  2:  A 50-year-old  man  had  been  explored  at 
Dther  institution  for  abdominal  pain  and  fever.  An  8 x 
:m  mass  was  found  in  the  head  of  the  pancreas, 
hough  the  mass  was  felt  to  be  malignant  clinically,  it 
)wed  only  chronic  inflammation  on  biopsy.  Six 
Inths  after  exploration,  the  patient  was  evaluated  at 
^ institution  for  intractable  pain  and  a fifty  pound 
ght  loss.  Physical  examination  revealed  cachexia,  but 
organomegaly  or  masses.  With  the  exception  of  an 
umin  of  2.4  gm/dl  (normal  > 3 gm/dl),  laboratory 
a,  including  amylase,  was  normal.  Pancreatic 
asound  demonstrated  a complex  mass  in  the 
icreatic  head  suggestive  of  malignancy.  ERCP 
ealed  a deformed  duodenal  sweep,  a normal 
nmon  bile  duct,  a mildly  dilated  pancreatic  duct,  and 
X 3 cm  cavitation  in  tbe  pancreatic  head.  Because  it 
i uncertain  whether  this  mass  was  a pseudocyst  or 
itating  tumor,  a transnasal  pancreatic  drain  was 
ced  and  cytology  collected  for  24  hours  (Figure  3)  This 
inage  proved  benign  and  tbe  patient  subsequently 
Jerwent  internal  drainage,  without  event,  of  what 
ved  to  be  a pseudocyst, 
cussion 

RCP  is  a useful  diagnostic  tool  in  obstructive  jaundice 
a variety  of  pancreaticobiliary  conditions.  There  are 
es,  however,  particularly  in  the  setting  of  chronic 
icreatitis,  when  differentiation  of  benign  from 
ignant  disease  via  ERCP  is  impossible.^  In  these 


Figure  2 

Course  of  transnasal  biliary  drainage  catheter  is  traced  by 
arrows. 


Figure  3 

Pancreatic  drainage  catheter  is  seen  with  distal  end  (small 
arrow)  in  the  genu  of  a mildly  dilated  pancreatic  duct.  A 
pseudocyst  is  noted  (large  arrow)  as  is  faint  visualization  of  the 
common  bile  duct. 


ARIZONA  MEDICINE 


379 


Figure  4 

Monooctanoin  (Capmul  8210)  used  for  cholesterol  stone 
dissolution.  Solution  requires  sterilization  and  passage 
through  a micropore  filter  prior  to  use. 

settings,  surgical  exploration  or  thin  needle  aspiration 
cytology  under  ultrasound  or  CAT  scan  guidance  may  be 
necessary.®’^  An  alternative  diagnostic  modality  in 
patients  such  as  this,  is  insertion  of  a transnasal  drainage 
catheter  for  cytologic  analysis.  Here,  cytology  positive 
for  tumor  cells  would  avoid  further  diagnostic  testing 
and  may  obviate  surgery  if  the  patient  is  deemed 
unresectable.  Such  drains  have  also  been  used 
diagnostically  and  in  a clinical  research  setting  to  obtain 
pure  bile  or  pancreatic  juice  for  chemical  analysis  or 
culture  and  sensitivity.^  From  the  therapeutic 
standpoint,  use  of  endoscopically  placed  biliary  drains  is 
a major  advance.  Such  tubes  can  be  used  preoperatively 
in  cases  of  uncomplicated  obstructive  jaundice, a 
setting  in  which  preoperative  bilirubin  levels  have  been 
shown  to  correlate  with  morbidity  and  mortality. 
They  can  also  be  used  in  lieu  of,  or  in  addition  to 
endoscopic  sphincterotomy  for  common  bile  duct 
stones.  Here,  tube  placement  mto  the  common  bile 
duct,  with  or  without  concomittant  sphincterotomy, 
allows  infusion  of  cholesterol  solublizing  agents. 
Although  a number  of  chemicals  have  been  used 
including  heparin  and  chenodeoxycholic  acid, 
monooctanoin  (Campmul  8210,  Stokely-Van  Kamp, 
Indianapolis,  Indiana),  while  still  an  investigational 
agent,  is  presently  the  preferred  solvent  (Figure  4).'^ 
Infused  manually  by  gravity  or  pump,  a T-tube 
manometer  assures  infusion  pressure  of  less  than  15  cm 
of  water.  Partial  or  complete  stone  dissolution  has  been 
noted  in  76  percent  of  patients  in  the  largest 
uncontrolled  multicenter  study  to  date.'^  Such 
dissolution  may  be  particularly  helpful  in  patients  who 
have  undergone  sphincterotomy  but  have  stones  too 
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large  to  pass  through  the  incised  sphincter. 

In  addition  totheir  use  in  uncomplicated  jaundice  i 
choledocholithiasis,  such  catheters  can  also  be  usei 
acutely  decompress  the  biliary  tree  in  active  cholanj 
or  pancreatitis  caused  by  stone  or  periampullary  tut 
in  which  endoscopic  sphincterotomy  cannot 
accomplished.'*'^'’  Finally,  insertion  of  such  a tube  all 
access  to  the  biliary  tree  after  endoscc 
sphincterotomy  to  assure  complete  passage  of  comr 
bile  duct  stones.  The  placement  of  this  cath 
therefore  avoids  the  necessity  of  repeat  FRCP  sev 
days  postsphincterotomy. 

Internal  biliary  stents  are  useful  in  a number  of  dir 
settings  similar  to  those  in  which  the  drains  are  u 
These  include:  stone  disease  in  which  sphincteroton 
unsuccessful,  or  the  calculi  are  too  large  to  pass  into, 
intestine,  or  with  periampullary  neoplasm  in  high  ■ 
surgical  patients.'*  Unlike  the  transnasal  drains  which 
be  irrigated,  the  small  caliper  of  these  stents  can  lea 
plugging  which  may  necessitate  placement  of  mult 
stents  or  to  intermittent  replacement. 

References 

1.  Kozarek  RA,  Sanowski  RA:  Endoscopic  papillotomy  in  the  E 
risk  and  aging  patient  with  biliary  tract  disease.  I 
Gastroenterol  1980;2:375-378. 

2.  Geenen  JE,  Vennes  JA,  Silvis  SE:  Resume  of  a seminar 
endoscopic  retrograde  sphincterotomy  (ERS).  Gastrointes' 
Endoscopy  1981;27:31-38. 

3.  Siegel  JH:  Endoscopic  papillotomy  in  the  treatment  of  biliary 
disease.  258  procedures  and  results.  Dig  D/s  5c/  1981 
1057-1064. 

4.  Zimmon  DS,  Ealkerstein  DM,  Clemett  AR:  Endoscopic drainsi 
stents  in  the  biliary  tree  and  pancreas.  ASCE  Plenary  Session 
Lake  City,  May  1980. 

5.  Cotton  P:  Research  techniques  in  endoscopic  retrog 

cholangiopancreatography  (ERCP).  Clin  CastroenU 
1978;7:667-683. 

6.  Seldinger  SI:  Catheter  replacement  of  the  needid 

percutaneous  arteriography.  A new  technique.  Acta  Rel 
1953;39:368-376. 

7.  Ralls  PW,  EHalls  ),  Renner  1,  Juttner  H:  Endoscopic  retrogr 
cholangiopancreatography  (ERCP)  in  pancreatic  disease 
reassessment  of  the  specificity  of  ductal  abnormalitie' 
differentiating  benign  from  malignant  disease.  Radio 
1980;134:347-352. 

8.  Itoh  K,  Yamanaka  T,  Kasahara  K,  et  al:  Definitive  diagnosi 
pancreatic  carcinoma  with  percutaneous  fine  needle  aspira 
biopsy  under  ultrasonic  guidance.  Am  I Castroent- 
1979;71:469-472. 

9.  Beazley  RM:  Needle  biopsy  diagnosis  of  pancreatic  car 
Cancer  1981  ;47:1685-1687. 

10.  Hatfield  AR,  Murray  RS:  Preoperative  biliary  drainage  in  pati 
with  obstructive  jaundice.  A comparison  of  the  percutant 
transhepatic  and  endoscopic  transpapillary  routes.  S Afr  M 
1981;60:737-742. 

11.  Nakayama  T,  Ikeda  A,  Okuda  K:  Percutaneous  transhef 
drainage  of  the  biliary  tract.  Technique  and  results  in  104  a 
Gastroenterology  1978;74:554-559. 

12.  Denning  DA,  Ellison  EC,  Carey  EC:  Preoperative  percutane 
transhepatic  biliary  decompression  lowers  operative  morbidi' 
patients  with  obstructive  jaundice.  Am  I Surg  1981;141:61-6 

13.  Witzel  L,  Widerholt  j,  Wolbergs  E:  Dissolution  of  retained  c 
stones  by  perfusion  with  monooctanoin  via  a teflon  cath' 
introduced  endoscopically.  Gastrointestinal  Endoso 
1981;27:63-65. 

14.  Hofmann  AE,  Schmack  B,  Thistle  JL,  Babyan  VK:  Clir 
experience  with  monooctanoin  for  dissolution  of  bile  c 
stones.  An  uncontrolled  multicenter  trial.  Dig  D/s  Sci  1981 
954-955. 


JUNE  1982  • XXXIX  • 6 


Medical  Genetics 


irt  II: 

metics  and  Obstetrics 

e Early  Detection  of 
jh-risk  Pregnancies  with 
Iternal  Serum  AFP  Testing 

j 

derick  Hecht,  M.D. 

bara  K.  Hecht,  Ph.D. 

jan  Szucs,  M.T.,  C.L.S.[C.G.] 


or: 

Jerick  Hecht,  M.D. 


tract 

laternal  serum  AFP  (alpha-fetoprotein)  levels  are 
jable  for  the  early  detection  of  high-risk 
gnancies.  AFP  testing  can  only  be  done  with  the 
liability  of  good  obstetrical  ultrasound,  an 
erienced  laboratory  and  genetic  counseling,  if 
;ational  age  is  reasonably  accurate,  high  and  low  AFP 
;ls  often  indicate  problems  in  pregnancy.  These 
blems  include  low  birthweight,  fetal  distress, 
tiple  gestations,  neural  tube  and  abdominal  wall 
acts,  gut  atresia,  nephrosis,  maternal  diabetes  and 
amia  of  pregnancy.  The  requirements  for  AFP  testing 
iractice  are  spelled  out. 
oduction 

major  aim  in  contemporary  obstetrics  is  the  early 
ection  of  high-risk  pregnancies.  The  level  of  serum 
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Table  1 

Serum  AFP  Testing  During  Pregnancy 


Clinic  patients 


No.  tested  (total) 

2,771 

100.0% 

High  AFP 

66 

2.4% 

Low  AFP 

36 

1.3% 

High  AFP 

Complications  of  pregnancy 

77.3% 

No  complications 

22.7% 

Low  AFP 

Complications  of  pregnancy 

72.2% 

No  complications 

27.8% 

Private  practice  patients 

No.  tested  (at  16-18  wks.) 

1 ,566 

100.0% 

High  AFP 

39 

2.5% 

Low  AFP 

1 

< 0.1%. 

High  AFP 

Complications  of  pregnancy 

24 

61.5% 

No  complications 

15 

38.5% 

Based  on  Reference  7.,  Milunsky  et  al.  Also  see 

Table  2. 

AFP  (alpha-fetoprotein)  is  useful  as  an  indicator  of 
impending  complications  of  pregnancy. 

Background 

An  association  was  initially  observed  between  high 
amniotic  fluid  AFP  levels  and  neural  tube  defects: 
anencephaly  and  open  spina  bifida.  This  association  has 
now  been  amply  confirmed.  A similar  association  was 
then  observed  between  high  maternal  serum  AFP  and 
neural  tube  defects.  It  appears  now  that  high  and  low 
AFP  levels  in  maternal  serum  are  general  indicators  of  a 
host  of  complications  in  pregnancy. 

AFP  is  the  fetal  equivalent  of  serum  albumin. 
Beginning  in  the  second  trimester  of  pregnancy,  AFP 
rises  in  maternal  serum  at  a rate  of  about  20%  per  week, 
reaching  a peak  at  aboutSO  weeksgestation.The  level  of 
AFP  is  usually  expressed  in  International  Units  (l.U.)/ml. 
In  determining  whether  an  AFP  result  is  normal,  it  is  best 
compared  to  the  median,  the  middle  value,  for  that 
gestational  age.  The  reasons  for  utilizing  the  median 
(rather  than  the  mean)  are  that  the  median  is  hardly 
influenced  by  occasional  outlying  values  and  further 
only  about  50  results  for  each  week  in  pregnancy  are 
needed  to  establish  a stable  median.  A high  AFP  may  be 
defined  as:  greater  than  2.5  Multiples  Of  the  Median 
(MoMs).  A low  AFP  is  defined  as:  at  least  0.4  MoMs. 

Excellent  pilot  programs  for  maternal  serum  AFP 
testing  have  now  been  done  in  the  United  States,  in 
Maine,  Massachusetts,  New  York,  California,  and  North 
Carolina.  These  programs  appear  efficient,  safe  and 
cost-effective.  We  will  examine  two  of  these  programs  in 
detail. 

U.S.A.  Programs 
Massachusetts 

In  Massachusetts  two  groups  of  pregnant  women 
were  tested  for  serum  AFP.  One  group  consisted  of  2,771 
women  attending  a hospital  obstetric  clinic;  these 
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Table  2 

Complications  of  Pregnancy 


Detected  with  High  Serum  AFP 

No.  Complications 

24 

100.00% 

Fetal  demise 

7 

29.2% 

Multiple  gestations 

6 

25.0% 

Neural  tube  defects 

3 

12.5% 

Congenital  nephrosis 

1 

4.1% 

Other  complications 

7 

29.2% 

Based  on  Reference  7, 

Milunsky  et  al. 

Table  3 

Estimated  Results  of  AFP  Testing 
(A  Sample)* 


No.  pregnant  women  tested 

1,000 

Abnormal  AFP  results:  1st  serum  sample 

50 

Abnormal  AFP  results:  2nd  serum  sample 

30 

Referred  for  ultrasound  examination: 

30 

Twins,  triplets,  etc. 

8 

Corrected  gestational  age 

6 

Fetal  demise 

2 

Unexplained  abnormal  serum  AFP 
Referred  for  genetic  counseling  and 

14 

14 

amniocentesis  to  test  amniotic 
fluid  AFP  & acetylcholinesterase 
and  chromosomes  in  amniocytes 


*Various  results,  depending  on  (he  sample  of  patients,  can  be 
envisaged:  this  sample  is  taken  arbitrarily  to  show  the 
sequence  of  events  beginning  with  serum  AFP  screening. 


women  were  tested  to  delineate  the  normal  range  of 
AFP  values.  High  AFP  occurred  in  2.4%  and  low  AFP 
occurred  in  1.3%  of  these  patients,  as  shown  in  Table  1. 

The  second  group  of  women  was  seen  in  private 
obstetrical  practices  and  represents  a true  screening 
experjence  with  the  usual  time  of  testing  being  15  to  22 
weeks  (optimal:  15  to  18  weeks)  gestation.  High  AFP 
values  occurred  in  2.5%  of  these  women  tested  at  16  to  18 
weeks  gestation.  The  associated  complications  of 
pregnancy  are  listed  in  Table  2. 

The  program  in  Massachusetts  utilized  a highly 
experienced  AFP  laboratory.  This  is  an  absolute 
necessity  in  serum  AFP  testing. 

North  Carolina 

A countywide  program  was  carried  out  in  Forsythe 
County,  North  Carolina  (which  contains  Winston- 
Salem).  AFP  testing  was  routinely  done  at  16  to  18  weeks 
gestation,  and  a total  of  3,476  women  were  tested. 

Whenever  an  abnormal  AFP  value  was  found,  a 
second  confirmatory  test  was  done.  In  our  opinion,  this 
is  a useful  step  to  verify  the  abnormal  AFP  level. 

In  the  North  Carolina  program  high  serum  AFP  was 
found  in  2.1%  of  the  cases  and  low  serum  AFP  in  2.8%. 
Low  AFP  was  defined  in  this  study  as  less  than  10  ng./ml. 
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(We  prefer  less  than  0.4  MoMs  below  the  median 

The  reasons  for  the  high  AFP  tests  in  North  Car(  r 
were:  six  with  fetal  demise,  ten  multiple  gestationsr 
four  neural  tube  defects.  The  low  AFP  tests  \'i 
associated  with  incorrect  estimates  of  dates  in  61  c = 
fetal  demise  in  14  cases  and  a hydatidiform  mole  inr 
case. 

The  North  Carolina  study  was  designed  especially  i 
metropolitan  area.  It  supports  maternal  serum  I 
screening  as  “a  valuable  addition  to  prenatal  care 
the  screening  tool  is  viewed  as  a point  of  departur(( 
(a)  more  extensive  diagnostic  process.” 

Sequence  of  Events  in  Serum  AFP  Testing 

The  usual  steps  in  maternal  serum  AFP  testing  a : 

1.  Information  is  given  to  the  patient  about  I 
screening. 

2.  Blood  (red-top  tube)  is  drawn  from  the  pall 
optimally  at  15  to  18  weeks  (limits:  15  to  22  wei 
gestation. 

3.  If  AFP  is  normal,  stop.  If  AFP  is  abnormal  (higi 
low),  repeat  test  on  a second  sample  of  serum  (red 
tube)  immediately. 

4.  If  AFP  on  second  assay  is  abnormal  again,  exan, 
patient  by  ultrasound  (to  verify  dates,  detect  twins, 
demise,  etc.). 

5.  Offer  amniocentesis  (to  test  amniotic  fluid  AFP 
do  chromosome  studies  of  amniotic  fluid  cells). 

6.  Provide  obstetric  and  genetic  counseling  to  pat 
at  all  times. 

Estimated  Results  in  Serum  AFP  Testing 

The  estimated  results  of  screening  1,000  pregi 
women  are  shown  in  Table  3.  Other  results  may  0( 
with  different  patient  populations.  However,  the san 
in  Table  3 gives  a general  idea  of  the  winnowing  d<i 
process. 

Prerequisities  for  Starting  Serum  AFP  Testing 

Among  the  necessities  for  a serum  AFP  tes 
program  are  the  following: 

1.  Expert  obstetrics  (confirm  pregnancy,  estin 
dates,  etc.). 

2.  Experienced  AEP  laboratory. 

3.  Screen  all  patients  in  one’s  practice  or  clini 
ideally  15  to  18  weeks  (limit:  15  to  22  weeks). 

4.  Obstetric  ultrasound  available. 

5.  Genetic  counseling  available. 

6.  Experienced  prenatal  diagnostic  team  (am 
centesis,  amniotic  fluid  AEP  and  acetylcholineste 
assay  and  chromosome  studies  of  amniocytes).* 

*The  next  article  in  this  series  on  "Genetics 
Obstetrics”  will  be  on  "Alpha-feto  Protein  Screenin 
Pregnancy — A Test  Whose  Time  Has  Come”  contribu 
by  James  E.  Haddow,  M.D.,  George  j.  Knight,  PL.  D. 
Edward  M.  Kloza,  M.S.  from  the  Foundation  for  Bk 
Research,  Scarborough,  Maine.  Dr.  Haddon  and 
colleagues  are  among  the  key  workers  who  have  d( 
AFP  Serum  testing  in  pregnancy.  Thus,  we  will  devo 
second  article  in  this  section  to  this  advance  in  gene 
and  obstetrics. 
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Radical  surgery  with  or  without  postoperative 
radiation  has  plateaued  in  its  ability  to  cure  breast 
cancer.  Ten  years  after  optimal  local  treatment,  relapse- 
free  survival  (RFS)  for  all  potentially  curable  breast 
cancer  patients  is  only  50%  and  relapses  continue  to 
occur. Surgery  and/or  radiation  fail  to  cure  breast 
cancer  because,  in  most  patients,  the  disease  is  systemic 
at  the  time  of  detection.  The  elimination  of  these  occult 
micrometastases  is  a reasonable  objective  in  the  attempt 
to  alter  the  natural  history  of  breast  cancer.  The 
theoretical  rationale  for  studying  the  use  of  adjuvant 
chemotherapy  towards  accomplishment  of  this  goal  is 
well  established  in  animals.^ 

In  designing  adjuvant  trials  or  in  using  adjuvant 
chemotherapy  after  local  treatment  of  a primary  breast 
lesion,  consideration  should  be  given  to  which  groups  of 
patients  retain  a significant  risk  for  recurrent  disease. 
Data  compiled  over  the  last  10  to  15  years  suggests  that 
the  three  best  prognostic  factors  are:  a)  the  number  of 
axillary  lymph  nodes  involved  with  tumor;  b)  the  size  of 
the  primary  tumor;  and  c)  the  presence  or  absence  of 
estrogen  receptor  protein  in  the  tumor. The  risk  of 
recurrence  rises  with  the  primary  tumor  size  and  with  an 
increase  in  the  number  of  axillary  lymph  nodes  involved. 
Additionally,  tumors  which  have  significant  levels  of 
estrogen  receptor  (ER)  protein  present  recur  less  often 
and  after  a longer  disease-free  interval  than  ER  negative 
tumors.  These  factors  are  interactive,  however.  (Eor 
example,  node  negative  women  with  ER  negative 
tumors  have  a significant  risk  of  recurrence  and  are 
therefore  potential  candidates  for  adjuvant  therapy.) 

From:  University  of  Arizona  Health  Sciences  Center,  Section  of 
Hematology/Oncology,  Tucson,  Arizona  85724.  Dr.  Ahmann  is 
Assistant  Professor  of  Medicine. 
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When  to  initiate  adjuvant  therapy  after  primary 
treatment  is  of  significant  concern  since  several  studies 
have  suggested  that  a delay  in  some  subsets  of  patients  is 
detrimental  to  the  effect  of  adjuvant  therapy.^  * Animal 
studies  also  support  this  concept.^  A reasonable 
approach  is  to  initiate  therapy  as  soon  as  possible  after 
treatment  is  completed. 

Surgical  adjuvant  chemotherapy  trials  now  make  up  a 
significant  part  of  ongoing  clinical  research  in  early 
breast  cancer.  The  final  anaylsis  of  any  trial  will  require 
years  of  follow-up,  but  tentative  conclusions  are 
warranted.  Adjuvant  trials  can  be  broken  down  into  four 
categories:  1)  pre-1970  studies  utilizing  brief  peri- 
operative single-agent  treatment;  2)  studies  of  one-  or 
two-drug  programs;  3)  studies  of  the  three-drug 
combination  CMF  (cyclophosphamide,  methotrexate, 
and  5-fluorouracil);  and  4)  studies  utilizing  adriamycin- 
containing  combinations.  Some  early  trials  employed 
concurrent  randomized  controls  (surgery  alone),  but 
most  later  trials  did  not.  The  rationale  for  conducting 
studies  without  a concurrent  surgery  alone  control  arm 
is  supported  by  the  fact  that  the  control  arms  from 
randomized  studies  have  thus  far  provided  essentially 
identical  results. 

The  first  two  categories  of  studies  appear  to  have  some 
potential  flaws.  In  the  pre-1970  era,  adjuvant  study 
design  was  influenced  by  tbe  mistaken  premise  that 
distant  metastases  were  the  result  of  tumor 
dissemination  during  the  surgical  procedure.  Hence, 
chemotherapy  (e.g.,  thio-TEPA)  was  administered  at  the 
time  of  surgery.^  Even  so,  positive  results  were  observed 
in  some  subgroups.'' 

Adjuvant  studies  in  the  early  1970’s  used  only  one  or 
two  drugs  and  have  had  positive  results  in  only  certain 
subsets  of  patients,  perhaps  because  of  less  than 
optimally  effective  treatment.^®  In  a treatment  plan 
where  the  ultimate  objective  is  to  induce  an  increased 
rate  of  cure,  it  would  seem  reasonable  to  utilize 
significant  doses  of  the  most  efficacious  drugs  known  for 
treating  breast  cancer;  however,  these  concepts  were 
not  fully  developed  in  the  early  1970’s. 

Adjuvant  regimens  utilizing  CMF,  CMF  plus  other 
agents,  or  adriamycin-containing  combinations  have  all 
demonstrated  benefit  in  relapse-free  survival  and 
overall  survival  in  node-positive,  pre-  and 
postmenopausal  women.  In  June  1973,  the  Milan  Tumor 
Institute  initiated  a study  of  386  node-positive  women, 
randomizing  them  to  surgery  alone  or  to  surgery 
followed  by  12  months  of  CMF  treatment.  Five-year 
results,  when  analyzed  for  patients  who  received  65%  or 
more  of  the  calculated  optimal  dose,  demonstrated 
significant  overall  and  RFS  benefit  for  both  pre-  and 
postmenopausal  patients. Cooper  et  al.'^  have 
published  five  year  results  on  100  patients  with  four  or 
more  positive  lymph  nodes  treated  with 
cyclophosphamide,  methotrexate,  5-FU,  vincristine,  and 
prednisone  (CMFVP)  for  nine  months.  Both  pre-  and 
postmenopausal  patients  had  significant  benefit  in  RFS 


and  overall  survival.'^ 

There  are  two  adjuvant  trials  with  significant  folloi 
up  which  have  utilized  adriamycin-containi 
combinations.  Adriamycin  is  the  most  active  sinj 
chemotherapeutic  agent  in  advanced  breast  cancer, 
the  University  of  Arizona,  248  patients  have  receivi 
adriamycin  plus  cyclophosphamide  (AC).  At  four  ye 
of  follow-up,  node-positive  patients  have  had  benefi 
RFS  and  overall  survival.''*  Similar  findings  have  be 
reported  from  MD  Anderson  Hospital  utilizing  AC  a 
5-FU  (FAC)  plus  BCG  in  222  node-positive  patients.'^ 

Thus  far,  only  one  study  has  accumulated  significi 
follow-up  taking  estrogen  receptor  protein  analysis  ii 
account.  Hubay  et  al.'®  have  reported  on  three  y>! 
results  of  a study  using  low-dose  CMF  plus  or  mir' 
tamoxifen  (an  anti-estrogen).  Both  pre-  a 
postmenopausal  women  who  were  estrogen  recep 
positive  benefited  from  the  addition  of  tamoxifen 
their  regimen.  Other  trials  of  chemohormonal  ther; 
are  still  very  preliminary.'^'®  The  incorporation 
immunotherapy  modalities  into  adjuvant  regimen; 
being  evaluated  in  several  studies,  but  no  conclusit 
can  be  made  at  this  time  about  the  role  of  adjuv 
immunotherapy.'® 

Since  not  all  patients  who  have  received  adjuv 
chemotherapy  have  clinically  occult  metastatic  disea 
the  long  term  toxicities  of  systemic  chemotherapy  ar 
valid  concern.  To  date,  no  current  adjuvant  trial  I* 
reported  an  increased  incidence  of  eitf 
myeloproliferative  disorders  or  second  solid  tumor'i 
compared  to  control  groups. Adriamycin-contain 
regimens  still  havean  unknown  long-term  risk  of  card 
toxicity. 

The  adjuvant  treatment  of  breast  cancer  is  an  areal 
active  clinical  and  laboratory  research  where  new  idc 
objective,  and  prognostic  variables  continue  to 
described.  The  therapeutic  impact  thus  far  utilizingdii 
combinations  (CMF,  CMFVP,  or  adriamycin-containi 
regimens)  appears  to  be  significant  for  essentially 
subsets  of  node-positive  patients,  while  less  vigore 
treatment  (e.g.,  single  agent)  appears  to  have  limii: 
effectiveness. 

However,  whether  three-to-five  year  improveme! 
in  RFS  and  overall  survival  will  translate  into  cui 
remains  to  be  proven.  An  ideal  objective  for  ! 
adjuvant  treatment  of  breast  cancer  would  be  to  ta  i 
the  most  effective  and  least  toxic  regimen  for  e. 
prognostic  subgroup  of  patients.  It  is  hoped  that  fut 
studies  will  identify  such  ideal  treatment. 
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There’s  more  to 

ZYLOPRIM  , 

than  (allopurinw. 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/ conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  ''D.A.  W,  ” Wo  Sub, '' or ''Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
I your  patient  receives  the  original  allopurinol 

»/  Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


ONE  OF  THE 
VITALSIGNS 
OF  ANXIOUS 
DEPRESSDN: 

INSOMNIA 

Others  to  look  ton 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artists  conception, 

looking  out  from  the  human  eye 

os  conceived  in  o schematic  model. 


LIMBITRDLGIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  wifh  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  doily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

UmbitrDic 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL’  TABLETS  TTonquMizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  intormation, 

0 summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  cohcomitant  use, 
then  initiate  cautiously  grodually  increosing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phose  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinory  retentioh  or 
angle-closure  gloucoma  Severe  constipation  may  occur  in  potients  toking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmios,  sinus  tachycardia  ond  prolohgotion  of 
conduction  time  reported  with  use  of  tricyclic  ontidepressohts,  especially  high 
doses  Myocordial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  reguiring  complete 
mental  alertness  (e  g , operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  ot  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  tor  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  oh  thyroid  medication,  and  in  patients  with 
impoired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  guantities  m these 
patients  Periodic  liver  function  tests  and  blood  counts  ore  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  oction  of 
guanefhidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot 
ECT  to  essential  treatment  See  Warnings  tor  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  chitdren  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedotion,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weokness.  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  joundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requirihg  consideration  because  they  have  been  reported  with  one  or  both 
compohents  or  closely  related  drugs 

Cordiovosculor  Hypotension,  hypertension,  tachycardia  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido 
Neurologic  Incoordinotion,  ataxio,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extropyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paral^ic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia  purpura,  thrombocytopenia 

Gastrointestinal  Nausea  epigastric  distress,  vomiting,  anorexia  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  ond  lowering  ot  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency  mydriasis,  Jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  on 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  ot  1 to 
3 mg  physostigmine  salicylate  has  beeh  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Singte  h s dose  may 
suffice  tor  some  patients  Lower  dosages  are  recommended  for  the  elderty 
Limbitrol  10-25,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses, 
increosed  to  six  toblets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5.  initial  dosage  of  three  to  tour  toblets  daily  in  divided  doses  for 
patients  who  do  not  tolerote  higher  doses 

How  Supplied:  White,  fitm-coated  tablets,  each  cohtaining  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containihg  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)  - bottles  of  100  and  500,  Tel-E-Dose" 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
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Radiology 

J 

\ 70-year-old  lady  came  to  the  emergency  room  with 
Jominal  pain  and  rectal  bleeding.  After  colonoscopy, 
arium  enema  was  performed  (Figure  1). 

Vhat  are  the  findings? 
ivhat  is  the  prognosis? 

n:  The  Departments  of  Diagnostic  Radilogy  (]ML,  SJH)  and 
;roenterology  (GB),  Scottsdale  Memorial  Hospital,  7400  East 
orn  Road,  Scottsdale,  Arizona  85251. 

Continued  on  next  page 


Figure  1A 

Representative  film  from  barium  enema. 
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Figure  IB 

Spot  film  of  the  splenic  flexure. 
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Answer: 
Ischemic  Colitis 


Abdominal  pain  and  bloody  diarrhea  are  common 
complaints  in  the  older  population.  This  combination  of 
symptoms  can  be  seen  in  such  diverse  entities  as 
diverticulitis,  inflammatory  bowel  disease,  carcinoma  of 
the  colon  and  ischemic  colitis.  Early  flexible 
colonoscopy  is  the  primary  procedure  used  to 
investigate  these  patients,  and  may  differentiate  the 
processes  listed  above.  Patients  with  ischemic  colitis 
usually  have  bizarre  polypoid  or  ulcerated  lesions  of  the 
colon,  and  duskiness  of  the  colonic  wall,  all  of  which 
reflect  edema  and  submucosal  hemorrhage  secondary 
to  the  ischemia. 

On  barium  enema,  ischemic  colitis  typically  shows 
'‘thumbprinting,”  or  scalloping  of  the  colonic  wall  due 
to  submucosal  hemorrhage  (Figure  1A  and  IB).  This  is 
usually  accompanied  by  spasm  of  the  involved  segment. 
One  to  three  weeks  later,  ulcerations  may  develop, 
which  are  similar  to  those  seen  in  ulcerative  colitis. 
However,  in  ischemic  colitis  the  rectum  is  spared.  The 
splenic  flexure  and/or  descending  colon  are  most  often 
involved,  as  the  inferior  mesenteric  artery  is  the  vessel 
usually  compromised.  Rapid  changes  in  the 
roentgenographic  pattern  are  characteristic  of  ischemic 
colitis,  and  this  rapidity  of  change  differentiates  the 
disease  from  all  other  causes  of  colonic  pathology. 

Patients  with  ischemic  colitis  should  have  careful 
clinical  follow-up.  Signs  of  peritonitis  (at  times 
accompanied  by  free  air)  suggest  colonic  perforation,  an 
emergency  requiring  immediate  surgery.  Ischemic 
bowel  may  heal  completely,  but  the  more  common 
sequela  is  asymptomatic  colonic  stricture.  A small 
percentage  of  patients  develop  symptomatic  strictures 
which  require  surgery.  Our  patient  is  currently 
recovering  from  her  ischemic  episode. 
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Abstract 

Necrotizing  Fasciitis  is  an  uncommon  conditi 
resulting  from  bacterial  infection  in  subcutanet 
tissues.  It  may  begin  with  minor  injury  or  infection  a 
can  progress  rapidly  and  end  in  death. 

Despite  early  admonitions  to  widely  excise  infed 
tissue,  the  mortality  rate  remains  high.  Antibic 
therapy  is  adjunctive  to  good  surgical  management 
The  disease  process,  including  diagnosis  a 
treatment  is  reviewed  and  a dramatic  case  is  report' 
Key  Terms:  Necrotizing  Fasciitis,  Bacterial  Synergif 
Anaerobic  Infections. 
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From:  5251  West  Campbell,  Suite  110,  Phoenix,  Arizona  85031 . Re| 
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Figure  1 

itograph  at  truck  stop  taken  by  friend.  Swelling  below  angle 
nandible  and  edema  of  neck  well  demonstrated. 


Necrotizing  fasciitis  is  an  uncommon  condition 
ulting  from  bacterical  infection  in  the  subcutaneous 
ues.  Despite  the  early  admonitions  to  excise  affected 
ues  widely  and  the  development  of  potent 
Hmicrobials,  mortality  remains  high. 

[he  infection  is  characterized  by  an  aggressive 
jeading  process  that  extends  through  tissue  via  fascial 
nes.  Most  reported  cases  involve  the  trunk, 
yominal  wall  or  lower  extremities, 
j'he  literature  review  and  case  report  by  Bulma  and 
nalis^  brought  to  a total  of  eight,  the  number  of 
)orted  head  and  neck  cases.  We  briefly  review  the 
ease  process  and  add  an  additional  head  and  neck 
e. 

vleleny^  first  described  this  process  and  termed  it 
Jte  hemolytic  streptococcal  gangrene.  Additional 
ms  for  the  same  process  have  added  confusion  to  the 
;rature.  Hospital  gangrene,  gangrenous  erysipelas, 
crotizing  erysipelas  and  synergistic  gangrene  are 
ler  names.^  Necrotizing  fasciitis  probably  best 
scribes  the  clinical  and  pathological  features  of  the 
ease. 

vlinor  trauma  or  infections  frequently  precede  the 
velopment  of  necrotizing  fasciitis.  Surgical  peritonitis 
ly  predispose  to  this  condition.^  Diabetes  mellitus  has 
en  reported  in  81%  of  patients  in  one  series  of  cases. ^ 
bacterial  cultures  frequently  yield  a mixed  flora, 
deny  found  hemolytic  streptococci  in  each  of  his 
ginal  cases.  Others  have  found  streptococci  in  only 
^ to  60%  of  cases. ^ 

.ack  of  anaerobic  techniques  and  presence  of  open 
lunds  may  prejudice  findings  and  treatment.  Fifty- 
Lir  organisms  were  isolated  from  25  patients  in  a series 


Figure  2 

Neck  skin  necrosis  despite  vigorous  parenteral  antibiotic 
therapy. 


reported  by  Fisher  et  al.^  Repeated  cultures  throughout 
the  course  of  the  disease  and  good  anaerobic 
techniques  are  important.  Blood  cultures  may  be 
positive  for  streptococcus  in  25%  to  30%  of  cases. 

Bacterial  synergism  between  an  aerobic  and  an 
anaerobic  organism  may  be  important.®  It  would  seem 
reasonable  to  consider  this  process  as  a clinical  entity 
rather  than  a specific  bacterial  infection. 

Case  Report 

A 42-year-old  white  male  truck  driver  developed  a 
sore  throat.  After  approximately  one  week,  the  patient 
was  seen  in  an  out-of-state  emergency  room  for  the 
evaluation  of  his  sore  throat.  He  was  examined,  had  a 
throat  culture  taken  and  no  antibiotic  was  prescribed. 
The  throat  culture  subsequently  revealed  only  normal 
flora.  About  24  hours  following  the  emergency  room 
visit,  the  patient  noticed  the  onset  of  swelling  in  the  left 
lower  neck.  This  progressed  and  while  enroute  to 
Phoenix,  the  patient  saw  another  physician,  who 
administered  a penicillin  injection.  About  four  days 
prior  to  hospitalization,  a dentist  prescribed  an  oral 
cephalosporin  but  the  swelling  and  erythema  of  the 
neck  progressed.  The  patient  developed  some  difficulty 
with  respirations  and  began  to  expectorate  purulent 
material. 

At  the  time  of  admission,  he  presented  with  a diffusely 
swollen,  firey  red  process,  involving  the  entire  left  and 
anterior  cervical  areas  and  extending  down  to  the  level 
of  the  clavicle.  Admission  white  blood  count  was  25,000 
per  cu.mm,  with  a leftward  shift.  Drainage  of  pus  from 
the  neck  ulcer  was  submitted  for  aerobic  and  anaerobic 
culture. 

The  patient  was  admitted  to  the  hospital  and  placed 
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Figure  3 

Appearance  of  neck  at  time  of  surgical  debridement. 


on  high  dose  intravenous  penicillin.  Purulent  material 
was  seen  to  be  coming  from  an  opening  near  the  inferior 
pole  of  the  left  tonsil.  The  neck  erythema  progressed 
inferiorly  over  the  anterior  chest  with  obvious  necrosis 
and  breakdown  of  the  skin  involving  the  left  neck. 

Gentamycin  and  clindamycin  were  added  and  24 
hours  later,  the  patient  was  taken  to  the  operating  room 
for  debridement  of  the  necrotic  cervical  skin.  At  the 
time  of  surgery,  foul  smelling,  thin,  cloudy  drainage 
exuded  from  the  soft  tissue  planes  and  a definite  border 
with  normal  skin  and  subcutaneous  tissue  was  not 
encountered  until  the  dissection  and  excision  of  the  skin 
reached  the  level  of  the  nipples  on  the  anterior  chest. 
Drains  were  placed  through  an  obvious  orocervical 
fistula  and  appropriate  debridement  of  necrotic  muscle 
and  soft  tissue  was  performed. 

The  postoperative  course  was  stormy  and  the  patient 
experienced  a fall  in  weight  from  a normal  of  160  to  118 
pounds.  Approximately  two  weeks  following  the  initial 
debridements,  split  thickness  skin  grafts  were  applied  to 
the  neck.  Nape  of  neck  pedicle  flap  repair  of  the  left 
neck  was  subsequently  accomplished.  At  the  time  of  the 
hospital  discharge,  the  patient’s  weight  had  increased  to 
128  pounds. 

Final  identification  of  organisms  cultured  from  a 
specimen  obtained  at  the  time  of  surgery  included 
Peptostreptococcus  anaerobius,  Peptococcus  magnus, 
Peptococcus  indolicus,  probable  Bacterioides  vulgatus, 
probable  Bacterioides  ovatus  and  an  unidentified  gram 
positive  cocci. 
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Figure  4 

Extent  of  debridement. 


Figure  5 

Neck  following  reconstruction  with  posterior  cervical  fl 
Discussion 

Following  initial  bacterial  growth  in  subcutane 
tissues,  there  is  rapid  spread  along  fascial  planes.  ' 
may  be  facilitated  by  bacterial  hemolysi 
fibroinolysins,  collagenase  and  hyaluronidase.’ 


jrse  may  be  altered  by  antimicrobials  but  may  be 
Tiinant  and  fatal. 

nitially  there  is  pain  at  the  site  of  infection  or  injury, 
er  hours  or  days,  rapidly  spreading  painful  erythema 
i edema  appear.  Margins  are  not  distinct,  and 
gically  the  subcutaneous  dissolution  may  extend 
'ond  the  erythema.  As  skin  changes  advance  to 
nvolved  areas,  the  more  proximal  skin  becomes 
,ky,  cyanotic  and  bullae  may  form, 
mesthesia  and  necrosis  of  skin,  subcutaneous  tissue, 
I fascia  progress  to  frank  gangrene  and  slough, 
aable  or  radiographic  evidence  of  subcutaneous  gas 
Dr  to  tissue  breakdown  constitutes  evidence  of 
erobiasis. 

arly  recognition,  vigorous  antimicrobial  therapy  and 
le  surgical  debridement  are  the  keys  to  successful 
nagement. 

enicillin  combined  with  clindamycin  or 
Dramphenicol  is  a logical  initial  regimen.  As  bacterial 
sitivities  become  available,  adjustments  may  be 
de.  The  traditional  combination  of  cephalospirin  and 
inoglycoside  is  probably  not  as  good  a choice,  and  in 
ilus  fragilis  infections,  should  not  be  used  as  it  may 
jally  facilitate  growth  of  the  anaerobe.® 
kt  surgery,  diseased  tissue  should  be  widely  outlined 
I excised.  The  extent  of  involvement  may  be 
prising,  as  the  exploring  finger  easily  sweeps  through 
?cted  planes,  releasing  foul,  turbid,  soapy  tissue 
ds.  Wounds  should  be  left  open  or  covered  with  light 
ne  soaked  dressings  that  are  changed  frequently.  As 
icity  and  infection  subside,  reconstruction  with  grafts 
I flaps  can  be  leisurely  planned. 

Jnfortunately,  even  with  early  adequate  treatment, 
rtality  may  approach  thirty  percent.  Earlier  medical 
rature  suggested  even  higher  fatality  rates, 
nmary 

)espite  widespread  availability  of  antibiotics, 
igrenous  processes  have  not  been  irradicated.  In 
ients  so  afflicted,  wide  surgical  excision  of 
Igrenous  tissue,  appropriate  antimicrobials  and 
onstructive  procedures  are  required  to  salvage  life 
I function. 
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Editorials 

J 


Clinical  Pharmacology 


Drugs.  Often  condemned,  usually  safe 
and  effective  when  used  appropriately 
under  thoughtful  and  informed 
professional  direction.  Virtually  all 
physicians  prescribe  them.  Nearly  all 
patients  take  them.  Who  determines  that 
they  are  effective  and  safe? 

Clinical  pharmacologists  share  much  of 
the  responsibility  for  establishing  the 
safety  and  clinical  effects  of  drugs.  Usually 
affiliated  with  medical  schools,  clinical 
pharmacologists  are  physicians  with 
special  training  and  experience  in 
pharmacology  and  are  concerned  with 
research  into  the  effects  and  mechanisms 
of  action  of  drugs  in  humans.  The  scope 
of  their  activities  can  be  illustrated  by  a 
brief  description  of  clinical 
pharmacology  at  The  University  of 
Arizona  College  of  Medicine. 

Clinical  pharmacology  at  the  University 
of  Arizona  is  organized  as  a joint  effort  of 
the  Departments  of  Pharmacology, 
Internal  Medicine,  Anesthesiology  and 
Pediatrics.  As  is  usually  the  case,  most  of 
the  clinical  pharmacologists  are  internists 
with  primary  or  joint  appointments  in  the 
Department  of  Internal  Medicine.  In 
addition  to  patient  care  responsibilities  in 
their  area  of  specialization  and  duties  as 
attending  physicians,  the  clinical 
pharmacologists  serve  as  consultants  and 
carry  out  research  in  basic  and  clinical 
pharmacology.  The  consultation  service 
ranges  from  advice  about  the  best 
therapeutic  management  of  difficult 
cases  to  expert  supervision  of  the  care  of 
patients  suffering  from  drug  or  chemical 
intoxications.  In  each  situation,  the 
clinical  pharmacologist  applies 
considerable  depth  and  breadth  of 
knowledge  in  pharmacology  and 
toxicology  combined  with  medical 
judgment  to  provide  the  best  possible 
advice.  The  clinical  pharmacology  service 
is  routinely  called  in  on  cases  of  drug 
overdose  and  poisoning  that  reach 
Univeristy  Hospital.  The  clinical 
pharmacologists  also  serve  as  medical 
consultants  to  the  Arizona  Poison 
Information  Center  and  provide  24-hour 
support  to  the  staff  of  the  Center. 

The  major  thrust  of  clinical 
pharmacology  programs  is  to  develop 
new  information  and  concepts  through 
research.  At  the  Arizona  Health  Sciences 
Center,  for  example,  clinical 
pharmacologists  study  mechanisms  and 
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clinical  effects  of  hypoglycemic  drugs  and 
hormones,  the  metabolism  and 
therapeutic  uses  of  antineoplastic  drugs, 
pharmacokinetics  and  interactions  of 
drugs  used  in  pulmonary  and 
cardiovascular  disease,  drug  effects  on 
pulmonary  circulation  in  infants, 
evaluation  of  novel  hormone  analogs  of 
potential  value  in  treating  bleeding 
disorders,  drug  effects  in  the  elderly,  and 
mechanisms  of  drug  toxicity  due  to 
specific  metabolic  alterations  in  the  body. 
The  research  efforts  are  often  carried  out 
in  collaboration  with  other  basic  and 
clinical  scientists.  Most  of  the  research  is 
supported  financially  by  research  grants 
from  the  National  Institutes  of  Health; 
although  support  from  pharmaceutical 
companies  is  important  for  studies  of 
investigational  new  drugs.  Cooperative 
interactions  from  these  companies  are 
especially  important  to  academic  clinical 
pharmacologists  as  a source  of  advanced 
information  about  investigational  drugs 
and  exposure  to  new  concepts  and 
scientific  developments. 

As  drug  therapy  increases  in 
complexity,  and  as  knowledge  progresses 
to  allow  more  rational  and  specific 
application  of  therapeutic  agents,  there 
will  be  a growing  need  for  medical 
specialists  with  detailed  knowledge  of 
drug  actions.  We  can  predict  the 
continued  growth  of  clinical 
pharmacology  as  a valuable  area  of 
medical  specialization. 

Thomas  F.  Burks.  Ph.O. 

Professor  and  Head 
Department  of  Pharmacology 
Louis  J.  Kettel.  M D 
Dean 


Flinn  Foundation 
Establishes  Endowed 
Chair  at  Medical  School 


Robert  S.  Flinn,  M.D.,  of  Phoenix  is 
known  to  Arizonans  as  a distinguished 
physician  and  generous  benefactor. 
During  his  50  years  of  active  medical 
practice,  he  cared  for  patients,  instructed 
residents  and  young  physicians,  and 
served  organized  medicine  with 
dedication,  dignity,  and  concern. 

But  for  Dr.  Flinn,  the  world  of  medicine 
has  always  extended  far  beyond  the 
narrow  confines  of  office,  hospital,  and 
even  the  community.  Deeply  committed 
to  the  pursuit  of  professional  excellence 
and  scientific  progress.  Dr.  and  Mrs.  Flinn 
established  the  Flinn  Foundation  in  1965 
as  a private  entity  devoted  to  providing 
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grants  for  improvement  of  health  care 
with  an  emphasis  on  cardiology,  primarily 
in  Arizona. 

A major  focus  of  the  Flinn  Foundation 
has  been  Arizona’s  health  care  training 
institutions,  and  its  most  recent  grant  is 
the  establishment  of  an  endowed  chair 
for  the  head  of  the  Department  of 
Internal  Medicine  at  the  University  of 
Arizona  College  of  Medicine. 

The  $1  million  grant  was  announced 
May  14  at  the  Class  of  1982  convocation  by 
Dr.  Donald  K.  Buffmire,  Vice  President  of 
the  Flinn  Foundation  Board  of  Trustees. 
In  accepting  the  gift.  Dr.  Louis  j.  Kettel, 
Dean  of  the  College  of  Medicine, said  the 
endowed  chair  would  be  called  the 
Robert  S.  and  Irene  Flinn  Chair  of 
Medicine  in  honor  of  the  foundation 
donors.  Dr.  Rubin  Bressler,  Professor  and 
Head  of  Internal  Medicine  will  hold  the 
endowed  chair.  Dr.  Flinn,  Foundation 
Chairman,  attended  the  convocation. 

Dr.  Flinn,  a member  of  ArMA’s 
prestigious  50-Year  Club  since  1978,  came 
to  Arizona  as  a six-year-old,  lived  in 
Kingman  and  then  Prescott  where  his 
father.  Dr.  John  W.  Flinn,  started  the  first 
tuberculosis  sanitorium.  After  graduating 
from  Prescott  High  School,  Robert  Flinn 
went  on  to  Harvard  as  an  undergraduate 
and  stayed  to  earn  his  medical  degree  in 
1927.  A year  later  he  returned  to  Prescott, 
moving  to  Phoenix  in  1930  to  establish  a 
practice  in  internal  medicine,  specializing 
in  cardiology.  Together  the  Flinns,  father 
and  son,  practiced  a total  of  100  years  in 
the  state  of  Arizona. 

During  his  years  in  practice.  Dr.  Flinn 
carried  out  a number  of  studies  in 
electrocardiology  at  St.  Joseph’s  Hospital 
and  Medical  Center  in  Phoenix.  He 
served  as  Head  of  that  hospital’s 
Department  of  Cardiology  and  as 
President  of  the  medical  staff.  He  is  a 
former  President  of  the  Maricopa  County 
Medical  Society  and  the  Arizona  Heart 
Association  and  was  a co-founder  of  the 
latter  organization. 

The  Flinn  Foundation  established  a 
visting  professor  program  in  internal 
medicine  at  the  University  of  Arizona  and 
at  St.  Joseph’s  Hospital  in  Phoenix.  It  also 
provided  funding  for  some  of  the  first 
studies  of  electrocardiogram  results  at  St. 
Joseph’s.  In  conjunction  with  the 
American  Heart  Association,  Arizona 
affiliate,  the  Flinn  Foundation  previously 
provided  support  for  an  endowed  chair  in 
cardiology  in  the  University  of  Arizona 
College  of  Medicine. 

As  Congressman  Eldon  Rudd  noted  at 
the  1978  dedication  of  the  Maricopa 
County  Medical  Society  Robert  S.  Flinn 
Medical  Library,  “Dr.  Flinn  has  shown 
selflessness  and  unselfishness  through 
the  years.”  The  Arizona  Medical 
Association  salutes  him  for  his  devotion 
to  the  medical  profession  and  the  people 
of  Arizona 


Briefly  Noted 


What  They’re  Saying 

“A  recent  article  in  the  New  Eng, 
Journal  of  Medicine  pointed  out  I 
approximately  53%  of  the  hospital  c 
dollar  was  used  by  13%  of  the  patients, 
that  there  was  a very  high  associatior 
these  high-cost  patients  with  obe; 
diabetes,  heart  disease,  lung  disease,, 
cirrhosis  of  the  liver.  In  effect,  since 
percent  of  Americans  will  be  admitte( 
a hospital  per  year,  1.3%  of  Americ 
accounted  for  53%  of  the  hospital  c 
dollar.  And  this  accounts  only  for 
chronic  effects  of  these  habits  and  ; 
nothing  about  car  accidents,  etc.  rela 
to  drinking  and  drugs.”  (From  a Lette 
the  Editor,  Wall  Street  Journal,  Decern 
21,  1981). 


Briefly  Noted  attempts  to  help  Ariz 
physicians  maintain  contact  with  i 
another.  Please  let  us  know  if  you  h 
recently  received  an  honor  or  aw, 
been  elected  to  office,  given  a sper 
traveled  to  a foreign  country,  or  have 
interesting  or  unusual  hobby.  We  s 
appreciate  your  contacting  us  also  if 
are  aware  of  honors  and  accompi 
ments  of  your  fellow  physicians. 

Emmanuel  G.  Barnet,  M.D.,  Phoe 
was  presented  with  the  Award  of  Meri 
the  American  College  of  Allergists  at 
Annual  Congress  Meeting  in 
Harbour,  Elorida,  in  January  of  this  y 

Otto  L.  Bendheim,  M.D.,  Phoe 
discussed  "The  Psychiatric  Autopsy”  ^ 
11  at  the  annual  meeting  of  the  Kentu 
Bar  Association  in  Eouisville. 
Bendheim  was  also  the  April  speaker 
the  Health  Talks  series  co-sponsored 
the  Arizona  Medical  Association  and  B 
Cross  and  Blue  Shield  of  Arizona, 
topic  was  “Stress.  . . and  How  to  Eive  v 
it.” 

George  S.  Craft,  M.D.,  Tempe, 
named  to  the  Tempe  St.  Euke’s  Hosp 
Board  of  Trustees,  a group  of  15  busir 
and  civic  leaders  who  direct  the  hospit 
services,  facilities,  and  programs. 
Craft  was  president  of  the  hosp 
medical  staff  for  three  terms. 

Murray  A.  DeArmand,  M.D.,  Direr 
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Medical 

History 


J 


Curiosities  of  Midwifery 

Adolphus  H.  Noon,  M.D. 

1838  - 1931 

Transactions  of  the 
Arizona  Medical  Association 
Seventh  Annual  Session 
Tucson,  Arizona 
May  17  and  18,  1898 


Dr.  Giddings  at  work  Editor: 

(Sean  Brady/Republic)  John  W.  Kennedy,  M.D. 


the  University  of  Arizona  Student 
alth  Service,  Tucson,  was  elected 
sident-Elect  of  the  American  College 
alth  Association.  The  annual  meeting 
the  American  College  Health 
ociation,  representing  college  and 
versity  health  services  providing  care 
“leven  million  students  throughout  the 
ited  States,  held  its  annual  meeting  in 
ttle,  Washington,  in  April, 
form  G.  Duncan,  M.D.,  Tucson,  has 
m elected  to  a two-year  term  as  Chief 
kaff  at  El  Dorado  Hospital  and  Medical 
hter. 

^arl  L.  Meyer,  M.D.,  Nogales,  is  the 
|v  Chief  of  Staff  of  Holy  Cross  Hospital 
il  Health  Care  Center  in  Nogales. 

)avid  A.  Ogden,  M.D.,  Professor  of 
dicine  and  Chief  of  the  Renal  Section 
Jniversity  Hospital  in  Tucson,  has  been 
elected  Vice  President  of  the  National 
ney  Foundation,  Inc. 
rving  M.  Pallin,  M.D.,  Sun  City, 
eived  the  State  of  Israel’s  Heritage 
ard  for  service  to  the  Jewish 
nmunity  and  Israel  at  a reception  in 
nple  Beth  Shalom  on  April  17.  Dr. 
in  serves  on  the  Temple  Board  of 
ectors  and  is  President  of  the  Temple 
h Shalom  Brotherhood, 
peopito  L.  Robles,  M.D.,  Tucson,  is  the 
yly  elected  President  of  the  Society  of 
Ilippine  Surgeons  in  America,  Inc.  The 


organization,  founded  in  1972,  has  a 
membership  of  457  Filipino  physicians 
practicing  in  the  United  States,  Canada, 
and  Guam. 

C.  Bland  Giddings,  M.D.,  Mesa,  was 
profiled  recently  by  The  Arizona 
Republic  as  a physician  with  an 
interesting  practice  and  unusual  hobbies. 
Dr.  Giddings,  who  practices  nuclear 
medicine,  was  described  as  “an 
accomplished  cellist,  a genealogy  buff, 
and  a bird  fancier.”  At  the  age  of  ten,  Dr. 
Giddings  began  playing  the  cello  and 
continued  with  his  musical  studies  while 
an  undergraduate  at  Brigham  Young 
University.  Today,  he  performs  regularly 
as  a cellist  with  the  Mesa  Symphony 
Orchestra. 

The  Giddings  collection  of  birds  is 
housed  at  his  Mesa  home  in  a fenced  12- 
acre  site.  It  includes  three  South 
American  parrots,  geese,  ducks,  and 
hundreds  of  chickens.  A large  white 
Australian  cockatoo,  the  pride  of  the 
collection,  occupies  a small  room  of  its 
own  at  the  office. 

As  a result  of  his  interest  in  genealogy. 
Dr.  Giddings  was  able  to  trace  his  family 
back  through  the  centuries.  His  fore- 
bears arrived  in  America  in  1635,  and  he 
numbers  among  his  ancestors 
Charlemagne  and  Alfred  the  Great  of 
England. 


This  revealing  vignette  of  medical 
practice  comes  to  us  via  Diane  Noon 
Matsch,  a great  granddaughter  of  A.  H. 
Noon,  M.D.  Her  father,  Zonus  Noon, 
M.D.  (1905-1981),  was  a grandson  of  A. 
H.  Noon,  M.  D.  (1838-1931).  Both 
longtime  practitioners  in  Nogales.  A.  H. 
Noon,  M.D.  arrived  in  the  Arizona 
Territory  in  1878.  We  are  indebted  to 
Dermont  W.  Melick,  M.D.  who  sent  this 
article  to  Arizona  Medicine.  JWK 

Nearly  twenty  years  of  medical 
practice  in  Arizona,  quite  a portion  of  it 
among  our  Mexican  population,  has 
given  me  opportunities  of  observation 
amongst  them,  the  communication  of 
which  may  perhaps  prove  interesting  to 
some  members  of  the  Arizona  Medical 
Association,  as  illustrating  the  accepted 
truth,  sometimes  almost  lost  sight  of,  in 
occasionally  extreme  antiseptic 
obstetric  precautions,  that  parturition  is 
often  all  a natural  physiological 
operation,  with  a marked  tendency  in 
most  cases,  with  but  little  assistance 
from  the  practitioner  to  a favorable 
termination  and  subsequent  healthy 
recovery,  that  instrumental  interference 
is  not  often  needed,  and  that  great 
antiseptic  care  in  ordinary  obstetric 
cases  is  not  as  necessary  as  some 
practitioners  imagine,  in  these  days  of 
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terrible  bacilli,  microbes,  et  hoc  genus 
omne. 

The  Parteras  or  Midwives  amongst  the 
Mexicans  appear  to  have  all  learnt  their 
lessons  in  midwifery  from  the  same 
sources,  their  modes  of  procedure  and 
general  proceedings,  being  almost 
singularly  alike;  although  of  course 
some  are  much  more  intelligent,  careful 
and  cautious  than  others;  indeed 
occasionally  one  of  them  will  get  so 
excited  and  worked  up,  apparently  with 
the  impression  that  without  much 
kneading  of  the  stomach,  and  shaking  of 
the  abdomen,  parturition  cannot 
possibly  take  place,  that  they  injureorat 
least  seriously  exhaust  and  wear  out 
their  patients.  In  all  cases  they  tie  more 
or  less  tightly  around  the  stomach  a 
closely  rolled  orfolded  cord  or  bandage, 
with  thick  folded  compress  fitting  over 
the  pit  of  the  stomach.  This  pad  and  its 
fastenings  is  called  a “Faja,”  and  is  often 
drawn  so  tight  as  to  impede  the  motion 
of  the  diaphragm  and  interfere  with  the 
circulation,  and  has  I think  been  in  some 
cases  to  which  I have  been  finally 
summoned  a leading  cause  of  serious  or 
fatal  post  partum  hemorrhage.  In 
addition  to  using  the  bandage  the 
midwife  will  sometimes  press  her 
knuckles  firmly  into  the  pit  of  the 
patient's  Stomach  and  knead  thereat  so 
vigorously,  under  the  impression  that 
she  is  aiding  in  the  expulsion  of  the 
foetus  below  and  preventing  it  from 
again  rising  above,  as  to  seriously  aid  in 
the  harm  effected.  The  patient  is  usually 
held  in  a half  standing  or  kneeling 
position  hanging  by  her  hands  to  a rope 
from  the  roof,  supported  as  necessary 
by  her  husband  or  the  women, 
sometimes  for  hours  at  a time,  until 
delivered  or  exhausted  nature 
surrenders  and  she  is  compelled  to  lie 
down  or  be  entirely  supported.  When  at 
last  the  child  is  born,  unless  the  placenta 
follows  and  drops  from  the  vagina 
unaided,  the  midwife  after  tying  and 
cutting  the  funis  will  then  tie  the  pendant 
portion  with  a cord  to  the  patients  thigh, 
in  order  as  they  explain  to  prevent  the 
after  birth  from  again  rising  into  the 
uterus,  and  will  then  leave  it  to  come 
away  by  itself,  through  the  subsequent 
movements  of  the  patient,  or  to  remain 
and  decay,  afraid  apparently  to  make 
any  efforts  to  its  extraction.  I have  been 
repeatedly  called  upon  24,  36  or  more 
hours  subsequent  to  child  birth  to 
extract  a retained  placenta  needing  only 
slight  manipulation  to  remove  it  from  the 
vagina. 

Another  curiosity  of  their  midwifery  is 
in  some  cases  the  marvellously  timid  use 
of  water  the  utter  non-use  of  any 
antiseptic  precautions  whatever,  even  to 
that  of  washing  the  parts.  Any  solution 
being  sometimes  forbidden  for  a full 
lunar  month  as  highly  dangerous  and 
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injurious,  and  the  funny  feature  of  it  all 
with  out  modern  views  of  the  necessity 
of  antiseptic  care  is  that  I have  never 
seen  a case  even  in  hot  weather  where  in 
ordinary  healthy  cases  any  particular  ill 
results  appear  to  have  followed  this 
outrageous  lack  of  even  reasonable 
cleanliness.  I have  only  once  come 
across  in  Arizona  a well  marked  case  of 
puerperal  septic  fever,  that  is  to  say  one 
following  an  uncomplicated  case  of 
parturition  (perhaps  the  general  dry 
climate  of  Arizona  may  have  something 
to  do  with  its  infrequency).  I will  mention 
that  in  that  case,  in  addition  to  usual 
local  treatment  I used  quinine  and 
Fowler's  solution  internally,  the  latter 
quite  freely,  and  my  patient  madea  good 
recovery,  whilst  a similar  case  which  I 
treated  long  ago  in  California  with  main 
reliance,  besides  the  injections,  upon 
calomel  and  the  then  usual  treatment 
proved  fatal,  and  I have  never  forgotten 
the  final  ghastly  cadaverous  look,  and 
typical,  anxious  staring  eye  of  that 
particular  patient.  Arsenic  being  so 
powerful  an  antiseptic,  the  free  use  of 
Fowler’s  solution,  with  other 
appropriate  general  treatment,  appears 
to  me  worthy  of  special  consideration, 
especially  in  the  early  stages  of 
puerperal  fever  or  threatened 
septicaemia. 

Where  no  unreasonably  rough 
treatment  is  used  amongst  the 
Mexicans,  their  average  results  from  lay 
treatment,  destitute  of  all  precautions, 
and  with  no  knowledge  whatever  of  the 
use  of  modern  obstetric  instruments 
appears  to  be  favorable  and  a lacerated 
perineum  or  injured  cervix  uteri  is 
practically  unknown,  it  may  of  course  be 
supposed  that  they  have  a better 
constitution  and  general  health  than  is 
usual  with  our  American  patients,  but 
except  with  Indian  women,  this  is 
manifestly  not  the  case,  and  aside  from 
the  curiosities  of  midwifery  among 
them,  it  may  perhaps  give  a valuable 
proof  that  whilst  not  necessary  to 
depreciate  the  value  of  modern 
antiseptic  precautions,  still  in  ordinary 
obstetrics  it  is  possible  to  go  to  needless 
lengths  and  that  with  regard  to  the  use  of 
ergot,  our  forceps,  curetts  and  other 
instruments,  they  should  be  used  only 
with  much  care  and  discretion  and  a 
realization  of  the  fact  that  unnecessary 
or  hurried  interference  with  the  natural 
physiological  operation  of  parturition 
should  be  avoided,  and  although  of 
course  we  sometimes  encounter  cases 
which  make  cold  chills  run  down  our 
backs  and  call  for  all  out  skill  and 
sometimes  heroic  treatment,  yet  as  a 
rule  nature  is  herself  the  best 
obstetrician  and  given  sufficient  time 
with  kindly  and  reasonable  assistance 
generally  is  fully  competent  to  attend  to 
her  own  business. 


ArMA  ReporU 


The  minutes  appearing  in  this  secti 
have  been  condensed.  A complete  co 
of  the  minutes  of  any  meeting  will 
sent  to  any  member  requesting  them 


GOVERNMENTAL  SERVICES 
COMMITTEE 

The  Governmental  Services  Comrr 
tee  met  on  April  14,  1982. 

The  position  paper  on  health  planni 
has  been  approved  by  the  Board 
Directors.  The  Board  requested  tha 
be  distributed  to  county  societies  a 
various  health  planning  agencies. 

The  Board  of  Directors  supported  a 
approved  the  Governmental  Servic 
Committee’s  recommendation  conce 
ing  the  repeal  of  the  National  Hea 
Planning  and  Resources  Developm( 
Act  of  1974  (HR4554). 

The  Professional  Committee  h 
endorsed  the  proposed  resolution 
sodium  labeling  that  will  be  introduc 
at  the  1982  meeting  of  the  House 
Delegates.  Endorsement  was  a 
requested  from  the  Governmental  S 
vices  Committee.  It  was  moved  a 
carried  that  the  Governmental  Servic 
Committee  endorse  the  resolution 
sodium  labeling  to  be  presented  at  t 
1982  House  of  Delegates  Anni, 
Meeting. 

Because  of  the  action  taken  by  I 
Professional  Committee  and  the  Bof 
of  Directors,  the  committee  moved  a 
carried  to  refer  the  proposed  resoluti 
on  empty  calories  to  an  appropri 
section  of  the  Governmental  Servic 
Committee  for  further  study. 

It  was  moved  and  carried  to  refer) 
proposed  resolution  on  salt  and  hyp 
tension  to  an  appropriate  section  of  i 
Governmental  Services  Committee 
further  study. 

It  was  moved  and  carried  to  refer 
proposed  resolution  on  nutrition  a 
food  stamps  to  an  appropriate  sectior 
the  Governmental  Services  Commit 
for  further  study. 

It  was  moved  and  carried  that 
Governmental  Services  Commit' 
sponsor  a resolution  on  organ  a 
tissue  donors  and  the  need  for 
Arizona  Medical  Association  to  cond-i 
an  educational  campaign  for  ph> 
cians,  hospital  personnel,  lay  grot, 
and  the  general  public  to  improve  ' 
availability  of  tissues  and  organs 
transplant. 
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was  moved  and  carried  to  create 
ons  of  the  Governmental  Services 
'mittee  on  health  planning, 
onmental  health,  and  rules  and 
jations.  A steering  subcommittee  of 
I Meyer,  Dandoy,  Kossuth,  Peltier 
Baker  will  establish  the  terms  of 
3nce  for  these  new  sections.  Dr. 
uth  volunteered  to  chair  the 
onmental  health  section.  Dr.  Meyer 
d the  committee  members  to 
ict  him  or  Kevin  Walker  with  names 
rsons  to  serve  on  the  sections. 


EXECUTIVE  COMMITTEE 

e Executive  Committee  met  on 
23,  1982.  The  following  items  were 
jssed  and  motions  made, 
e Executive  Committee  considered 
ecommendations  contained  in  the 
agement  consultant’s  report 
lared  by  Lawrence-Leiter  and 
pany  together  with  the  comments 
recommendations  of  the  Executive 
:tor.  It  was  determined  to  submit 
following  recommendations  to  the 
'd  of  Directors. 

Lawrence-Leiter  Recommendation 
(page  9-A) 

Executive  Director’s  salary  in- 
ses  should  be  tied  to  a realistic 
tion  rate  and  need  not  be  capped. 
:utive  Committee  Recommendation 
The  Executive  Committee  agrees 
the  above  and  the  same  will  be 
sidered  by  it  each  fall  when  it  does 
3oard  of  Directors’  mandated  review 
le  Executive  Director’s  salary. 
Lawrence-Leiter  Recommendation 
(page  11-A) 

Establishment  of  a contract  for  the 
:utive  Director  does  not  seem  worth 
ntial  problems. 

:utive  Committee  Recommendation 

The  Executive  Committee  agrees 
the  above  and  recommends  the 
3 not  be  pursued. 

Lawrence-Leiter  Recommendation 
(page  140-A) 

Installation  by  ArMA  of  a word 
lessing  system. 

:utive  Committee  Recommendation 

Executive  Committee  agrees  and 
lests  Executive  Director  to  proceed 
nore  fully  set  out  in  later  recom- 
dations. 

Lawrence-Leiter  Recommendation 
(page  18-A) 

Interfacing  with  existing  AM 
luard  equipment. 

:utive  Committee  Recommendation 

Executive  Committee  recommends 
:tion  of  such  interfacing  for  the 
ons  that  the  present  system  is  being 
i close  to  capacity  for  its  originally- 


intended  purpose  of  typesetting  and  the 
stability  of  AM  International  is  not  good 
at  the  present  time  and,  compared  with 
Wang,  its  future  in  the  area  of  word 
processing  is  questionable. 

5.  Lawrence-Leiter  Recommendation 
(page  18-B) 

Request  a demonstration  of  the 
Wang  OIS-115-3  and  the  NBI  OASys  8 
and  decide  between  these  two  vendors. 
Executive  Committee  Recommendation 
Executive  Committee  agrees  and 
requests  Executive  Director  to  proceed 
with  demonstration,  as  well  as 
determinations  of  cost  and  financing 
available  in  order  to  make  a decision  on 
how  to  proceed.  Because  of  tight  cash 
flow,  some  type  of  lease-purchase  as 
opposed  to  a direct  cash  purchase 
would  probably  be  preferable. 

6.  Lawrence-Leiter  Recommendation 
(pages  24-B  and  25-A) 

Life  insurance  and  a long-term  dis- 
ability plan  be  extended  to  all  em- 
ployees. 

Executive  Committee  Recommendation 

Executive  Committee  agrees  that 
this  would  be  an  excellent  fringe  benefit 
and  the  Executive  Director  is  in  process 
of  getting  cost  estimates;  and  the 
Committee  would  recommend  that 
when  such  estimates  have  been 
received  they  be  referred  to  the  Finance 
Committee  for  its  consideration  and 
action. 

7.  Lawrence-Leiter  Recommendation 
(page  25-B) 

Ten  holidays  be  provided  to 
employees. 

Executive  Committee  Recommendation 

After  comparing  the  ten  days  which 
could  be  provided,  with  those  (8V2) 
currently  being  provided,  the  Executive 
Committee  recommends  that  there  be 
no  change  in  ArMA’s  present  policy  in 
this  regard. 

8.  Lawrence-Leiter  Recommendation 
(page  26-A) 

ArMA’s  pension  plan  be  reviewed 
to  determine  if  costs  might  be  reduced 
by: 

A.  Changing  full  vesting  to  10 
years. 

B.  Intergrating  of  benefits  with 
social  security. 

C.  Extending  vesting  eligibility  to 
three  or  four  years  after  employment. 

Changes  in  the  plan  would  require 
approval  by  ERISA  and  IRS,  and  current 
plan  participants  may  have  to  be 
“grandfathered”  or  allowed  to  choose 
between  plans. 

Executive  Committee  Recommendation 

Since  the  Finance  Committee  had 
recommended  a similar  review,  which  is 
currently  underway,  it  is  recommended 
that  this  be  referred  to  the  Finance 
Committee  for  its  further  deliberation 
when  figures  and  answers  are  available 


from  the  insurance  company.  However, 
the  Executive  Committee  would  remind 
the  committee  that  this  is  the  most 
important  employee  benefit  ArMA  has 
and  is  one  of  the  reasons  the  turnover  is 
so  low. 

9.  Lawrence-Leiter  Recommendation 
(page  26-A) 

Expansion  of  printing  department 
services  to  members. 

Executive  Committee  Recommendation 
In  light  of  the  authorization  of  such 
expansion  last  year  by  the  Finance 
Committee  and  the  fact  that  this  is  in  full 
swing  at  this  time,  the  Executive 
Committee  feels  no  futher  recommend- 
ation is  requiredandthatonly continued 
monitoring  is  necessary. 

10.  Lawrence-Leiter  Recommendation 
(page  30-A) 

Rental  of  meeting  rooms. 
Executive  Committee  Recommendation 

With  the  action  taken  by  the  Board 
of  Directors  on  3/27/82  regarding  rental 
of  meeting  rooms  to  those  groups 
charging  an  admission  or  registration 
fee,  the  Executive  Committee  recom- 
mends that  nothing  further  be  done  fora 
year  or  two  to  see  just  how  much  income 
will  be  generated  from  the  activity. 

11.  Lawrence-Leiter  Recommendation 
(page  30-B) 

Pursue  gifts  and  bequests. 
Executive  Committee  Recommendation 

Realizing  that  this  has  been  an 
ongoing  activity  for  a number  of  years, 
with  little  results,  and  considering  the 
fact  that  the  Scientific  Assembly 
Committee  will  soon  be  exploring 
possibilities  of  raising  funds  from 
pharmaceutical  firms  for  the  continuing 
series  on  “Current  Perspectives,”  and 
that  any  major  push  would  require  an 
exceptional  amount  of  staff  time,  the 
Executive  Committee  would  recom- 
mend only  that  we  continue  to  pursue 
this  type  of  funding  as  we  have  in  the 
past. 

12.  Lawrence-Leiter  Recommendation 
(page  31-A) 

Increase  advertising. 

Executive  Committee  Recommendation 

In  January,  ArMA  executed  a 
contract  with  an  agency  to  accomplish 
an  increase  in  advertising  and,  there- 
fore, the  Executive  Committee  recom- 
mends that  we  do  nothing  more  for  a 
year  or  so  until  we  can  see  how  this  new 
relationship  develops. 

13.  Lawrence-Leiter  Recommendation 
(page  31-B) 

Serve  the  rural  medical  societies, 
providing  services  similar  to  Maricopa 
County,  etc. 

Executive  Committee  Recommendation 

Executive  Committee  recommends 
referral  to  the  Long  Range  Planning 
Committee  for  its  review,  consideration 
and  recommendation,  with  a reminder 
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to  that  committee,  however,  that  it  is 
ArMA’s  present  policy  not  to  compete 
with  MCMS  services. 

14.  Lawrence-Leiter  Recommendation 
(page  31-C) 

Add  two  floors  to  the  building  for 
rental  space. 

Executive  Committee  Recommendation 

In  addition  to  tremendous  con- 
struction expense  and  possible 
rezoning  considerations,  the  Committee 
is  informed  that  Phoenix  is  facing  a 
potential  glut  in  office  space  and, 
therefore,  recommends  that  the  idea  of 
adding  to  ArMA’s  building  be  dropped. 

15.  Lawrence-Leiter  Recommendation 
(page  31-D) 

Provide  shared  purchasing  of 
supplies  and  equipment. 

Executive  Committee  Recommendation 

Due  to  ArMA's  recent  experience 
with  the  WPPA,  the  Executive  Commit- 
tee would  recommend  that  this  idea  not 
be  pursued. 

16.  Lawrence-Leiter  Recommendation 
(page  31-E) 

Provide  economic  assistance  to 
members,  etc. 

Executive  Committee  Recommendation 

Via  practice  management  pro- 
grams for  new  physicians,  as  well  as 
through  ongoing  Medical  Economics 
seminars  on  real  estate  investments, 
computer  planning,  etc.,  the  Executive 
Committee  feels  this  is  already  being 
done.  Although  these  programs,  thus 
far,  have  been  valuable  to  a small  portion 
of  our  members  and  have  not  produced 
significant  revenue  over  expenses,  the 
Committee  would  recommend  we 
continue  as  we  have  been  doing. 

17.  Lawrence-Leiter  Recommendation 
(page  31-F) 

Print  a membership  directory, 
selling  advertising  in  it. 

Executive  Committee  Recommendation 
Executive  Committee  feels  a 
membership  directory  would  be 
duplicative  of  our  present  arrangement 
with  BOMEX  and  has  severe  ethical 
considerations.  For  those  reasons,  the 
Executive  Committee  recommends  this 
idea  not  be  pursued. 

18.  Lawrence-Leiter  Recommendation 
(page  31-G) 

Provide  collection  services. 
Executive  Committee  Recommendation 
This  idea  has  previously  been 
explored  by  the  Medical  Economics 
Committee  and  was  rejected  as 
competitive  with  MCMS:  therefore,  the 
Executive  Committee  recommends  the 
idea  not  be  pursued. 

19.  Lawrence-Leiter  Recommendation 
(page  31-H) 

A charge  card  program  for 
physicians’  offices. 

Executive  Committee  Recommendation 

This  was  viewed  by  the  Committee 
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as  having  merit,  in  that  it  has  been  done 
in  other  areas.  The  Texas  Medical 
Association  has  just  recently  started  a 
statewide  program  and  will  shortly  be 
providing  the  Executive  Director  with 
background  information.  Once  that 
information  is  received,  as  well  as 
obtaining  experience  elsewhere,  the 
Executive  Committee  would  recom- 
mend that  this  be  referred  to  the  Finance 
Committee  for  its  review. 

20.  Lawrence-Leiter  Recommendation 
(page  32-A) 

Training  and  placement  of  office 
personnel. 

Executive  Committee  Recommendation 

This  takes  considerable  space  and 
staff;  is  being  done  by  MCMS  and  a 
number  of  other  reputable  schools;  and 
would  take  considerable  investment  of 
funds,  with  marginal  return  and  a lot  of 
risk.  In  light  of  all  these  factors,  the 
Executive  Committee  recommends  that 
this  idea  not  be  pursued. 

21.  Lawrence-Leiter  Recommendation 
(page  32-B) 

Computer  seminars  and  services, 

etc. 

Executive  Committee  Recommendation 

The  seminar  portion  of  this  is 
already  underway.  With  the  boom  in 
mini-computers  the  trend  is  for  in-office 
computers  and  away  from  remote 
computer  services;  however,  the 
Executive  Committee  recommends  that 
this  matter  be  referred  to  the  Finance 
Committee  for  its  review. 

22.  Lawrence-Leiter  Recommendation 
(page  34-A) 

Implement  long-range  planning. 
Executive  Committee  Recommendation 

Since  this  matter  will  be  before  the 
House  of  Delegates  in  May  to  consider 
the  creation  of  a standing  committee  on 
long  range  planning  and  the  present 
goals  and  objectives  of  the  Association 
are  being  spoken  to  on  an  ongoing 
basis,  the  Executive  Committee  recom- 
mends that  we  continue  with  present 
policy. 

23.  Lawrence-Leiter  Recommendation 
(page  34-B) 

Develop  membership. 

Executive  Committee  Recommendation 

This  is  a vital,  ongoing  activity  that 
is,  by  our  bylaws,  the  responsibility  of 
the  county  medical  societies.  However, 
the  Committee  discussed  at  great  length 
recent  discussions  the  Executive 
Director  has  had  with  a Mr.  Carl  G. 
Gustafson  of  Minneapolis,  who  will  be 
moving  to  the  Valley  in  October.  Mr. 
Gustafson,  a man  with  many  years  of 
service  to  medicine  and  a highly 
qualified  and  respected  individual,  has 
indicated  a willingness  to  work  for 
ArMA,  in  conjunction  with  the  county 
societies,  two  or  three  days  a week  to 
perform  one-on-one  membership 
recruitment.  It  is  the  consensus  of  this 


Committee  that  this  idea  would  be  v\^ 
further  discussion  between  | 
Gustafson  and  Mr.  Robinsorj 
determine  cost,  etc.  and  the  Comirs 
has  authorized  the  Executive  Direct 
proceed  along  these  lines. 

24.  Lawrence-Leiter  Recommend, 
(page  35-A) 

Improve  public  relations. 
Executive  Committee  Recommend. 

While  this  is  certainly  a 
concern  of  ArMA,  the  Execi 
Committee  feels  that  countless  th 
are  now  being  done  to  accomplish 
and  that  it  has  as  high  a priority  as 
budget  will  allow;  and  no  fui 
recommendation  is  made  at  this  tir] 

25.  Lawrence-Leiter  Recommendii 

(page  35-B)  . 

Develop  smooth  relations  witfi 

medical  school. 

Executive  Committee  Recommendci 

The  Committee  does  not  knov; 
basis  for  this  recommendat' 
Compared  to  experience  in  other  sti 
we  have  exceedingly  smooth  relat 
with  the  medical  school;  and  as  lorv 
we  have  outstanding  men  like  C 
Kettel  at  the  school  and  understan 
people  in  the  ArMA  leadership,  tl 
relationships  should  continue:  th^ 
fore,  the  Executive  Committee  make 
recommendation  with  regard  to 
item. 

26.  Lawrence-Leiter  Recommends 
(page  35-C) 

Contingency  planning  regarn 
the  medically  indigent  legislation. 
Executive  Committee  Recommends 
With  the  large  number  of  ph 
cians  involved  in  the  development  o 
rules  and  regulations  for  this  bill, 
oversight  committee  which  is  alreac 
place  within  our  Governmental  Serv 
Committee;  and  the  fact  that  we  f 
good  relations  with  DHS  staff  and  sl 
ready,  willing,  and  able  to  perform 
watchdog  role  recommended. 
Executive  Committee  recommends  ( 
that  we  continue  our  activities  anc 
ready  to  be  medicine's  spokesman. 

In  addition  to  the  foregoing. 
Executive  Committee  considers 
recommendation  which  was  not 
actual  part  of  the  report— a chang 
policy  regarding  mailing  labels.  ArN 
present  policy  is  to  be  very  selectiv 
whom  we  sell  our  mailing  lat 
releasing  them  to  only  those  wishin 
send  out  announcements  regarc 
medical  meetings.  Relaxation  of 
policy  to  allow  the  sale  of  labels  u 
request  to  commercially-orier 
organizations  could  be  a potenti 
significant  revenue  producer. 
Executive  Committee  refers  this  me 
to  the  Board  of  Directors  for  review 
consideration,  without  recomme 
ation. 
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the  March  27  Board  of  Directors 
ting  the  recommendations  of  the 
essional  Committee  on  Dyslexia 
! referred  to  this  Committee.  The 
er  will  be  brought  back  to  this 
mittee  at  a future  meeting  when 
ments  from  legal  counsel  have  been 
ived. 

le  Professional  Committee  referred 
■ recommendations  on  subject  of 
ne  physicians"  to  this  committee, 
se  recommendations  refer  to 
ecting  physicians  and  other  health 
iders  from  lawsuits  resulting  from 
r agreement  to  treat  injuries 
ained  by  young  athletes  and  the  role 
A should  assume  in  apprising  its 
ibers  of  the  risk  currently  involved. 
IS  moved  and  carried  that  Thomas  P. 
'ster,  M.D.,  Chairman  of  the  Section 
dhletic  Medicine  of  the  Professional 
imittee,  ArMA's  legal  counsel  and  a 
esentative  of  Mutual  Insurance 
ipany  of  Arizona  be  invited  to  attend 
jture  meeting  of  the  Executive 
imittee  to  more  fully  discuss  the 
ect  of  ‘‘game  physicians,”  their 
tment  of  sports  injuries  and  the  laws 
icable  thereto. 

was  moved  and  carried  that  the 
lelines  for  use  of  the  contingency 
I established  for  the  Executive 
imittee  are  as  follows:  1)  The 
)Osal  must  be  health  related  and  not 
jnflict  with  ArMA;  2)  There  shall  be  a 
of  $2,000  per  year,  which  shall  be 
5wed  annually  by  the  Finance 
imittee;  3)  Any  amount  not  allocated 
1 the  Contingency  Fund  shall  revert 
( to  the  General  Fund;  and  4)  Any 
lunts  allocated  from  the  Con- 
ancy Fund  must  be  passed  on  by  a 
ority  vote  of  the  Executive 
imittee. 


SCIENTIFIC  ASSEMBLY 
SUBCOMMITTEE 

le  subcommittee  of  the  Scientific 
!mbly  Committee  met  on  April  28, 
!.  The  purpose  of  this  subcommittee 
select  topics  and  chairmen  for  the 
rrent  Perspectives"  series  of 
rams. 

le  1982-83  schedule  for  the  “Current 
pective”  programs  to  be  held  from 
to  5:00  p.m.  throughout  the  year  is 
)llows: 

Wednesday,  October  20,  1982 
Saturday,  November  20,  1982 
Saturday,  December  18,  1982 
Wednesday,  January  19,  1983 
Wednesday,  February  16,  1983 
Wednesday,  March  16,  1983 
jrsday.  May  19,  1983  (in  conjunc- 
on  with  the  House  of  Delegates 
meeting  in  Tucson). 


The  subcommittee  developed  seven 
specific  topics,  noting  on  some  various 
aspects  which  might  beencompassed  in 
the  presentations;  and  selected  possible 
chairmen,  all  of  which  is  set  forth  as 
follows: 

Date:  Wednesday,  October  20,  1982. 
Topic:  Exercise  and  physical  fitness  for 
the  athlete  and  “week-end  warrior.” 
Suggested  areas  to  be  covered: 
Addressing  other  than  the  athlete— the 
average  man  of  of  45— what  he  should  or 
should  not  do;  common  sports  injuries; 
exercise — what  happens  when  one 
begins;  how  valuable  is  exercise  in 
preventing  disease. 

Chairman:  Stuart  I Holtzman,  M.D. 

Date:  Saturday,  November  20,  1982. 
Topic:  Obesity,  Diet,  Nutrition  and 
Disease. 

Suggested  areas  to  be  covered: 
Vitamins-minerals — what  we  need  and 
don't  need;  what  is  and  isn’t  known; 
where  knowledge  ends  and  quackery 
begins;  stomach  stapling. 

Chairman:  Jerome  H.  Targovnik,  M.D. 
Date:  Saturday,  December  18,  1982. 
Topic:  Medical  and  Surgical  Manage- 
ment of  Coronary  Artery  Disease. 
Suggested  Areas  to  be  Covered:  New 
medical  techniques;  diagnostic 
indications  for  surgery;  1982  State-of- 
the-Art. 

Chairman:  Kenneth  L.  Raessler,  M.D., 
Frank  I.  Marcus,  M.D. 

Date:  Wednesday,  January  19,  1983. 
Topic:  Newer  Imaging  Techniques. 
Suggested  Areas  to  be  Covered:  Latest 
techniques  and  what  is  envisioned  for 
the  future;  utirasonograph;  CAT  scan- 
ning; ECHO;  nuclear  isotope. 

Chairman:  M.  Herbert  Nathan,  M.D., 
Alex  Newman,  M.D. 

Date:  Wednesday,  February  16,  1983. 
Topic:  Dilemmas  of  a Teenager.  . 
Chairman:  George  D.  Comerci,  M.D., 
Luis  S.  Tan,  M.D. 

Date:  Wednesday,  March  16,  1983. 
Topic:  Newer  Aspects  of  VD. 

Suggested  Areas  to  be  Covered: 
Herpes;  homosexual  transmission;  drug 
resistant. 

Chairman:  John  V.  Kelly,  M.D.,  Joseph 
W.  Hanss,  Jr.,  M.D. 

Date:  Thursday,  May  19,  1983. 

Topic:  Drug  & Alcohol  Abuse. 

Suggestd  Areas  to  be  Covered:  Scope 
of  problem;  drugs  most  currently 
abused;  medical  aspects  of  manage- 
ment; recognition;  rehabilitation. 

The  committee  determined  that  upon 
confirmation  of  a chairman,  the 
physician  asked  to  serve  for  the  titled 
program  on  the  scheduled  date,  should 
begin  to  outline  his  presentation  and 
select  speakers  to  participate.  It  was 
also  agreed,  however,  that  each 
chairman  should  be  made  aware  of  the 
June  19  meeting  to  be  held  with 
representatives  of  various  pharmaceut- 


ical companies  to  seek  their  assistance, 
either  financial  or  otherwise,  for  the 
“Current  Perspectives”  series,  in  the 
event  the  chairman  wished  to  await  the 
outcome  of  that  meeting  before 
proceeding. 

The  meeting  between  members  of  the 
committee  and  representatives  of 
various  pharmaceutical  companies  will 
be  held  on  Saturday,  June  19, 1982,  at  1 1 
a.m. 


Future 

Medical  Meetings 


The  following  institutions  and  organizations  have 
been  accredited  for  their  continuing  medical 
education  programs  by  the  Arizona  Medical 
Association  and/or  the  Accreditation  Council  for 
Continuing  Medical  Education, 


Arizona  Chapter,  American  Cancer  Society 
Arizona  Heart  Institute 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O.  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital,  Mesa 

The  Eye  Foundation 

Flagstaff  Hospital  & Medical  Center 

of  Northern  Arizona 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Phoenix 

St.  Luke's  Hospital  & Medical  Center,  Phoenix 

St,  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program, 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 

T ucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

■The  accredited  institutions  and  organizations  above 
produce  a variety  of  continuing  medical  education 
programs.  Each  accredited  institution  and 
organization  is  responsible  fordesignating  which  of 
these  programs  meet  ArMA's  requirements  for 
Category  1 credit.  Physicians  who  participate  in 
programs  which  are  designated  Category  1 by 
accredited  institutions  will  receive  Category  1 credit 
toward  the  ArMA  Certificate  in  CME  and  the  AMA's 
Physician's  Recognition  Award, 
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JUNE 


NOVEMBER 


Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

June  10-12.  Arizona  Medical  Association 
Office,  Phoenix.  Sponsor:  ACLS,  Az  Affilate 
Amer.  Heart  Assoc.,  ArMA.  Contact:  Beverly 
Richter,  Arizona  Medical  Association,  810 
West  Bethany  Home  Rd.,  Phoenix,  Arizona 
85013.  Provider  course  approved  for21  hours 
of  Category  1 credit  and  Recertification 
approved  for  13  hours. 

Arthritis:  Today’s  Progress,  Tomorrow’s 
Changes 

June  18  and  19.  Arizona  Biltmore,  Phoenix. 
Sponsor:  St.  Luke’s  Medical  Center.  Contact: 
Christine  Campbell,  Medical  Meeting 
Planner,  St.  Luke’s  Medical  Center.  525  N 
18th  St.,  Phoenix,  Arizona  85006  Approved 
for  12  hours  of  Category  1 credit. 

Desert  Samaritan  Hospital— Hawaiian  CME 
Meeting 

June  19-26.  Kauai,  Hawaii.  Sponsor:  Desert 
Samaritan  Hospital.  Contact:  Cffice  of  CME, 
Betty  Wood,  Desert  Samaritan  Hospital  1400 
S.  Dobson  Road,  Mesa,  Arizona  85202 
^Approved  for  20  hours  of  Category  1 credit. 


JULY 

18th  Annual  Coconino  County  Medical 
Society  Summer  Medical  Seminar 

July  30  and  31.  Little  America  Motor  Hotel, 
Flagstaff,  Arizona  Sponsor:  Arizona  Medical 
Assoc  & Coconino  County  Medical  Society. 
Contact:  Lana  L.  Holstein,  M.D.,  P C.  Box 
392,  Flagstaff,  Arizona  86002.  Approved  for 
13  hours  of  Category  1 credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider  Course 

July  13-15.  Arizona  Medical  Association 
Cffice,  Phoenix,  Arizona.  Sponsor:  ACLS,  AZ 
Affilate  of  the  Amer.  Heart  Assoc.,  ArMA. 
Contact:  Beverly  Richter,  Arizona  Medical 
Association.  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 

AUGUST 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

August  12-14.  Arizona  Medical  Association 
Cffice,  Phoenix.  Sponsor:  ACLS,  Az  Affiliate 
Amer  Heart  Assoc.  & ArMA  Contact:  Beverly 
Richter,  Arizona  Medical  Association.  810 
West  Bethany  Home  Road.  Phoenix,  Arizona 
85013.  Provider  course  approved  for21  hours 
of  Category  1 credit  and  Recertification 
approved  for  13  hours. 

Critical  Care:  Back  to  Basics 

August  14.  Alamos  Resort  Hotel,  Scottsdale. 
Sponsor:  St.  Luke’s  Medical  Center.  Contact: 
Christine  Campbell,  Medical  Meeting 
Planner,  St.  Luke’s  Medical  Center,  Phoenix. 
Arizona  85006. 


SUMMER  CME  CRUISE 
CONFERENCES  ON 
LEGAL-MEDICAL  ISSUES 

Ten  day  Caribbean  cruise  departs  July 
28,  1982  visiting  five  picturesque 

islands.  Fourteen  day  Mediterranean 
cruise  departs  August  21,  1982  visiting 
Italy,  Greece,  Egypt,  Israel,  Turkey. 
Yugoslavia.  Seminars  led  by  dis- 
tinguished professors.  Approved  for  24 
CME  Cat.  1 credits.  Excellent  Fly/Cruise 
group  fares  on  finest  ships.  Both 
conferences,  scheduled  prior  to 
12/13/80,  conform  to  IRS  tax  deduct- 
ibility requirements  under  1976  Tax 
Reform  Act.  Registration  limited.  For 
color  brouchres  contact: 

INTERNATIONAL  CONFERENCES 
189  Lodge  Avenue 
Huntington  Station,  N.Y.  11746 
PHONE  (516)  549-0869 


SEPTEMBER 

Advanced  Cardiac  Life  Support 

September  15-17.  Arizona  Medical 
Association  Office,  Phoenix.  Sponsor:  ACLS, 
AZ  Affiliate  Amer.  Heart  Assoc.  & ArMA. 
Contact:  Beverly  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 


OCTOBER 

The  Under-Achieving  Child 
Behavorable  Health 

Cctober  8 The  Registry  Resort.  Scottsdale. 
Sponsor:  St.  Luke's  Medical  Center.  Contact: 
Christine  Campbell,  Medical  Meeting 
Planner,  St.  Luke’s  Hospital  Medical  Center. 
Approved  for  hour  per  hour  Category  1 
credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

Cctober  12-14  Arizona  Medical  Association 
Cffice,  Phoenix.  Sponsor:  ACLS,  AZ  Affilate 
Amer.  Hospital  Assoc.  & ArMA  Contact: 
Beverly  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 

Fourth  Annual  Seeing  Our  Way  Clear 

Cctober  23.  Arizona  Biltmore,  Phoenix. 
Sponsor:  St.  Luke’s  Hospital  and  Medical 
Center.  Contact:  Christine  Campbell, 
Medical  Meeting  Planner,  St.  Luke’s  Hospital 
and  Medical  Center,  Phoenix,  Arizona  85006. 
Approved  for  hour  per  hour  Category  1 
credit. 


Advanced  Cardiac  Life  Support 
Recertification/Provider 

November  10-12.  Arizona  Mecj 
Association  Cffices,  Phoenix.  Spo 
ACLS,  Az  Affilate  Amer.  Heart  Asso 
ArMA.  Contact:  Beverly  Richter,  Ar' 
Medical  Association,  810  West  Bel 
Home  Road,  Phoenix,  Arizona  8^ 
Provider  course  approved  for  21  hoi' 
Category  1 credit  and  Recertific 
approved  for  13  hours.  , 

XXX  Annual  Convention  of  the 
Medical  Society  of  the  United  States 
and  Mexico 

November  10-13.  Guanajuato,  Me 
Sponsor:  Medical  Society  of  the  U 
States  and  Mexico.  Contact:  Exec 
Secretary,  3161  North  Pantano  F 
Tucson,  Arizona  85715. 

Urologic-Radiologic  Diagnosis  II 

November  19-21.  Scottsdale,  Ariz 
Sponsor:  Maricopa  County  General  Hos 
Contact:  Alex  Newman,  M.D.,  Lee 
Tamsky,  M.D.  Maricopa  County  Ge 
Hospital,  2601  West  Roosevelt,  Pho 
Arizona  85008.  Approved  for  hour  per 
Category  1 credit. 
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Fifth  Annual  International 
Cataract  Surgery  Symposium 

February  15-16,  1983.  The  Alamos  Re 
Scottsdale,  Arizona.  Sponsor  and  Cor 
The  Eye  Foundation,  525  N.  18th  Street 
504,  Phoenix,  Arizona  85006. 


MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month.  Doc 
Hospital,  5:45  p.m.  J.  South  Classrc 
Sponsor:  Shrine  Medics.  Contact:  Robe 
Briggs,  M D.,  5121  N.  Central  Ave.,  Pho( 
AZ  85012. 

Office  Psychiatry  for  the 
Primary  Provider 

2nd  Monday  of  month,  4811  N.  7th  Sti 
Phoenix,  AZ.  Sponsor:  Arizona  Health  F 
Contact:  T R.  Bittker,  M.D.,  Box  5 
Phoenix,  AZ  85010  Approved  forCategc 
credit. 

Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Pho 
Psychiatric  Council.  Contact:  James 
Campbell.  M D.,  5051  N.  34th  St.,  Phoenix 
85018.  Approved  for  2 hours  Categoi 
credit. 

Monthly  Meeting  of  Tucson  Radiologist: 

Last  Tues.  of  month.  Plaza  Internatic 
Tucson,  AZ.  Sponsor:  U of  A Medical  Cer 
Dept,  of  Radiology.  Contact:  Irwin 
Freundlich,  M.D.,  U of  A Health  Scier 
Center,  Dept,  of  Radiology,  Tucson, 
85724.  Approved  for  2 hours  Categor 
credit. 
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trie  Grand  Rounds 

jay  7:30-8:30  a.m  in  Phoenix:  1st 
—Phoenix  Indian  Hospital,  2nd  Tues.— 
opa  County  Hospital,  3rd  Tues.— Good 
ritan  Hospital,  4th  Tues.— St.  Joseph's 
ital.  Sponsor:  Maricopa  County 

iital  (Phoenix  Hospital’s  Affiliated 
3tric  Program).  Contact:  J.  . Kipp 
jton,  M.D..  2601  E.  Roosevelt,  Phoenix, 
5008.  Approved  for  1 hour  per  session 
^ory  1 credit. 

w of  Forensic  Pathology 
[nt  Case,  Special  Topics 

sday,  \weekly,  11  a.m.,  120  S.  6th  Ave., 
nix,  AZ.  Sponsor:  Arizona  Society  of 
ilogists.  Contact:  H.H.  Karnitschnig, 
120  S.  6th  Ave.,  Phoenix,  AZ.  Approved 
hour  per  session  Category  1 credit. 

ARIZONA  HEART 
INSTITUTE 

N.  22nd  St.,  Phoenix,  P.O.  Box  10,000, 
nix,  AZ  85064.  Contact:  Ravi  Koopot, 

al  Conference 
ovascular  Medicine 

Tues.,  5:15  p.m.,  second  floor 
oom 

ARIZONA  STATE 
HOSPITAL 

E.  Van  Buren,  Phoenix,  AZ.  85008. 
ict:  Arnold  L.  Kendall,  M.D. 

. Psychiatric  Grand  Rounds 
Ned.,  1:00-2:00  p.m.,  J-6  Conf.  Rm,, 
iCt:  Dr.  Conger  & Staff 
al-Pathological  Conference 
i/ed.,  1:30-2:30  p.m.  General  Services 
Conf.  Rm. 

;al  Grand  Rounds 

ed.,  1 :00-2:00  p.m..  Medical  Bldg.  Conf. 

VRROW  NEUROLOGICAL 
INSTITUTE 

;al  Education 

\w  Neurological  Institute  of  St.  Joseph’s 
tal  and  Medical  Center,  350  W.  Thomas 
hoenix,  AZ  85013.  Sponsor:  St  Joseph’s 
tal  & Medical  Center.  Contact:  John  R. 
1,  M.D.  Approved  for  1 hour  Category  1 

ilogy  Teaching  Conference 

liays.  8:30-9:30  a.m..  Eighth  Floor  Conf. 
. 

•surgical  Morbidity  Conference 

esdays,  8:15-9:15  a.m.,  on  first  and  third 
fth.  Eighth  Floor  Conference  Room, 
•-ophthalmology  Conference 
ays,  7:30  a.m.  in  8th  floor  neurology 
rence  room. 

I Injury  Conference 
esdays,  8:15-9:15  a.m.,  on  second  and 
ji  weeks,  in  Neuropathology  Conf. 
t-a  multidisciplinary  review  of  admission 
eurosurgeons,  orthopedists,  and 
ilitation  specialists. 

•pathology  of  Gross 

mens  Conference 

day,  7:30-8:30  a.m.  in  the  Morgue. 

•logy-Neurosurgical 

/s.  8-9  a.m.,  First  Floor  Conference  Rm. 

•pathology  or 

•radiology  Conferences 

y,  9 a.m..  Neuropathology  in 


Neuropathology  Conference  Rm., 
Neuroradiology  in  First  Floor  Conference 
Rm. 

Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  Rm. 
Neurosurgical  Journal  Club 

Saturdays,  9-11  am.  in  Eighth  Floor 
Conference  Rm. 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City,  AZ 
85372.  Contact:  Martha  R.  Newby,  ED.D., 
Director  of  Education. 

Medical  Department  Continuing  Medical 
Education 

4th  Wednesday,  12  Noon,  Cl  19.  May,  July, 
Sept.  & Nov. 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon,  Educ. 
Center  Classroom  I & II.  May,  July,  Sept,  & 
Nov. 

Surgical  Department  CME 

4th  Friday,  7 a.m.,  Educ.  Center  Classrooms  I 
& II.  Contact:  Brian  Updegraff,  M.D. 


CAMELBACK  HOSPITAL 

5055  N.  34th  St.,  Phoenix,  AZ  85018.  Sponsor: 
Camelback  Hospital.  Contact:  T.  F.  Reid,  Jr., 
M.D. 

Clinical  Conference 

3rd  Tuesday,  8-9  a.m. 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L.A.  Rosati,  M.D.  Approved  for 
Category  1 credit. 

CME  Programs 

Weekly  Tuesday,  7 p.m.,  Cafeteria-West  End. 

Clinical  Conference  — Dept,  of  Medicine 

Weekly,  Thurs.,  12:30-1 :30  p.m.  Buffet  Lunch, 
Grande  Rm. 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1 :30  p.m.  Grande  Rm. 

Pediatric  Case  Conference 

2nd.  Friday,  12:30  p.m.,  Grande  2 

DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information. 

Physicians  Continuing  Education  Program 

1st  Thursday,  12:30  p.m..  Classrooms. 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N.  Wilmont  Road,  Tucson,  AZ  85712. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 

Family  Practice  Department  Meeting 

1st  Monday,  12  Noon,  (March,  June,  Sept, 
and  December)  Contact:  R.  Grossman,  M.D 

Surgical  Department  Meeting 

3rd  Monday,  11:45  p.m. 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N.  Beaver  Street,  P.O.  Box  1268, 
Flagstaff  AZ  86002.  Contact:  B.  C. 

Hirschberg,  M.D.,  CME  Program  Clinical 


Conference.  Approved  for  Category  1 credit. 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm. 

Clinical  Conferences 

Weekly,  Tuesdays,  12:30  p.m.,  Tollefson  Rm. 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m.,  Hospital  Conf.  Rm. 

Mortality  & Morbidity  Conference 

1st  Thursday,  12:30  p.m..  Hospital  Conf.  Rm. 

GOOD  SAMARITAN 
HOSPITAL 

1033  East  McDowell  Rd.,  Phoenix,  AZ 
Contact:  W.  J.  Howard,  M.D.  Approved  for 
Category  1 credit. 

Anatomical  Path.  & Cytology 

Weekly,  Mondays  4:00-5:00  p.m.,  S-4  Conf 

Rm. 

Gynecological  Section  Conference 

2nd  Monday,  12:30-1:30  p.m..  West  Rm 

Monday  Noon  Conference 

Weekly,  Monday,  12:00-1:00  p.m.  R-2  Conf. 
Rm. 

Mortality/Morbidity,  Surgery  Comm. 

2nd  Monday,  11:30-2:00  p.m..  West  Rm. 
Obstetrical  Section  Conference 
1st  Monday,  12:30-1:30  p.m..  West  Rm. 
Pulmonary  Disease  Grand  Rounds 
Weekly,  Monday,  12:00-1:00  p.m.,  D-5  North 
Family  Practice  Conference 
Weekly.  Tuesday,  12:00-1:00  p.m.,  Fam. 
Practice  Conf.  Rm. 

Pediatric  Grand  Rounds 

3rd.  Tuesday,  7:30-8:30  a.m..  Contact:  Paul 

Bergeson,  M.D. 

Phoenix  Plastic  Surgery 

Residency  Conference 

Weekly,  Tuesday,  5 p.m. -6  p.m..  Education 

Building,  Contact:  Robert  McGregor,  M.D. 

PM  & R Noon  Inservice 

2nd  & 4th  Tuesday,  12  Noon,  R-2  Conference 

Rm. 

Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m.,  West  Rm, 
Contact:  John  A.  Bruner,  M.D. 

Combined  Cardiovascular  & Family  Practice 
Conf. 

1st,  2nd,  & 4th  Wed.,  12:00-1:00  p.m.,  D-5 
North. 

Learning  Disabilities 

Weekly,  Wednesday,  10:30-12:30  p.m.,  R-2 
Conf.  Rm. 

OBGYN  Dept.  Review  & Statistics 

Weekly,  Wednesday,  12:30-1:00  p.m., 
OBGYN  Conf.  Rm. 

Gynecological  Pathology 

Weekly,  Thursday,  1:00-2:00  p.m.,  S-4  Conf. 
Rm. 

Gl  Radiology  Conference 

1st  Thursday,  12:00-1:00  p.m.,  F151, 
Radiology  Conf.  Rm. 

Phoenix  Ultrasound  Soc.  Meeting. 

2nd  Thursday,  Medical  Education  Building, 

Contact:  Dr.  Ben  Ora 

Neurology  Grand  Rounds 

Weekly,  Thursday,  9:00-10:00  a.m.,  D-5 

North. 

Surgical  Grand  Rounds 

Weekly,  Thursday,  7:00-8:30  a.m.,  Education 
Building,  Contact:  Dr.  Gilsdorf 

Tumor  Treatment  Planning  Conf. 

2nd  & 4th  Thursdays,  12:00-1:00  p.m.,  F151 
Radiology 

Joint  Tumor  GYN  Conference 

2nd  Friday,  12:30-1:30  p.m..  West  Rm. 

Medical  Grand  Rounds 

Weekly,  Friday,  8:00-9:00  a m.,  West  Rm. 
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Neuropathy  Conference 

Last  Friday,  1:15-2:15  p.m.,  S-4  Morgue. 
Psychiatry  Grand  Rounds 

Weekly,  Friday,  11:30-1:00  p.m.,  East  Rm. 

KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E.  Ajo  Way,  Tucson,  AZ.  85713.  Contact: 
Eric  C.  Ramsay,  M.D.,  Approved  for  Category 
1 credit. 

Medical  Conference 

Weekly,  Monday,  12:30  p.m..  Contact:  Chief 
Medical  Resident. 

Surgical  Connference 

Weekly,  Monday,  Contact:  R.  Fischer,  M.D, 

OB/GYN  Pathology  Conference 

Weekly,  Thursday,  (except  2nd)  1:30  p.m.. 

Contact:  J Wurzel,  M.D. 

Psychiatry  Journal  Club 

Weekly,  Thursday,  12  Noon,  Contact:  Jose 

Santiago,  M.D. 

Medical  Conference 

Weekly,  Friday,  12:30  p.m..  Contact:  Chief 
Medical  Resident 

MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave.,  Phoenix,  AZ  85008 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m..  Con- 
ference Rms. 

Tumor  Board 

1st  & 3rd  Mondays,  12-1  p.m..  Medical  Con- 
ference Rms. 

MARICOPA  COUNTY 
GENERAL  HOSPITAL 

2601  E.  Roosevelt,  Phoenix,  AZ  85008 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p.m.,  Contact:  S.  Schaffner,  M D, 

Chest  Surgery  Conference 

Weekly,  Mondays,  1 :30  p.m.,  Santa  Cruz  Rm 

Hematology  Conference 

2nd  Tuesday,  1:00  p.m..  Contact:  Walt 

Koppenbrink,  M.D 

OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday,  12  Noon,  Santa  Cruz  Room 

Obstetrical  Problem  Conference 

Weekly.  Tuesday,  7:30  a.m.,  Yavapai  Rm 

Orthopedic  Conference 

Weekly,  Tuesday.  7:30  a.m.,  Santa  Cruz  Rm. 

Pediatric  Grand  Rounds 

2nd  Tuesday,  7:30-8:30  a m.,  Contact:  Robert 

Ganelin,  M.D. 

Urology  Discharge  Planning  Conference 

Weekly,  Tuesday,  11:30  a m..  Station  42 
Hand  Surgery  Conference 
Weekly.  Wednesday, 7:30  a m.,  Santa  Cruz 
Rm. 

Neurosurgery  Discharge  Planning 

Weekly,  Wed.,  1:30  p.m.,  Station  42. 

OB/Neonatology  Seminar 

Weekly,  Wed.  7:30  a m.,  Yavapai  Rm 

Clinical  Psychiatric  Conference 

Weekly,  Wed.,  11-12  p.m..  Mental  Health 

Annex,  Rm  1346 

Surgery  Conference 

Weekly,  Wed  , 7-8  a m..  Surgical  Dept 

Current  Concepts  in  Medicine  & Surgery 

1st  Thursday,  1 p.m..  Dr.  Hospital  Class  Rm., 

Contact:  Dr.  Tamsky. 

Cardiology  Conference 

Weekly,  Thurs.,  2 pm,  Santa  Cruz  Rm 
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OB/GYN  Resident  Conference 

Weekly, Thurs.,  12  p.m.,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  Rm. 

OB/GYN  Surgical  Pathology  Conf. 

Weekly,  Friday,  7:30  a m.,  Yavapai  Rm. 
Orthopedic  X-Ray  Conference 
Weekly,  Friday,  7:30  a m.,  Santa  Cruz  Rm. 

MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  85201 
Contact:  E.  John  Wickman,  M.D. 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm. 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N 20th  Ave.,  Phoenix,  AZ  85015. 
Contact:  J.  Burr  Ross,  M.D  . Approved  for 
Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium. 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday.  12  noon,  5th  floor  auditorium 

PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St.,  Phoenix,  AZ  85016. 
Contact:  Leland  L.  Fairbanks,  M.D., 

Approved  for  Category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  am..  Contact:  D. 

Randall,  M.D 

Clinical  Staff  Teaching  Conference,  Rm.  A. 

Weekly,  Wednesday,  7:30-8:30  a m. 

Otolaryngology  Grand  Rounds 

4th  Wednesday,  4-5  p.m..  Conference  Rm.  A. 
Contact:  N Wendell  Tood,  M.D 

Family  Practice/Emergency  Room  Teaching 
Conference 

Thursday,  Weekly,  7:30-8:30  a.m,,  Conf.  Rm. 
A,  Contact:  Drs.  L.  Fairbanks  & E.Y.  Hooper. 

PHOENIX  MEMORIAL 
HOSPITAL 

1201  S.  7th  Ave.,  Phoenix,  AZ  85036.  Contact: 
George  Scharf,  M D.  Approved  for  Category 
1 credit. 

Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf.  Rm. 

Clinical  Conferences 

Weekly,  Tuesday,  12:30  p.m.,  Kiva  Confer- 
ence Rm. 

Psychiatric  Clinical  Conference 

2nd  Friday,  11:30  a m.,  B-Wing  Conf.  Rm., 
Contact.  Medical  Staff  Secretary 
Tumor  Board  Conference 
Weekly,  Friday,  12  p.m.,  Kiva  Conf.  Rm 
Contact:  H.  Kimball,  M.D. 

SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street,  Scottsdale,  AZ  85251 
Contact:  W.  S.  Williams,  M.D.,  Approved  for 
Category  1 credit. 

Family  Practice  Conference 
1st  Monday,  12:30  p.m..  Doctors'  Lounge 
Emergency  Medical  Services  Conference 
2nd  Monday,  12:30  p.m..  Doctors'  Lounge 
Neurology/Neurosurgery  Conference 
3rd  Monday,  12:30  p.m..  Doctors'  Lounge 


CPC  Conference 

4th  Monday,  12:30  p.m..  Doctors'  Loun^ 

Pediatrics  Conference 

5th  Monday,  12:30  p.m..  Doctors'  Loun> 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m..  Doctors'  Loun 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m..  Doctors'  Loui 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors'  Lour 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m.,  Doctors'  Lour 

Medical  Subspecialties 

5th  Tuesday,  12:30  p.m..  Doctors'  Lour 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m..  Doctors'  Lou 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors'  Lou 
Gl/Med/Surg/Radiology  Conference 

2nd  Friday.  12:30  p.m..  Doctors'  Loung 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ  8f 
Contact:  Joseph  C.  White,  M D. 
OB/GYN  Section  Conference 
3rd  & 4th  Mondays,  12:30-1 :30  p.m.,  1st  I 
Conf.  Rm 

Genetics  Conference 

Weekly,  Monday,  12:30  p.m.,  Pedi 
Department. 

Pediatric  Rounds 

Weekly.  Monday,  Wed,  & Friday,  10:30  ' 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  T uesday,  7:30-8:30  a.m.,  Contact:  J. ' 

Charlton,  M.D, 

ECG  Conference 

Weekly,  Tuesday,  12:30  p.m.,  Ped* 
Department. 

Medical  Grand  Rounds 

Weekly,  Wednesday,  8 a m.,  1st  Floor  ( 

Room 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday.  8 a.m.,  PIMC 

Visiting  Professor  Informal  Presentatior 

Weekly.  Thursday,  9:30  a.m.,  1st  floor  ( 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  12:30  p.m.,  PIMC 

Nephrology  Conference 

Weekly,  Fridays,  12:30  p.m.,  Pedi 
Department. 


ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON  ^ 

350  N Wilmot  Road.  Tucson,  AZ.  Cor 
Eric  G.  Ramsay,  M D Approved  for  Catej 
1 credit.  j 

Family  Practice  Department  Meeting  ! 

3rd  Tuesday,  12  p.m..  Contact:  | 

Moteforte  i 

t 

Ophthalmology  Morbidity/Mortality  Cot 

4th  Tuesday,  12:15  p.m..  Contact:  j 
Sowards.  j 

Current  Concepts  in  Medicine 

Weekly.  Tuesday,  12  p.m..  Auditorium.  . 

Hematology-Oncology  Conference  i 

Last  Wednesday,  12:15-1:15  p.m.,  Conta(l 
Salmon,  M D. 
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ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

orth  18th  Street,  Phoenix,  AZ,  Contact: 
d L.  Hansbro,  M.D. 

ac  Conference 

ly,  Monday,  12:15  p.m..  Auditorium 

Conference 

onday,  12:15  p.m.,  Phillips  Auditorium 

ry  Conference 

lesday,  12:15  p.m..  Auditorium 

jency  Medicine  Conference 

ednesday,  12:15  p.m..  Auditorium 

ovascular-Thoracic  Record  Review 

ednesday,  12:15  p.m..  Auditorium 

)nary  Case  Conferences 

lursday,  7:30  a.m.,  Phillips  Auditorium 

liafry  Conference 

lursday,  7 a.m..  Auditorium 

lined  Medical  General 
ce  Conference 

iday,  12:15  p.m.,  Auditorium 

ology  Grand  Rounds 

riday,  7:30  a.m.,  Auditorium 

lalmology  Conference 

iturday,  8:30  a.m..  Auditorium 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

N.  St.  Mary's  Road,  Tucson,  AZ  85703. 
ct:  see  below. 

ily  Specialty  Conference  — 
of  Surgery 

londay,  7:30  a.m.,  Century  Rm.  A., 
ct:  Med.  Staff  Office. 

I Rounds:  Medical  Surgical,  Family 
ce,  Pathology,  Radiology 

y,  Thursday 

jency  Medicine  Lectures 

y,  Thursday,  8 a.m..  Century  Rm.  A. 

I Health  Update 

day,  11:30-1:00  p.m..  Century  Rm.  A. 

3logy  Conference 

y.  Friday,  8:00-9:00  a.m..  Century  Rm., 
ct:  Anthony  Forte,  M.D. 


TUCSON  MEDICAL 
CENTER  (THMEP) 

E.  Grant  Road,  Tucson,  AZ  85716. 
ict:  Eric  G.  Ramsay,  M.D.  Approved  for 
|ory  1 credit. 

ology  Conference 

ly,  Monday,  except  last,  12  Noon, 

ict:  M.  Maximov,  M.D. 

atology  Conference 

londay,  5:00  p.m..  Contact:  R.  Miller, 

crinology  Conference 

Monday,  12  p.m..  Contact  M.  Parker, 

atal  Conference 

/londay,  7:30  p.m..  Contact:  J.  Lehman, 

cal  Dept.  Conference 

Monday,  12  Noon:  Contact:  C.  Peter 
e,  Jr.,  M.D. 

t Conference 

fuesday,  12  noon,  Contact:  William 
1,  M.D. 

itology  Conference 

'uesday,  12  Noon,  Contact:  M.  Boxer, 


Infectious  Disease  Conference 

3rd  Tuesday,  12  noon.  Contact:  B.  Friedman, 
M.D. 

Nephrology  Conference 

2nd  Tuesday,  12  noon.  Contact:  Dr.  Seltzer. 
Orthopedic  Conference 

1st  Tuesday.  7:30  p.m.,  Contact:  Jay  Katz, 
M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday.  12:30  p.m..  Contact:  Dr. 
Lightner. 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert  Foote, 
M.D. 

Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a.m..  Contact:  Dr. 
Fuchs. 

Family  Practice  Meeting 

2nd  Wednesday,  12:30  p.m.,  Jan.,  April,  July, 
& Oct.  Contact:  C.  Mangelsdorf,  M.D. 

Medical  Conference 

Weekly,  Wednesday,  8:00  a.m..  Contact:  M. 
Fuchs.  M.D. 

Neurology-Neurosurgery  Conference 

Weekly,  Wednesday,  12  noon.  Contact:  H.  W. 
Buschsbaum,  M.D. 

Dermatology  Conference 

1st  Thursday,  12  noon.  Contact:  R.  Friedman, 

M.D. 

Neuroradiology  Conference 

Weekly,  Thursday,  5:00  p.m..  Contact:  N. 
Komar,  M.D. 

Tumor  Conference 

Weekly,  Thursday,  12  noon.  Contact:  Cancer 
Committee. 

Pulmonary/Infectious  Disease 
Case  Conference 

2nd  Thursday,  7:30  a.m.,  Contact:  William 
Nevin,  M.D. 

G— I Conference 

Weekly,  Friday,  12  noon.  Contact:  George 
Kerrihard,  M.D. 

Interhospital  Nuclear  Medicine  Conference 

Weekly,  Friday,  7:15  a.m..  Contact:  S.V.  Hilts, 
M.D. 

OB/GYN  Conference 

1st  Friday,  7:30  a.m..  Contact:  Charles  Parker, 
M.D. 

OB/GYN  Pathology  Conference 

3rd  Friday,  7:30  a.m..  Contact:  R.  Spark,  M.D. 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road,  Phoenix, 
AZ  85012.  Contact:  Alfred  Heilbrunn,  M.D. 
Approved  for  Category  1 credit. 

Gl  X-Ray  Clinical  Correlation  Conf. 

1st  & 3rd  Monday,  1 p.m.,  Rm.  C435,  Contact: 
Drs.  Sanowski,  & Nielsen. 

Medical/Surgical  Gl  Conference 

1st  & 3rd  Monday,  3 p.m.,  Rm.  3134,  Contact: 
Dr.  Kozarek,  Ext  413.  Dr.  Mertz,  Ext  493. 

Gl  Pathology  Conf. 

2nd  & 4th  Monday,  1 p.m..  Path  Conf.  Rm, 
Contact:  Dr.  Sanowski.. 

Orthopedic  Surgery  Conference 

2nd  Monday,  7:30  a.m.,  Rm  3134,  Contact:  Dr. 
Russo. 

Surgery  - Pathology  Conference 

4th  Monday,  4:00  p.m.,  Rm  2128,  Contact:  Dr. 
Mertz  & Dr.  Lanard. 

Vascular  Conference 

2nd  Monday,  3 p.m.,  Rm.  3134,  Contact:  Dr. 
Clintora 

Gl  Grand  Rounds 

Weekly,  Tuesday,  1 p.m..  Contact:  Drs. 


Sanowski,  Kozarek,  after  Gl  Grand  Rounds 
Rm  T-5. 

Housestaff  Pulmonary  Disease  Teaching 
Conf. 

Weekly,  Wed.,  3-4  p.m.,  Rm.  4115,  Contact: 
Dr.  Rohwedder,  Ext.  388. 

Cardiology  Conference 

2nd  Thursday,  1 p.m..  Room  T-5,  Contact:  Dr. 

Habibzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  Contact:  Dr.  Rohwedder 
or  Dr.  Gill. 

Gl  Consultant  Rounds 

1st  Thursday,  1:30  p.m.,  Rm.  T-5. 

Medical  Service  Grand  Rounds 

Weekly,  Friday,  1 1 a.m.,  Rm.  T-5,  Contact:  Dr. 
Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  a.m..  Room  T-5,  Contact  Dr. 
Zeller 

PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below.  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a.m. -2:30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m. 

TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 

Medical  Surgical  Chest  Conference 

Weekly,  Tuesday,  2 p.m..  Contact:  Dr.  Young 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1 :00  p.m.,  VA  Hospital  Staff 

Conf.  Rm.  & (AHSC),  Contact:  Jay  Smith, 

M.D. 

Surgical  Grand  Rounds 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr.  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm. 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m.,  Bldg.  107, 

Contact:  J.  Fitzharris,  D.O. 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly,  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly,  Friday,  12  p.m.,  Contact:  Dr.  Sibley. 

YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield,  M.D.  Approved  for  Category  1 
credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a.m. 

ARIZONA  MEDICINE  403 


U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine,  Tucson, 
AZ  85724,  Robert  M.  Anderson,  M.D,,  Dir.  of 
CME.  Contact:  See  below.  Approved  for 
Category  1 credit. 

Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly,  Thursday,  4-5  p.m..  Room  5403. 
Anesthesiology  Case  Discussion 

Weekly,  Wed.,  7:00  a.m.,  AHSC,  Dining  Rm 
C&D. 

Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m.,  AHSC  Dining  Room, 
C&D,  Contacts:  Drs.  Otto  & Zehngut. 

Cancer  Center  Tumor  Board  Seminar 
3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC 

Auditorium,  Contact:  Cancer  Center. 

Cardiac  Catheterization  Conference 
Weekly,  Friday,  4:00  p.m.,  Contact:  Dr 
Temkin. 

Cardiology  Research  Conference 

Weekly,  Tuesday,  7:30  a m.,  Contact:  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m  , AHSC,  Contact:  Dr 
Byrne-Quinn. 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5505. 
Contact:  Jerry  Goldstone,  M.D.,  Dept,  of 
Surgery. 

Dermatology  Conference 

4th  Monday,  5:15  p.m.,  AHSC,  Contact:  Dr.  R 
Friedman. 

Dermatology  Rounds 

Weekly,  Wed.,  1 1 :30  a m..  Contact:  Dr.  Lynch 
Endocrinology  Seminar 
Weekly,  Thursday,  12-1  p.m..  Contact:  Dr. 
Johnson. 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 am.,  AHSC,  Contact:  Dr 
Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact:  S. 
Paplanus. 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  a m.,  AHSC, 
Contact:  Dr.  T.  Hunter. 

Head  & Neck  Tumor 
Management  Conference 

Weekly,  Wed.,  4:00  p.m.,  Contact:  Dr. 

Manning. 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  6505. 
Contact:  S.  Salmon,  M D.,  Dept,  of  Internal 
Medicine. 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1  p m.,  AHSC,  Contact:  Dr. 
J.  Smith. 

Morbidity/Mortality  in  E.M. 

2nd  Tuesday,  9 a m.,  AHSC,  Contact:  Drs. 
Hughes  & Alcorn. 

rveuromuscuiar  Disease  Conference 

Weekly,  Friday,  11:30  am..  Contact:  Dr. 
Stern. 

Neuropathology  Case  Review 

Weekly,  Friday,  8:30  a m , UAHSC,  Dr.  P 
Johnson. 


Neuroradiology  Conference 

Weekly,  Thurs.,  5:00  p.m..  Contact:  Dr  P C. 
Christenson. 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m.,  Contact:  Dr. 
Stern. 

Neurosciences  Seminar 

Weekly,  Tuesday  & Friday,  7:30  a m.,  AHSC, 
Contact  Dr.  C Bamford. 

Nuclear  Medicine 

Weekly,  Thursday,  7:30  am.,  AHSC 
Radiology  Conference  Rm. 

OB/GYN  Lectures 

Weekly,  Friday,  1 p.m  , AHSC,  Contact:  Dr 
C D.  Christian 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a m.,  AHSC,  Contact:  Dr.  J. 
Herschler. 

Ophthalmology  Retina 
Fluoro.  Conference 

Weekly,  Thursday,  5 p.m.,  AHSC,  Contact: 
Dr.  H.  Cross. 

Orthopedic  Rounds 

Saturday,  8:00  a.m..  Contact:  Dr.  Peltier 

Pain  Conference 

3rd  Monday,  4-5  p m.,  AHSC  Dining  Rm. 
C&D,  Contact:  Drs.  Hameroff  & Cork. 

Pathology  Conference 

Weekly,  Monday,  12  noon,  AHSC,  Contact: 
Dr.  C D.  Christian. 

Pathology  Seminar 

Weekly,  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
5120.  Contact:  Dr.  P.  Finley. 

Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m.,  AHSC,  Contact:  Dr.  A. 

R.  Graham. 

Pediatric  Grand  Rounds 

2nd,  4th  & 5th  Tuesdays,  12  p.m.,  AHSC, 
Contact:  Dr.  H.  Thompson. 

Pediatric  Problem  Patient  Conference 

Weekly,  Wed.,  8:00  a.m..  Contact:  Dr.  Lillian 
Valdes-Cruz. 

Pediatric  Research  Forum 

Weekly,  Tuesday,  7:30  am..  Contact:  Dr. 

Otakar  Koldovsky 

Pediatric  Specialty  Conference 

Weekly,  Friday,  8:00  am.,  Contact:  Dr. 

Marilyn  Heines  & Jane  Ruggill. 

Psychiatric  Grand  Rounds 

Weekly,  Wednesday,  5:30  p.m..  AHSC,  Rm. 

8403,  5th  Floor  Auditorium. 

Psychiatric  Monthly  Case  Conference 
2nd  Friday,  7:30  a m..  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital. 

Pulmonary  Rounds 

Weekly,  Friday,  11:30  am..  Contact:  Dr. 
Benjamin  Burrows 

Chest  Radiology 

Weekly,  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich,  M.D., 
Dept,  of  Radiology 

Neuroradiology  Teaching  Conference 

Weekly,  Wednesday,  7:30  a m.,  AHSC, 
Contact:  Dr  Christenson 

Radiation  Oncology  Planning  Conference 

Weekly,  Friday,  8:30-10:00  a m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly,  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr  Freundlich. 
Radiology-Rheumatology  Conference 
Weekly,  Thursday,  7:45  a m.,  UAHSC,  Library 
Rm.1535C 

Renal  Pathology  Conference 

1st,  3rd,  & 5th  Thurs.,  1 1:30  a m..  Contact:  Dr. 
Nagle. 


Residents  Noon  Conference 

Weekly,  Tuesday  & Thursday,  12:00  n 
AHSC,  Contact:  Dr.  A Greensher. 
Resident's  Conference 
Weekly,  Wed.,  5-6  p.m.,  Diag.  Radic 
Conf.  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  a.m.,  Rm.  5403,  At 

Contact:  Dr  Wangensteen 

Surgical  Morbidity  & Mortality  Conferei 

Weekly.  Wed.,  8:00  am..  Contact: 

Wangensteen 

Joint  Thyroid  Conference 

1st  & 3rd  Tuesdays.,  1-2:00  p.m.,  AHSC, 

6505,  Contact:  S.  C.  Werner,  M.D. 

Trauma  Conference 

Thursday,  4:00-5:00  p.m..  AHSC,  Rm.  5 

Toxicology  Conference 

Weekly,  Tuesday,  8:00  a.m..  Contact 

Keith  Likes. 

Tucson  Ultrasonography  Group 

Weekly,  Wed.,  4:30  p.m.,  AHSC,  Contac 
I.  Freundlich. 

General  Urology  Conference 

Weekly.  Tue.  & Thurs.,  12:00  noon,  AFII 
VA  Hospital  Contact:  Dr.  G.W.  Drach. 
Vascular  Surgery  Conference 
Weekly,  Tuesday.  4-6  p.m.,  AHSC,  Cor 
Dr.  J.  Goldstone. 
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OUdr  your  patients 


1 1he  Upjohn  Oxnpon/ 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


J-9043-4  July  1981 


Contemporary  HypnoticTherapy 


Dalrnane®[fiurazepam  Hci/Roche]  Stands  Apart 
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liams RL,  Karacan  I: 
Introduction,  chap.  1, 
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Frazier  SH.  New  York, 
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The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly*som»no«graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la«ten«cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af«ter  sleep  on»set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to«tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep.' 

REM/NREM.  1 REM,  or  rapid  eye  movement, 
sleep  is  “active” — characteiized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep. - 

re*bound  in«som»nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication. 


ROCHE 

PRODUCTS  INC, 
Manati.  Puerto  Rico 
00701 


Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  nighf  '^  with 

Dalraane® 

flurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid''  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings'' with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therap^d  and  contin- 
ued efficacy  for  up  to  28  nights^ 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”''' with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients. ^ During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
form.ed.  Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane®  ® 

(flurazepam  HCl/Roche) 

Before  prescribing,  piease  consuit  compiete 
product  information,  a summary  of  which 
foiiows: 

indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  lor  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  m persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


UCLA 

Extension 

presents 

An  International  Symposium 

Frontiers  in  Medicine- 
Implications  FOR  THE  Future 

October  1-2, 1982 

The  Beverly  Hilton,  Beverly  Hills,  California 


Join  Drs.  Michael  DeBakey,  Robert  Butler, 

Robert  A.  Good,  Nobel  Laureates  Baruch  Blumberg, 
U.S.  von  Euler,  and  Andrew  V.  Schally,  as  well 
as  other  renowned  scientists,  as  they  discuss  the  most 
significant  new  research  advances  in  arteriosclerosis, 
heart  disease,  cancer,  diabetes,  and  the  aging  process. 

Among  those  questions  addressed  by  the  world's 
leading  experts  are: 

• How  can  atherosclerosis  be  reversed? 

• How  can  we  best  prevent  and  treat  coronary  heart 
disease  and  its  complications? 

• How  good  is  the  artificial  heart  and  how  close  is  it 
to  clinical  application? 

• What  advanced  techniques  are  available  for 
detection  and  management  of  diabetes? 

• Can  the  new  chemoprevention  discoveries  be 
effectively  applied  to  prevent  many  forms  of  cancer? 

• Will  recent  advances  in  knowledge  of  the  aging 
process  enable  us  to  slow  or  reverse  it  within  the 
next  decade? 

Co-sponsored  by  the  UCLA  School  of  Medicine,  the 
American  Longevity  Association  and  the  Los  Angeles 
County  Medical  Association 

16  hours  AMA-  and  CMA-approved  for  continuing 
education. 

For  brochure  and  complete  information,  contact 
UCLA  Extension,  Continuing  Education  in  Health 
Sciences/AM,  10995  Le  Conte  Avenue,  Los  Angeles, 
CA  90024,  (213)  825-8421. 


MEDICAL 

SCHOLARSHIPS 

THE  NAVY  IS  OFFERING  4 YEAR 
MEDICAL  SCHOLARSHIPS  TO  ENTERING 
AS  WELL  AS  ENROLLED  MEDICAL  STUDENTS 


ANY  AMA  APPROVED  MEDICAL  OR  OSTEOPATHIC  SCHOOL  IN  THE  U.S.  OR  PUERTO  Rl 
ALL  TUITION  AND  AUTHORIZED  FEES 
REIMBURSEMENT  FOR  BOOKS  AND  SUPPLIES 
$530  PER  MONTH 

PAY  AND  BENEFITS  OF  AN  ENSIGN  (0-1)  WHILE  ON  45  DAYS  ACTIVE  DUTY  EACH  YE/ 


NO  OBLIGATION  DURING  APPLICATION  OR  SELECTION  PROCESS. 


CALL 

MEDICAL  PROGRAMS  OFFICER 
AT 

(714)  293-6444  (COLLECT) 
FOR  FURTHER  INFORMATION 
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Want  To  Save 
On  Billing? 


3530  E.  INDIAN  SCHOOL  RD 
PHOENIX,  ARIZONA  85018 
TELEPHONE  (602)  957-0010 
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WE  SPECIALIZE 
IN  BILLING  FOR 
PROFESSIONAL 
PEOPLE 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAGUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


Saddle  up 
for  tennis ! 

The  Wickenburg  Inn  offers  a superb 
combination  of  sunshine,  the  romantic  Old 
West  - trail  rides  over  4700  undisturbed 
acres  of  magnificent  Arizona  high  desert 
60  miles  northwest  of  Phoenix  — and  the 
luxury  of  11  courts  for  51  casitas.  Pro- 
fessional instruction  is  available  ...  to 
complete  a perfect  setting  for  an  adventure 
in  better  tennis. 

See  your  Travel  Agent,  or  call  1-684-7811 


Two  night  minimum 
stay  — rates  include 
all  meals,  tennis, 
horseback  riding. 
Call  for  clinic  rates. 


THEWICKINBUnCINN 

Tennis  and  Guest  Ranch 


P.O.  Box  P,  Dept.  AM 
Wickenburg,  Arizona  85358 
(602)  684-7811 


RATES  per  person  from 

Dbl. 

Sgl. 

Thru  APR 

$70 

$76 

MAY-OCT 

44 

53 

MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTURE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


ARIZONA  MEDICINE  409 


Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility*  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015  • (602)  242-5859 


Alan  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 
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BUSINESS  CARDS  ^ LABORATORY  AND  X-RAY  SLIPS  * RX  FORMS  * 

’ BROCHURES  FFRS0^!AL:ZED  PRINTING  * ADDRESSING  MAILING 
NCEMLN^C  LE~TER;.EADS  ENvELQP-S  -ORM^ 

BUSINESS  CAR 
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WE  PRINT  WITH  PRIDE 


THE  ARIZONA  MEDICAL  ASSOCIATION 

Offers 


SUBSTANTIAL  SAVINGS  TO  MEMBERS 


B jS 


NESU  hards  * LABORATORY 
BROCHURES  PERSONALIZED 
N C E VF.^TS  ' FT-PRUFAHC 
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AND  X-RAY  SLIPS  ^ RX  FORMS  * 
PRINTING  * ADDRESSING  * MAILING 
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PATIENT  INFORMAl 

* ANNOUNCEMENT 

* PATIENT  HIST( 
PATIENT  INFORMAl 
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* ANNOUNCEMENT 
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Call  or  Write  “Press”  Preston 
Printing  Department 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 


Phoenix  Members 

Telephone  246-8901 


Tucson  Members 

Ask  Operator  for  Enterprise  265 


Aft  Other  Members 

Call  Collect  246-8901 


NFORMAl 
vJCEMENT 
jT  HIST( 
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\ICEMENT 
T HIST( 
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PATIENT  HISTC 


MEDICINE  or 
BUSINESS? 

If  you  fed  you’re  practicing 
business  instead  of  medicine, 
why  not  consider  an  alternative? 


The  Air  Force  Has 
Opportunities  For: 

General  Surgeons 

Orthopedic  Surgeons 

OB/Gynecologists 

Rheumatologists 

Otolaryngologists 

Call  Collect 

Ben  Benaquista 
In  Tempe 
261-4220 


Many  physicians  are  seeking  relief 
from  the  ever  increasing  pressures  of 
private  practice.  If  you  are  a physician, 
57  years  of  age  or  younger,  the  United 
States  Air  Force  Medical  Service  offers 
you  an  alternative  and  a unique  chal- 
lenge to  serve. 

The  Air  Force  physician  practices 
medicine  in  a group  practice  environ- 
ment with  the  entire  spectrum  of 
medical  specialties  available.  United 
States  Air  Force  Hospitals  are  accred- 
ited by  the  Joint  Commission  and  are 
equipped  with  the  finest  medical  facil- 
ities available.  Health  care  is  provided 
to  every  patient  without  regard  for  the 
patient’s  ability  to  pay.  The  profes- 
sional challenges  and  the  medical  edu- 
cation opportunities  are  unlimited. 

The  Air  Force  physician  normally  has 
time  for  travel,  family  and  personal 
development.  Available  liberal  fringe 
benefits  provide  for  a secure  and 
satisfying  life  style  including  30  days 
vacation  with  pay  annually,  advance- 
ment, travel,  medical  education,  pro- 
fessional pay,  and  recreational  oppor- 
tunities. Assignment  to  a specific  Air 
Force  Hospital  within  the  United  States 
or  overseas  may  be  arranged. 


ARIZONA  MEDICINE  411 


A Financial 
Prescription 

Turn  insurance  claim  receivables  into 
immediate  cash,  with  no  effective  cost  to  you. 

Call  THE  STONEBRIDGE  CORPORATION  to 
set  up  a brief,  confidential,  no-obligation 
meeting  to  determine  how  this  unique 
program  can  best  benefit  your  medical  practice. 

THE  STONEBRIDGE  CORPORATION 

2910  E.  Camelback  Rd..  Suite  160.  Phoenix.  Arizona  85016  956-2755 


Louis  Jacob 

General  Agent 
10210  N 32nd  Street 
Suite  210 

Phoenix,  Arizona  85028 
(602)  971-2632 

• Tax  Shelter  Programs 

• Individual  & Group 

• Life.  Health  and  Pensions 

• Auto,  Fire.  Theft 


We  Want  You  With  Us 

u.  L Louis  Jacob  Agency 

Complete  Insurance  Services 
w Call  Us  for  an  Auto  Quote 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


m 

|.  Prekup  &.  Assoc. 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central.  Suite  509-C  Phoenix.  Az  85012 
(602)  279-1884 


Classified 


PROFESSIONAL 

OPPORTUNITIES 

DICAL  STUDENT, 

RTH  AMERICAN 

ering  fourth  year  (September  1982) 
an  approved  medical  school  in 
<ico,  URGENTLY  seeks  guidance 
financial  support  from  a sponsor 
lanization.  The  multilingual 
ertiser  will  sign  a contract  to  serve 
: year  for  each  year  of  support  after 
aining  her  U.S.  license.  Reply  to:  Box 
, c/o  Arizona  Medicine,  810  West 
hany  Home  Road,  Phoenix,  Arizona 
13. 


/IILY  PRACTICE  FOR  SALE 

eptional  opportunity  in  community 
>0,000.  Hospital  within  five  minutes. 
:tice  currently  is  grossing  $225,000 
can  be  expanded.  No  OB.  Owner 
les  to  retire,  but  would  be  available 
itroduce  buyer.  After  downpayment, 
ncing  can  be  arranged  for  balance, 
rent  lease  assumable  at  advan- 
;ous  low  rate.  Contact:  Professional 
lagement  Midwest,  5150  North  16th 
>et,  C-256,  Phoenix,  Arizona  85016  or 
(602)  277-1006. 


ZONA  LICENSED 

3,  ECFMG,  FLEX,  University  trained, 
ard  certified  Internist  with 
specialty  training  and  certification 
ephrology  seeks  position  from  July 
2.  Has  strong  patient  management 
teaching  skills.  Experienced  in 
rnal  medicine,  noninvasive  cardi- 
gy  and  nephrology  including 
nodialysis,  CAPD,  IPD  and 
isplantation.  Consider  all  types  of 
ition  and  all  locations.  Reply  Box 
, c/o  Arizona  Medicine,  810  West 
hany  Home  Road,  Phoenix,  Arizona 
13. 


GROW  WITH  US  IN  SUNNY  ARIZONA 

The  INA  Healthplan  needs  physicians  in 
family  practice  and  most  specialties  in 
Tucson  and  Phoenix.  Competitive 
salaries  and  comprehensive  benefits 
including  a professional  development 
program,  retirement  plan,  and  group 
incentive  bonus  are  provided.  If  team 
interaction  and  casual  living  interest 
you,  send  your  CV  to:  Professional 
Relations,  INA  Healthplan,  Inc.,  6115 
North  7th  Street,  Phoenix,  Arizona 
85014. 

POSITION  WANTED 

Seventy-four-year-old  retired  physician 
hates  retirement.  Would  like  to  do  detail 
evaluations  and/or  hypnosis  including 
migraine  and  headache,  and  treat  root 
pain.  Licensed  but  not  insured. 
Contact:  Ernest  J.  Parent,  M.D.  10167 
Thunderbird,  Sun  City,  Arizona  85351. 
Phone  (602)  792-1590 

MITCHELL  AND  ASSOCIATES,  INC. 

Is  a statewide  and  national  search  and 
recruiting  firm  specializing  in  physician 
and  medical  placements.  For  further 
information  on  our  services  and  avail- 
able opportunities,  call  (602)  344-2350. 
All  inquires  are  confidential. 

REAL  ESTATE 

BEAUTIFUL  CONDOMINIUM 
Condominios  Pilar 
San  Carlos  Bay,  Mexico 

For  Rent  Two  Bedroom,  Two  Bath,  Fully 
equipped.  Beautiful  180  degree  view  of 
the  ocean.  Swimming  pool.  Boating. 
Fishing.  Restaurant.  $65  a day  plus 
utilities  and  maid  service.  Call:  (602) 
795-4925  for  reservations.  Ask  for 
Marge. 

PINETOP  MOUNTAIN  CABIN 
FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  springtime  activities,  in  the 
White  Mountains  of  Arizona.  Call  Dr. 
Carl  Reiser  in  Winslow  - (602)  289-2371 
days,  289-5081  evenings. 


POINT  BREEZE 

A prestigious  Medical/Dental  Center  at 
Tatum  and  Shea  Boulevard  is  now 
leasing.  Cccupy  in  July.  Design  your 
suite.  Terms  flexible.  Improvement 
allowance.  Serves  Scottsdale,  Northeast 
Phoenix  and  Paradise  Valley.  Call  John 
Powell,  (602)  266-5990 

ATTENTION  PROFESSIONALS 

Why  rent  when  you  can  own?  Are  you 
renting  your  telephone  system  from 
Mountain  Bell?  If  so,  you  are  over- 
paying! Why  not  let  the  professional  at 
Interstate  Telecommunications,  Inc. 
compare  your  Bell  system  against  our 
systems.  We  can  show  you  a cost 
effective,  state-of-the-art,  telephone 
system  for  a fraction  of  the  cost; 
because  with  the  money  you  normally 
pay  Bell,  you  will  be  paying  on  your  own 
system.  Give  us  a call  today!  We’ve  got 
your  number. 

Interstate  Telecommunications,  Inc. 
3507  North  Central  Avenue,  Suite  300 
Phoenix,  Arizona  85012. 
Telephone:  (602)  263-5332. 

PACIFIC  OCEANFRONT 
APARTMENTS  FOR 
SUMMER  RENTALS 

Cne  1-bedroom  (sleeps  four)  ground 
floor,  $550  per  week.  Two  larger  units — 
each  sleeps  four — all  units  modern  and 
brand  new.  $700  per  week.  All  in 
Carlsbad,  California.  Contact:  Robert  H. 
Joseph,  M.D.  2141  Westminster  Drive, 
Riverside,  California.  (714)  780-1686. 

FOR  SALE 

Copy  machine  MITA  DC.  131  one  year 
old,  used  6 months  only.  Price  $2200. 
For  information  call:  Dr.  Tien-Boh  Kwee 
943-6465. 

FOR  SALE 

Strip  Centers.  Anchor  Tenant,  Conven- 
ient Food  Mart.  A National  Franchise. 
Centers  from  9,000  to  23,000  square 
feet.  Excellent  tax  shelter  and 
appreciation.  For  more  details  call: 
C’Keefe  Development  Company  (602) 
933-7375. 
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U KNOW  ITS  REALLY 
XIETY  SYMPTOMS 
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pis  presenting  symptoms:  palpitations,  chest  pain, 
fehronic  exhaustion  and  occasional  difficulties  in  breathing. 
[Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

^ Fbr  rapid  relief  you  prescribe 
Vallum  (dIazefxim/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

\AVUUM€ 

diazeparr/lfechG 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


Please  see  summary  of  product  information  on  the  following  page. 


VALIUM  (diazepam /Roche ) 

Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessivd  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psycholropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines.  nar- 
cotics. barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  IS  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d to  q i d . alcoholism.  10  mg  I i d or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q I d . adjunctively  in  convulsive  disorders.  2 to  10  mg 
b I d,  to  q I d Geriatric  or  debilitated  patients.  2 to  2’/2 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children.  1 to  2'/z  mg  t i d. 
or  q I d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white,  5 mg,  yellow.  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose*  packages  of  100, 
available  in  Irays  of  4 reverse-numbered  boxes  of  25,t 
and  in  boxes  containing  10  strips  of  10  v 

*Supplied  by  Roche  Products  Inc  , Manati,  Puerto 
Rico  00701 

•/Supplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley.  New  Jersey  07110 


ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 
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Arizona  Medicine  (ISSN  0004-1556)  is  the  official 
monthly  publication  of  the  Arizona  Medical 
Association  (810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013)  and  the  Medical  Society  of  the  United  States 
and  Mexico.  Subscription  price  $20.00  per  year.  $2.00 
single  copy.  Second-class  postage  paid  at  Phoenix, 
Arizona  and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to  Arizona 
Medicine  810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013. 

Arizona  Medicine  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor.  Although  all 
advertising  is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  endorsement  by 
this  journal. 

For  information  on  the  preparation  of  articles  write 
the  Managing  Editor,  810  W.  Bethany  Home  Road, 
Phoenix,  AZ  85013.  (602)  246-8901. 


Every  month,  literally  thousands  of  Arizona  residents 
owe  their  lives  to  the  quick  response  and  skilled  care 
provided  by  Arizona  Medical  Transport  (AMT). 

Survival  Flight  . . . the  state’s  first  hospital-based 
emergency  helicopter  service,  and  Associated  Ambulance 
. . . the  state’s  largest  ground  ambulance  service, 
affiliated  to  form  AMT  in  1980.  They  have  since  been 
joined  by  Survival  Flight  fixed  wing  service.  Aircraft 
based  in  Phoenix  provide  patients  requiring  long  distance 
transport  with  the  same  excellent  care  that  AMT  insists 
upon  for  all  its  patients. 

To  learn  more  about  Arizona  Medical  Transport  and 
how  we  serve  you,  or  to  obtain  index  cards  and  phone 
stickers  with  our  number,  call  our  offices  in  Phoenix  at 
241-0500  or  Tucson  at  623-4326. 


ARIZONA  MEDICAL  TRANSPORT,  INC. 


In  an  emergency,  call  246-HELP  or  1-800-352-0605  toll-free  statewide 


Why  More  Physicians  Use 
The  Physician's  Office  Compxjter 
Than  Any  Other 
in-House  System  i 


"It  completely  paid  for  itself  in  4 months 
with  increased  collections  It's  like  adding 
10  years  of  experience  to  our  office  staff" 
Richard  Dwyer,  M D , Los  Angeles,  CA 

"The  Physician's  Office  Computer  has 
overwhelming  user  endorsement" 
Physicians  Desktop  Computer  Letter, 
December,  1981 


"Every  other  means  of  billing  is  clearly 
antiguated  This  is  the  most  cost-efficient, 
reliable  and  best  supported  system  a 
physician  can  own." 

Gary  M Levin,  M D.,  Riverside,  CA 

"Physicians  had  high  praise  for  the 
Physician's  Office  Computer  they  told 
us:  'Does  eight  hours  work  in  two."' 
Computer  Dealer  Magazine,  April  1981 


"After  more  than  two  years  of  daily  use  I 
can't  imagine  managing  the  prartice  any 
other  way  It's  wonderful!" 

Bertie  Hixon,  Office  Mgr., 

B G Krohn,  M D & Assoc.,  Bellflower,  CA 


The  COMPLETE  Medical  Office  Computer 
Developed  BY  Doctors  - FOR  Doctors! 


The  Physician's  Office  Computer  is  the 
easiest  system  to  use  in  the  industry  and 
the  return  on  investment  has  been  clearly 
established,  that's  why  we're  the  biggest 
selling  medical  office  system 


Just  look  at  what  our  system  will  do  for 
your  practice: 

• Reduce  Insurance  Rejeaions 

• Print  Insurance  Forms  Automatically 

• Print  Patient  Statements  ready-to-mail 
including  return  envelope 

• Patient  Ledgers 

• Aged-Accounts 

• Day  Sheet 

• Daily  Check  and  Cash  Registers 

• Detailed  Management  Reports 

• Alphabetized  Patient  List 

• Family  Accounts  and  Billing 

• Automatic  Cross-Posting 
between  doaors 

• Delinquency  Reports  (any  category) 

• Super-Bills 

• Appointments  and  Recall  Notices 

• Clinical  Data  Management 

• and  more  than  can  be  listed  here 


You  owe  it  to  yourself  to  see 
the  many  benefits  your 
practice  will  receive  using 
The  Physician's  Office 
Computer. 

For  more  information  or  a hands-on- 
demonstration,  call  us  today. 


Physician's  Office  Computer 
3030  S.  Rural  Rd. 

Tempe,  AZ  85282 
(602)  968-2800 
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Broad-spectrum  antibacterial  f • Handy  applicator  tip 


ION:  Each  gram  contains:  Aerosporin*'  (Polymyxin  B Sulfate)  5,000  units, 
inc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
te  petrolatum  qs;  in  tubes  of  1 oz  ano  '/j  oz  and  '/n  oz  (approx.)  (oil  packets. 

iNS:  Therapeullcally  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
ctions,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
cosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
leic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
ection.  Prophvlactically  the  ointment  may  be  used  to  prevent  bacterial  contami- 
rns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
i accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
Id  healing. 

IDICATIONS;  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
urn  is  perforated.  This  product  is  cohtraindicated  in  those  individuals 
hown  hypersensitivity  to  any  of  its  components. 

: Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
I,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
lie  ulceration  and  other  extensive  conditions  where  absorption  of  neo- 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal,  Durihg  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  sighs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  guickly  oh  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  thaf  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  hohsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
In  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
Re"ea“?h  Ototoxicity  and  nephtotoxicity  have  been  reported  (see  Warning  section). 

North  Carolina  27709  Complete  literature  available  on  request  from  Professional  Services  Dept,  PML. 


MEDICINE  or 


BUSINESS? 


The  Air  Force  Has 
Opportunities  For: 

General  Surgeons 
Orthopedic  Surgeons 
OB/  Gynecologists 
Rheumatologists 
Otolaryngologists 

Call  Collect 

Ben  Benaquista 
In  Tempe 
261-4220 


If  you  feel  you’re  practicing 
business  instead  of  medicine, 
why  not  consider  an  alternative? 

Many  physicians  are  seeking  relief 
from  the  ever  increasing  pressures  of 
private  practice.  If  you  are  a physician, 
57  years  of  age  or  younger,  the  United 
States  Air  Force  Medical  Service  offers 
you  an  alternative  and  a unique  chal- 
lenge to  serve. 

The  Air  Force  physician  practices 
medicine  in  a group  practice  environ- 
ment with  the  entire  spectrum  of 
medical  specialties  available.  United 
States  Air  Force  Hospitals  are  accred- 
ited by  the  Joint  Commission  and  are 
equipped  with  the  finest  medical  facil- 
ities available.  Health  care  is  provided 
to  every  patient  without  regard  for  the 
patient’s  ability  to  pay.  The  profes- 
sional challenges  and  the  medical  edu- 
cation opportunities  are  unlimited. 

The  Air  Force  physician  normally  has 
time  for  travel,  family  and  personal 
development.  Available  liberal  fringe 
benefits  provide  for  a secure  and 
satisfying  life  style  including  30  days 
vacation  with  pay  annually,  advance- 
ment, travel,  medical  education,  pro- 
fessional pay,  and  recreational  oppor- 
tunities. Assignment  to  a specific  Air 
Force  Hospital  within  the  United  States 
or  overseas  may  be  arranged. 


Keflex' 

cephaluxin 


Additional  information  available 
to  the  profession  on  request. 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


A Family ' 
I n vestment 
the  Arabian 
Horse. 

More  and  more  people  in  high  tax  brackets  are  finding 
the  Arabian  Horse  to  be  an  excellent  investment.  There 
are  many  investments  which  offer  similar  opportunities 
for  tax  benefits,  captial  gains,  income,  etc.,  but  we  think 
Arabian  horses  give  one  big  bonus  that  most  of  the 
others  don’t  ...  an  investment  in  your  family.  Each 
member  of  the  family  can  have  an  active  part  in  your 
Arabian  horse  business.  Find  out  more  from  the  farm 
which  has  bred  more  Arabian  horses  than  any  other  in 

the  country. 


Al-Marah  Arabians 

4101  North  Bear  Canyon  Road 
Tucson,  Arizona  85715 
Phone  (602)  749-1162 


COMPUTED 
TOMO 
OF  THE 
HEAD 


Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility*  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015  • (602)  242-5859 


Alan  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamnn,  MD 


Medical  Group 
Management  Association 


THESE  TWO 
ASSOCIATIONS 
ENDORSE 


American  Group 
Practice  Association 


CNA’s 

Professional  Liability  Program 

for 

Medical  Group  Practices 

(A  National  Program  for  Groups  of  3 Physicians  or  More) 


AVAILABLE  IN  ARIZONA 
THROUGH 


Optional  Coverages 
Available 


Limits  to  $25  Million 
Available 


CHARLES  FISHER,  C.L.U. 

Regional  Representative 
Medical  Group  Insurance  Services 

And 

ORTH  LaPRADE INSURANCE 
4601  N.  BLACK  CANYON  FREEWAY 
P.O.  BOX  11667 
PHOENIX,  ARIZONA  85061 

PHONE:  246-4946 


Coverage  “Occurrence” 
or  “Claims  Made” 


Deductible  Available 
$25,000  or  More 


RATES  ARE  COMPETITIVE 

A comprehensive  plan  of  professional 
and  business  liabiiity  protection 
for  singie  specialty  and  multi-specialty 
medical  group  practices. 


INSURANCE  FROM 

CVA 


THE  ARMY  NEEDS  PHYSICIANS 

PART-TIME. 

The  Army  Reser\'e  offers  you  an  excellent  opportunity  to  serv'e  your  country 
as  a physician  and  a commissioned  officer  in  the  Army  Reserve  Meciical  Corps.  Your  time 
commitment  is  flexible,  so  it  can  tit  into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will  complement  your  career  by  working 
and  consulting  with  top  physicians  during  monthly  Reserv^e  meetings  and  medical 
conferences.  You  will  enjoy  the  benefits  of  officer  status,  including  a non-contributory 
retirement  annuity  when  you  retire  from  the  Army  Reserv'e,  as  well  as  funded  continu- 
ing medical  education  programs.  A small  investment  ot  your  time  is  all  it  takes  to  make 
a valuable  medical  contribution  to  your  community  and  ccuintry.  For  more  informa- 
tion, simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 

Call  Collect/Write  USAR  AMEDD  PROCUREMENT 
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tor: 
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stract 

iince  the  introduction  of  the  balloon-tipped,  flow- 
ected  pulmonary  artery  catheter  in  1970  by  Swan  and 
nz,^  bedside  monitoring  of  the  pulmonary  artery  and 
Imonary  artery  occluded  (capillary  wedge)  pressures, 
xed  venous  blood  gases,  cardiac  output,  and  various 
culated  hemodynamic  parameters,  has  become 
Timonplace  in  the  care  of  critically  ill  patients.  One 
heter  manufacturer  unofficially  has  reported  the  sale 
500,000  such  catheters  in  1981  alone.  However,  this 
:reased  usage  has  also  highlighted  new  and  previously 
suspected  side-effects  or  complications  associated 
:h  catheter  insertion  and  utilization.  A brief  review  of 
;se  is  the  purpose  of  this  discussion.  The  true 
:idence  of  such  untoward  events  is  difficult  to 
termine  as  most  have  been  reported  as  case 
isentations,  but  where  available,  complication  rates 
I be  listed. 


m:  Good  Samaritan  Medical  Center,  Phoenix,  Arizona.  Dr. 
ncan,  Resident  in  Medicine  and  Dr.  Powner,  Director,  Critical  Care 
vices.  Reprint  requests  to:  David  J.  Powner,  M.D.,  Critical  Care 
vices.  Good  Samaritan  Medical  Center,  1111  East  McDowell  Road, 
tenix,  Arizona  85062. 


Insertion 

Venous  access  for  insertion  of  the  pulmonary  artery 
catheter  is  generally  done  via  the  subclavian,  internal 
jugular  or  antecubital  vein,  and  is  clearly  dependent 
upon  a familiarity  with  the  applicable  regional  anatomy.^ 
The  creation  of  a pneumothorax  during  cannulation  of 
the  subclavian  vein  has  been  reported  in  six  percent  of 
such  attempts  due  to  the  proximity  of  the  underlying 
lung  pleura,  while  puncture  of  the  subclavian  artery 
occurred  in  19%.^ 

Formation  of  a subclavian  arteriovenous  fistula, 
hemothorax,  placement  of  the  catheter  into  the  pleural 
space,  catheter  and  fluid  entry  into  the  mediastinum, air 
embolism,  and  nerve  injury  have  also  been  reported  as 
less  common  events  noted  in  less  than  two  percent  of 
patients.^  Total  complication  rates  have  ranged  from  0 to 
21%  in  reported  series  and  appear  related  to  the 
experience  of  the  physician  and  to  the  technique  used.^ 

Several  techniques  have  been  described^'*  for  can- 
nulation of  the  internal  jugular  vein.  Pneumothorax 
appears  as  a less  common  complication,'*'^  while  injury  to 
the  thoracic  duct  during  catheterization  of  the  left 
internal  jugular  vein,  air  embolism,'*  phrenic  nerve 
injury,®  and  Superior  Vena  Cava  syndrome’  have  rarely 
been  noted.  Bleeding  due  to  inadvertent  puncture  of 
the  carotid  artery  is  reported  in  about  ten  percent  of 
attempts  but  usually  is  easily  controlled  with  local 
pressure  while  tenderness  over  the  insertion  site  occurs 
in  a large  percentage  of  cases.'*Thrombosisof  an  internal 
jugular  vein  has  recently  been  reported  in  66%  of 
patients  with  pulmonary  artery  catheter  placement  via 
this  route  and  was  correlated  with  the  degree  of 
concomitant  circulatory  failure.® 

Cannulation  of  the  antecubital  vein  eliminatesthe  risk 
of  pneumothorax  but  limits  the  movements  of  the 
patient’s  arm  and  has  a greater  incidence  of  catheter 
displacement  within  the  pulmonary  artery.  Throm- 
bophlebitis, deep  venous  thrombosis,  and  local 
suppurative  complications  are  also  common  with  this 
location.® 

Arrhythmias 

Cardiac  arrhythmias  occur  during  as  many  as  75%  of 
catheterizations,*®'*®  and  are  considered  to  be  due  to 
irritation  of  the  endocardial  surface  by  the  catheter  tip. 
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The  most  common  arrhythmias  are  premature 
ventricular  contractions,  while  instances  of  self-limited 
ventricular  tachycardia  in  20%  of  patients,  sustained 
ventricular  tachycardia  in  three  percent,  and  rare 
ventricular  fibrillation  have  also  been  noted/^  Passage  of 
the  catheter  into  the  pulmonary  artery  has  resolved  most 
arrhythmias,  although  deaths  related  to  this 
complication  are  reported.^®  EKG  abnormalities  include 
right-bundle  branch  block  during  passage  of  the  cath- 
eter through  the  right  ventricle  (5%  of  patients), 
complete  heart  block  in  a patient  with  pre-existing,  left- 
bundle  branch  block  and  acute  myocardial  infarction,'^ 
simultaneous  right-bundle  and  block  of  either  fasicle  of 
the  left-bundle,'®  and  right-bundle  branch  block  inter- 
mittently during  catheter  balloon  inflation.'"' 
Thrombosis 

In  situ  formation  of  thrombi  around  or  proximal  to  a 
subclavian  insertion  site  has  been  reported  in 
approximately  1.7%  of  catheters  inserted  via  this  route.® 
Internal  jugular^'^  and  antecubital®  vein  thrombi  like- 
wise may  occur. 

A massive  and  fatal  thrombus  occurred  in  a patient 
with  respiratory  failure  described  by  Yorra,  et  al.'®  twelve 
hours  after  placement  of  the  catheter.  A 5.5  x 1.4  cm 
thrombus  was  found  at  autopsy  encasing  the  distal  end 
of  the  catheter  which  occluded  the  main  pulmonary 
artery.  Heparin  bonding  to  the  catheter  during  manu- 
facture has  been  suggested  to  reduce  such  comp- 
lications.'® 

Pulmonary  infarction  secondary  to  local  thrombus 
formation  around  the  catheter  is  described  in  two 
patients  by  Goodman,  et  al.^°  in  association  with  areas  of 
roughened  endothelium  within  the  pulmonary  artery. 
Infarction  has  also  been  described  after  the  catheter  has 
remained  in  the  “wedge”  position  for  prolonged 
periods,^'  thus  demonstrating  the  need  for  careful 
attention  to  the  pulmonary  artery  wave-form  display  by 
nursing  personnel  and  prompt  correction  of  spon- 
taneous or  continuing  occlusions  of  the  pulmonary 
artery. 

Infection 

As  a foreign  body  in  vivo,  the  catheter  may  become  a 
nidus  of  infection  from  skin  flora  or  via  hematogenous 
spread  of  organisms  from  a distant  site  and  subsequently 
become  itself  a source  of  recurrent  bacteremia.®  In  Sise’s 
study,'®  cellulitis  at  the  catheter  insertion  site  occurred 
in  16%,  and  catheter-related  sepsis  in  25  of  320  (7.8%) 
catheterizations.  The  mean  duration  of  catheterization 
was  significantly  longer  (107  hours  versus  70  hours)  in 
patients  who  developed  cellulitis.  Cultures  of  the 
catheter  tip  have  been  positive  from  20%  to  28%  of 
catheters  in  other  studies,^''^^  although  the  significance 
of  this  finding  is  unclear  as  contamination  of  the  catheter 
within  the  subcutaneous  tissue  tract  is  possible. 
Organisms  identified  from  the  catheter  tip  include 
Staph,  epidermidis,  diphteroids,  pseudomonas,  serratia 
and  Staph,  aureus. 

Applefield,  et  al.®®  cultured  pulmonary  arterial  blood 
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daily  from  57  patients  with  pulmonary  artery  lines  i\ 
found  that  patients  with  no  obvious  source  for  infect  i 
had  no  positive  blood  cultures  provided  the  cather 
was  in  place  for  less  than  72  hours  and  was  repositior  j 
less  than  three  times.  Patients  with  obvious  sources  i 
infections  had  a 25%  incidence  of  positive  pulmon/ 
arterial  blood  cultures  within  72  hours.  These  auth; 
concluded  that  catheterization  did  not  promote  a h i 
rate  of  infection  if  discontinued  within  72  hours  an  | 
the  catheter  was  repositioned  less  than  three  times. 
Perforation 

One  of  the  most  serious  complications  of  pulmon 
artery  catheters  is  perforation  of  the  pulmonary  art 
with  hemorrhage  into  or  around  the  lung.  At  k 
fifteen  cases  with  eight  fatalities  have  been  reported. 
Pulmonary  hypertension  was  present  in  all  but  c 
patient,  and  several  patients  were  on  anticoagulai 
Non-fatal  arterial  ruptures  are  usually  contained  by 
surrounding  lung  and  appear  as  an  infiltrate  around 
catheter  tip  on  chest  x-ray.  Rosenbaum,  et  al.®®  cal 
attention  to  small  amounts  of  hemoptysis  as  warn 
signs  of  pulmonary  artery  injury.  Management  of  t 
event  includes  removal  of  the  catheter,  ra| 
determination  of  the  site  of  bleeding,  and  surgery. 
Other  Complications 

Perhaps  surprisingly,  only  occasional  reports 
valvular  injury  have  appeared  in  the  literatii 
Ettinghausen,  et  al.®^  report  erosions  on  the  arterial  s 
of  the  tricuspid  valve  leaflets  while  withdrawal  of  i 
catheter  with  an  inflated  balloon  has  resulted  in  rupti 
of  the  chordae  tendinae  of  the  tricuspid  valve  a 
significant  tricuspid  regurgitation.®®  Likewi 
pulmonary  valve  damage  may  occur  with  result, 
pulmonic  regurgitation.®®  Sterile  thrombotic  ent 
cardial  vegetations  also  have  been  observed  in  assi 
iation  with  catheter  positioning.®® 

Knotting  of  the  catheter  within  the  right  ventricii 
cavity  is  a rare  complication  and  is  usually  associal 
with  introduction  of  excessive  length  of  the  cathe 
during  insertion.  Several  ingenious  techniques 
recovering  the  catheter  have  been  reported.® 
Thrombocytopenia  apparently  due  to  plate 
consumption  was  noted  in  patients  undergoing  co 
nary  bypass  surgery. 

Conclusion 

Pulmonary  artery  catheters  have  become  a valua 
tool  in  managing  critically  ill  patients.  Seric 
complications  occur  in  about  three  percent  of  catl 
terizations.'®  Insertion  of  the  catheter  can  lead 
pneumothorax,  arrhythmias,  hematomas,  and 
embolism.  Infection  can  occur,  but  it  is  less  frequen 
the  catheter  is  left  in  place  less  than  three  days  a 
manipulated  less  than  three  times.  Venous  thrombc 
and  pulmonary  infarction  have  been  reported,  as  h< 
valvular  damage  and  knotting  of  the  catheter,  but  I 
most  serious  complication  is  pulmonary  artery  ruptu 
Hopefully,  familiarization  with  such  complications 
pulmonary  artery  catheters  will  allow  physicians  to  i 
them  wisely  and  safely. 
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Editorial  Comment 


Kenneth  B.  Desser,  M.D. 

Given  the  usual  setting  in  which  the  Swan-Ganz 
catheter  is  inserted,  it  is  surprising  that  there  are  not 
more  complications  attendent  to  its  use.  Passage  of  these 
catheters  has  resulted  in  a few  “non-complications” 
which  can  occasionally  be  misinterpreted  by  the  unwary 
clinician.  Mechanical  effects  of  the  catheter  can  pro- 
duce hemodynamic  changes  which  result  in  unusual 
auscultatory  findings.  During  the  past  three  years  we 
have  encountered  nine  patients  who  developed  striking 
murmurs  as  a consequence  of  the  catheter  being  passed 
across  the  tricuspid  valve.  In  such  subjects  a high 
frequency  systolic  murmur  has  been  appreciated  at  the 
lower  left  sternal  border.  These  acoustic  events  are 
ascribed  to  tricuspid  insufficiency.  In  a patient  with 
acute  myocardial  infarction  these  noises  could  be 
misdiagnosed  as  septal  or  papillary  muscle  rupture. 
Clues  to  the  true  origin  of  the  murmur  include:  1) 
marked  respiratory  changes  with  appearance  or  en- 
hancement of  intensity  during  inspiration  and  2)  posi- 
tional alteration  of  the  murmur  quality  which  is 
attributed  to  a shift  in  catheter  location  within  the 
tricuspid  valve.  Rarely,  loud  midsystolic  “clicks”  or 
“thuds”  have  been  associated  with  this  catheter.  These 
sounds  have  been  shown  by  simultaneous  phono- 
echocardiography,  to  arise  as  a consequence  of  the 
catheter  coming  into  contact  with  the  interventricular 
septum  during  mid-systole. 

Supported  by  the  Biomedical  Research  Memorial  Fund, 
Inc. 
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Editors  Note:  Dr.  Haddow  and  colleagues  have  a major 
program  for  alpha-fetoprotein  (AFP)  screening  in  Maine  and 
upper  New  England,  upon  which  the  following  paper  is  based. 
FH,  Editor 

Abstract 

Newborn  screening  of  phenylketonuria  (PKU), 
hypothyroidism  and  other  diseases  has  come  into 
practice,  upgrading  neonatal  care.  The  newest 
analogous  develpment  is  the  testing  of  maternal  serum 
alpha-fetoprotein  (MSAFP)  in  mid-trimester.  Our 
experience  in  Maine  and  that  of  other  pilot  programs 
indicate  that  MSAFP  screening  should  now  be 
considered  for  inclusion  in  standard  prenatal  care. 
Information  necessary  to  MSAFP  screening  is  presented 
here  in  a question-and-answer  format,  illustrating  the 
need  for  an  organized,  coordinated  approach  to  MSAFP 
testing.  We  have  found  this  successful  in  Maine  and 
propose  generally  the  “Alpha-fetoprotein  screening  is  a 
test  whose  time  has  come.” 


From:  The  Foundation  for  Blood  Research,  P.  O.  Box  428, 
Scarborough,  Maine  04074.  The  project  upon  which  this  publication  is 
based  was  performed  with  partial  funding  from  the  Division  of  Child 
Health,  Bureau  of  Health,  Maine  Department  of  Human  Services. 


Introduction 

A strong  case  can  be  made  for  incorporating  sec 
trimester  maternal  serum  alpha-fetoprotein  (MS/ 
screening  into  standard  prenatal  care,  given 
extensive  documentation  of  its  performance  r 
available. ' Such  testing  offers  the  opportunity 
identify  a variety  of  high  risk  pregnancy  conditif 
Among  them  are  open  lesions  of  the  fetal  dorsa 
ventral  surface.  Early  concerns  about  misdiagnosis  h 
been  allayed,^  and  women  with  a broad  variety 
religious  and  ethical  backgrounds  have  chosen  to  h 
the  test.^ 

Pilot  programs  in  the  United  States  have  proviv 
insights  into  laboratory  and  program  elements  wK 
need  to  be  in  place  before  it  is  safe  to  offer  MS,: 
screening  as  part  of  routine  prenatal  care.^  In  m 
respects,  alpha-fetoprotein  testing  during  the  seco 
trimester  is  similar  to  newborn  screening  for  conditi 
such  as  phenylketonuria  (PKU)  and  hypothyroidi 
Both  prenatal  and  newborn  screenings  require  caref 
monitored  expert  laboratory  services  (prefera 
processing  sufficient  sample  numbers  to  keep  o 
down  and  to  maintain  a high  degree  of  laborat 
proficiency),  and  integrated  clinical  program  servi 
which  coordinate  follow-up  activities  and  prov 
prompt  information  to  physicians  and  patients.  V\ 
MSAFP  screening,  time  constraints  are  sufficiei 
stringent  and  follow-up  diagnostic  procedu 
sufficiently  complex  that  clinical  program  services 
even  more  critical  than  with  newborn  screening.^ 

Unlike  newborn  screening,  which  is  gener 
mandated  by  state  governments  and  carried  out  in  st 
laboratories,  MSAFP  screening  is  elective,  opera 
usually  on  a fee-for-service  basis,  and  is  carried  outi 
variety  of  settings.  Because  of  the  voluntary,  m 
legislated,  decentralized  nature  of  MSAFP  screening 
physicians  planning  screening  need  to  acquire  ba 
information  on  the  quality  and  extent  of  MSAFP  test 
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/ices  being  offered.  We  also  need  to  develop  an 
ierstanding  of  what  impact  such  screening  will  have 
our  practice  and  our  patients.  Active  involvement  in 
ining  and  implementation  of  MSAFP  screening  leads 
ligher  quality  and  more  reliable  services, 
he  following  are  questions  commonly  asked  by 
sicians,  we  have  found,  just  beginning  to  provide 
AFP  screening,  and  the  answers  help  to  explain  why 
organized,  coordinated  approach  to  screening  is  so 
essary. 

0 should  be  offered  screening? 

)nce  screening  services  are  available  in  a given  area, 
Dregnant  women  should  be  informed  about  MSAFP 
availability  prior  to  16  weeks  gestation.  This  gives 
m (the  patients)  the  opportunity  to  decide  whether 
y wish  to  avail  themselves  of  the  service.  Screening  is 
recommended  for  women  who  do  not  seek  prenatal 
? until  21  weeks  or  more  after  the  last  menstrual 
iod. 

ere  does  maternal  serum  alpha-fetoprotein  come 
n? 

TP  isanalogoustoalbumin.  Itisproduced  bythe  fetal 
r and  is  a major  fetal  serum  protein,  ranging  in 
centration  between  100  and  300  mg/dL  during  the 
and  trimester.  Fetal  urine  contains  AFP.  This  is  the 
al  source  for  the  AFP  found  in  amniotic  fluid.  AFP 
:hes  the  maternal  circulation  by  two  routes: 
isamniotic  diffusion  and  transplacental  passage, 
ilpha-fetoprotein  normally  present  in  second  tri- 
iter  maternal  serum? 

es.  In  the  second  midtrimester,  AFP  levels  are 
mally  in  the  range  of  25-100  ng/mL.  Nonpregnant 
Its  ordinarily  have  only  one  to  two  ng/mL  in  their 
jm. 

maternal  blood  levels  of  alpha-fetoprotein  remain 
istant  throughout  pregnancy? 

lo.  Levels  rise  steadily,  beginning  around  the  12th 
ik  after  the  last  menstrual  period  and  peaking  at  the 

1 week.  For  this  reason  considerable  effort  needs  to 
expended  to  define  normal  reference  values  for  each 
tational  week  during  the  second  trimester.  The 
mal  median  serum  AFP  level  rises  roughly  15%  to  20% 
h week  during  that  time  period. 

en  should  screening  ideally  be  done? 

etween  16  and  18  weeks  gestation  is  the  optimal 

;al)  time.  Up  to  20  weeks  gestation  is  considered 

eptable.  (Test  sensitivity  is  much  lower  prior  to  16 

?ks.) 

IV  important  is  gestational  dating  for  MSAFP  inter- 
tation? 

Titical.  Gestational  age  iscalculatedfromthefirstday 
the  last  menstrual  period  and  is  adequate  for 
?rpreting  screening  results,  if  a woman  is  reasonably 
tain  of  her  dates.  Otherwise,  ultrasound  dating  is 
:essary.  Physical  examination  is  unreliable. 

>uld  MSAFP  screening  be  done  if  the  woman  is  having 
niocentesis  for  some  other  indication? 

('es.  MSAFP  results,  in  serum,  give  added  information, 
n when  AFP  diagnostic  measurements  in  amniotic 


fluid  are  being  carried  out.  MSAFP  levels  can,  at  times, 
help  to  clarify  borderline  diagnostic  situations  and  also 
give  insights  into  other  high  risk  pregnancy  conditions. 
The  blood  sample  must  be  obtained  prior  to 
amniocentesis. 

How  common  are  the  major  fetal  defects  being 
screened  for  by  MSAFP  testing? 

In  the  United  States,  spina  bifida  and  anencephaly 
each  occur  at  the  rate  of  one  per  thousand  live  births. 
Thus,  the  combined  rate  is  two  per  thousand,  ranking 
neural  tube  defects  among  the  commonest  major 
malformations.  There  is  a lower  prevalence  in  the  black 
population.  Open  ventral  wall  defects  occur  at  the  rate 
of  between  three  and  four  per  ten  thousand. 

How  specific  is  the  screening  test  for  open  fetal  defects? 

MSAFP  is  a screening  test.  It  is  relatively  nonspecific.  It 
is  not  a diagnostic  test  but  rather  serves  to  identify  a 
group  of  high-risk  pregnancies  for  which  further  testing 
is  indicated.  A positive  screening  test  in  no  way  implies 
that  the  pregnancy  is  destined  to  end  badly. 

Will  MSAFP  screening  detect  ail  open  neural  tube  and 
ventral  wall  defects? 

No.  Even  when  the  cut-off  for  defining  MSAFP 
elevation  is  set  reasonably  low,  the  detection  rate  is 
approximately  80%  for  open  spina  bifida  cases,  80%  for 
ventral  wall  defects,  and  90%  for  anencephaly. 

Will  MSAFP  screening  detect  skin  covered  (closed) 
defects? 

No.  AFP  must  first  leak  across  exposed  membrane 
surfaces  on  the  fetus  into  amniotic  fluid  before  it  can 
diffuse  into  the  maternal  circulation.  About  20%  of  spina 
bifida  defects  are  closed. 

Are  other  pregnancy  conditions  associated  with  MSAFP 
elevations? 

Yes.  Placental  defects  giving  rise  to  feto-maternal 
hemorrhage  will  also  produce  MSAFP  elevations.  When 
MSAFP  levels  are  high  and  follow-up  diagnostic  studies 
for  open  defects  are  normal,  the  pregnancy  remains  at 
increased  risk  for  low  birth  weight  outcome  or  spon- 
taneous fetal  loss.®'^  In  addition,  very  high  MSAFP  levels 
are  commonly  found  in  cases  of  fetal  demise. 

Does  MSAFP  screening  detect  twins? 

Yes.  The  median  MSAFP  value  for  twin  pregnancies  is 
twice  that  for  singletons,^  probably  because  both  fetuses 
are  manufacturing  full  amounts  of  AFP.  Flence, 
depending  on  the  cut-off  used,  as  many  as  50%  of  twin 
pregnancies  can  be  identified  by  ultrasound 
examinations  of  women  referred  for  evaluation  because 
of  a positive  screening  test. 

Are  any  problems  associated  with  low  MSAFP  values? 

Yes.  Most  commonly,  very  low  MSAFP  values  result 
when  pregnancies  are  assigned  a gestational  age  greater 
than  is  the  case.  Other  conditions  associated  with  low 
values  include  hydatidiform  mole,  missed  abortion,  and 
nonpregnancy. “ 

What  is  an  appropriate  cut-off  level  for  the  MSAFP  test? 

Nearly  all  laboratories  have  chosen  cut-offs  ranging 
between  2.0  and  2.5  Multiples  Of  the  Median  (MoM)  for 
each  gestational  week.  This  means  that  between  three 
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percent  and  five  percent  of  women  screened  will  have 
an  initial  positive  screening  result  if  the  laboratory  is 
functioning  properly. 

What  happens  when  a patient  has  a positive  MSAFP 
screening  result? 

Although  some  reassurance  can  be  given  to  the 
patient  (depending  upon  the  degree  of  MSAFP 
elevation),  she  will  need  further  evaluation.  The  next 
step  may  be  repeating  the  blood  test  or  doing  an 
ultrasound  examination.  It  is  important  to  talk  this  over 
with  the  MSAFP  program  coordinator  prior  to  speaking 
with  the  patient. 

How  often  is  amniocentesis  indicated  by  MSAFP 
screening? 

Depending  upon  the  cut-off  selected  for  defining 
MSAFP  elevations,  between  one  percent  and  two 
percent  of  screened  women  will  be  candidates  for 
amniocentesis,  following  confirmation  of  dates  and 
exclusion  of  twins,  fetal  demise,  and  anencephaly  by 
ultrasound. 

How  many  of  these  will  be  associated  with  fetal  defects? 

Assuming  that  sonography  will  identify  all  anen- 
cephalic  fetuses  and  cases  of  fetal  demise  prior  to 
amniocentesis,  a major  fetal  malformation  will  be 
detected  (usually  open  spina  bifida  or  ventral  wall 
defect)  in  roughly  one  case  out  of  forty  having 
amniocentesis. 

What  diagnostic  tests  are  performed  on  the  amniotic 
fluid  sample? 

The  most  important  measurement  is  alpha-feto- 
protein (AFP).  In  amniotic  fluid,  the  test  sensitivity  is  high 
(approximately  99%)  and  false  positives  are  few  (approx- 
imately 0.4%). 

A second  test,  gel  analysis  of  acetylcholinesterase,  has 
recently  provided  significant  additional  help  in 
confirming  a diagnosis  of  a fetal  lesion  and  in  excluding 
false  positives.  When  a fluid  sample  is  bloodstained,  the 
source  of  blood  must  be  identified  since  fetal  blood  can 
produce  false-positive  elevations  of  AFP. 

Are  other  amniotic  fluid  studies  done  routinely  on 
samples  drawn  as  part  of  a screening  program? 

There  is  no  general  agreement  about  whether 
chromosome  studies  should  be  done.  Most  programs 
consider  them  optional,  although  advisable,  if  facilities 
are  available.  (We  do  feel  that  chromosome  studies  are 
best  done,  if  possible). 

If  a fetal  defect  is  suspected  by  amniotic  fluid  testing, 
what  is  the  next  step? 

Generally,  both  the  primary  care  physician  and  the 
patient  wish  further  confirmation.  Specialized 
ultrasound  studies,  carried  out  by  a physician  exper- 
ienced in  visualizing  fetal  pathology  can  often  show 
open  spines  in  cross  section  or  an  outline  of  ventral 
defects.  This  is  not  always  possible,  however.  A second 
amniocentesis  may  thus  need  to  be  performed  to 
confirm  a positive  AFP  and  acetylcholinesterase  result. 
How  helpful  is  a second  amniocentesis  when  results  in 
the  first  sample  are  positive? 

The  major  advantage  gained  by  repeat  amniocentesis 
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occurs  when  the  first  results  are  thought  to  be  fa> 
positive.  This  is  especially  true  with  fetal  bloodstait|| 
in  which  case  a second  sample  obtained  ten  days  ( 
the  first  usually  shows  normal  results.  It  is  extreii 
unlikely  that  AFP  and  acetylcholinesterase  resultsw 
turn  negative  in  the  presence  of  an  open  lesion.  Oft , 
second  confirmatory  result  helps  to  make  physician- 
patient  feel  more  confidence  in  deciding  on  a cour  i 
action. 

When  AFP  and  acetylcholinesterase  both  are  elevatt 
an  amniotic  fluid  sample,  how  likely  is  there  to  b \ 
open  fetal  defect? 

The  likelihood  is  greater  when  the  individual  hai 
amniocentesis  has  a greater  a priori  risk,  such  as  oc 
with  a positive  screening  test  or  a prior  history  oj 
affected  fetus.  For  instance,  a woman  having  am 
centesis  primarily  for  chromosome  analysis  starts  w 
1 : 1000  risk  for  open  spina  bifida,  and  this  rises  to 4:1 , 
positive  amniotic  fluid  studies.  A woman  with  a pos 
serum  AFP  result  starts  with  a1:26  risk,  and  this  beco 
144:1  after  positive  amniotic  fluid  AFP  and  / 
results.'^ 

Decisions  concerning  continuaton. 

No  decisions  about  continuation  are,  or  should  ni 
be  made  on  the  basis  of  serum  testing  alone.  Only  i 
sonography  and,  in  most  cases,  amniocentesis 
enough  information  available  to  diagnose  f 
pathology  with  confidence  and  then  to  decide  v 
options  exist.  At  that  point,  the  family  needs  to  weigh 
pros  and  cons  and  to  be  supported  in  whichever  con 
of  action  is  chosen.  Counseling  by  the  primary  physic 
and  genetic  counselor  should  be  integrated  intoi 
screening  process  in  such  a way  that  the  pat 
thoroughly  understands  and  is  given  the  opportuniti 
anticipate  the  decisions  that  she  may  have  to  make 
Is  there  any  reason  to  identify  fetal  defects  if  terminal 
is  not  an  acceptable  choice? 

This  is  an  individual  decision,  but  there  are  tin 
which  can  be  productive  when  preparing  for  the  birt 
a child  with  handicaps.  The  birth  itself  can  be  arran 
so  that  appropriate  support  services  are  at  hand,  and 
father  may  make  a choice  concerning  attendance  at 
delivery,  based  on  the  type  of  defect  expected. 

The  sources  for  most  of  the  information  relating 
MSAFP  screening  and  amniotic  fluid  AFP  diagnc 
testing  come  from  two  large  collaborative  stu( 
carried  out  in  the  United  Kingdom. One  mi 
reasonably  question  whether  such  information 
apply  in  the  United  States  as  well,  since  conditions 
not  totally  similar.  Drs.  Nicholas  j.  Wald  and  Flowar 
Cuckle  from  Oxford,  who  analyzed  the  data  . 
authored  the  final  reports,  presented  their  results  i 
format  applicable  to  a variety  of  screening  conditic 
including  those  existing  in  the  United  States.  Prelimir 
reports  of  actual  experience  in  the  U.S.A.  have  all  bi 
in  agreement  with  expectations  derived  from  the  Uni 
Kingdom  studies,  although  these  remain  the  rr 
comprehensive  and  reliable  sources  of  informat 
available  at  this  time. 
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n addition  to  confirming  the  United  Kingdom  reports 
the  sensitivity  and  specificity  of  MSAFP  screening, 
ited  States  pilot  projects  have  helped  to  define 
iditions  which  provide  optimal  service  to  the 
ient7’^^  These  include  identification  and  coordin- 
>n  of  the  various  disciplines  which  are  necessary  to 
nplete  screening  successfully:  the  primary  care 
/sicians,  the  clinical  geneticists,  the  laboratory,  and 
ultrasonographer.  In  addition,  a screening 
)rdinator  who  serves  as  a liaison  between  the 
zipline  involved  and  provides  educational  and 
isulting  services  has  been  found  to  be  a useful 
ividal  in  many  screening  programs.  The  coordinator 
?ds  to  be  expertly  familiar  with  the  screening  process 
1 must  have  the  trust  of  the  community. 
dpha-fetoprotein  screening  in  pregnancy  is  a test 
ose  time  has  come. 


Nutrition 
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Vitamin  E in 
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Introduction 

Vitamin  E,  or  tocopherol  was  first  isolated  in  1936^  and 
although  a variety  of  vitamin  E deficiency  syndromes 
have  been  studied  in  animals,  its  role  in  human 
pathology  has  only  recently  begun  to  be  understood. 
The  most  active  isomer  of  the  vitamin,  alpha- 
tocopherol,  is  a fat  soluble,  methyl-substituted  6- 
hydroxychroman  derivative.  Its  only  known  biological 
action  is  a tissue  antioxidant,  trapping  free  radicals  and 
so  preventing  lipid  peroxidation  and  cell  membrane 
damage.^  Tocopherol  is  consumed  in  this  reaction  and 
excreted  as  quinone  derivatives. 

Several  observations  suggest  that  vitamin  E deficiency 
states  should  be  more  likely  to  develop  in  premature 
infants  than  in  children  or  adults.  The  first  of  these  was 
by  Owens  and  Owens^  who  reported  a mean  serum 
tocopherol  level  in  46  premature  infants  of  .25  mg/dl, 
less  than  half  the  minimum  satisfactory  level  in  adults. 
Premature  infants  have  smaller  tissue  stores  than  term 
infants;  infants  weighing  3500  grams  at  birth  will  have 
about  20  mg  total  vitamin  E stores  while  1000  gram 
infants  will  have  only  3 mg  stores."*  Rapid  growth  and  low 
vitamin  E levels  in  commercial  formulas  can  cause 
depletion  of  the  already  small  stores.  Also,  it  has  been 
shown  that  premature  infants  absorb  some  forms  of 
dietary  vitamin  E inefficiently  until  the  equivalent  of 
gestational  maturity  is  reached.^ 
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Premature  infants  also  would  be  more  likely  to 
become  deficient  in  vitamin  E if  they  were  subjected  to 
greater  oxidant  stress.  Red  blood  cells,  in  infants  fed 
formulas  high  in  polyunsaturated  fatty  acids  (an 
oxidizable  substrate)  and  ferrous  iron  (a  strong  oxidant), 
have  increased  susceptibility  in  vitro  to  peroxide 
hemolysis,  which  is  corrected  by  the  antioxidant  vitamin 
E.^Therapy  with  high  concentrationsof  oxygen, which  is 
often  needed  in  premature  infants,  increases  the 
intracellular  formation  of  cytotoxic  superoxide  anion, 
and  thus  increases  oxidant  stress.^ 

Deficiencies  in  other  tissue  antioxidants  would  place 
additional  demands  on  vitamin  E levels  in  premature 
infants.  The  antioxidant  superoxide  dismutase  is 
reduced  by  hyperoxic  exposure  of  immature  animal 
lungs  in  the  presence  of  plasma  or  serum.  Plasma  from 
premature  infants  with  Respiratory  Distress  Syndrome 
(RDS)  has  been  shown  to  be  defective  in  increasing 
pulmonary  levels  of  this  presumed  protective  enzyme 
during  hyperoxic  therapy.’  Dietary  selenium  deficiency 
and  the  resulting  low  levels  of  the  antioxidant 
glutathione  peroxidase  in  some  premature  infants  have 
also  been  shown  to  increase  vitamin  E requirements.® 

Investigations  to  determine  if  this  relative  vitamin  E 
deficiency  of  premature  infants  is  clinically  significant 
have  focused  on  three  main  areas:  1)  Hemolytic anemia 
of  prematurity;  2)  Bronchopulmonary  dysplasia;  and, 
3)  Retrolental  fibroplasia. 

Hemolytic  Anemia 

The  association  between  vitamin  E deficiency  and 
hemolytic  anemia  in  premature  infants  was  first 
described  clearly  in  1967  by  Oski  and  Barness.®  They 
described  a syndrome  in  eleven  infants  six  to  ten  weeks 
old  with  birth  weights  of  1100  to  2000  grams 
characterized  by  reticulocytosis,  bizarre  red  cell 
morphology,  thrombocytosis,  shortened  red  cell 
survival  times,  increased  in  vitro  peroxide  hemolysis, 
and  low  serum  tocopherol  levels.  After  treatment  with 
200  to  800  mg  d-alpha-tocopherol,  hemoglobin  levels 
increased  from  a mean  of  7.6  gram/dl  to  a mean  of  9.8 
gram/dl,  and  erythrocyte  hemolysis  decreased.  They 
also  demonstrated  that  development  of  this  hemolytic 
anemia  could  be  prevented  by  daily  oral  doses  of 
vitamin  E begun  at  three  days  of  age.  In  a larger  study 
(234  low  birth  weight  infants),  infants  who  received  25 
lU/day  alpha-tocopherol  acetate  had  significantly 
higher  hemoglobin  levels  at  eight  weeks  of  age  than 
controls. This  hemolysis  is  thought  to  be  caused  by 
peroxidation  of  erythrocyte  membrane  lipid  com- 
ponents, and  red  cell  fragility  has  been  shown  to 
correspond  to  decreased  erythrocyte  phosphatidyleth- 
anolamine.” 

The  development  of  this  syndrome  has  been  shown  to 
be  dependent  not  only  on  insufficient  vitamin  E but  also 
on  dietary  iron  supplementation.  The  presence  of  large 
quantities  of  dietary  polyunsaturated  fatty  acids 
contribute  to  its  development.®  Because  commercial 
formulas  now  have  a higher  ratio  of  vitamin  E to 


polyunsaturated  fatty  acids,  this  type  of  hemoht 
anemia  is  now  unusual.'^ 

Bronchopulmonary  Dysplasia 

Bronchopulmonary  dysplasia  (BPD)  was  fii 
described  in  1967  by  Northway  et  al.  in  32  prematij 
infants  who  had  been  treated  for  severe  respirat , 
distress  syndrome.^®  They  suggested  that  this  chro; 
lung  disease  resulted  from  exposing  developing  lung  ; 
high  concentrations  of  inspired  oxygen.  Prolong 
endotrachael  intubation’''  and  positive  pressure  me 
anical  ventilation’®  have  also  been  implicated  in 
pathogenesis. 

Pulmonary  oxygen  toxicity  has  long  been  recogni; 
and  extensively  reviewed.’®  The  ability  of  vitamin  E 
protect  against  this  toxicity  was  first  demonstrated  in  i 
in  1953.”  The  toxic  effect  of  oxygen  on  cultured  hurr 
neonatal  respiratory  epithelium  has  also  been  showi 
Assuming  that  oxygen  toxicity  was  of  pathogenr 
significance  in  bronchopulmonary  dysplasia,  Ehn 
kranz  et  al.  studied  the  possible  therapeutic  effect 
vitamin  E in  newborns  with  respiratory  distr 
syndrome.’®  Forty  premature  infants,  requiring  grea 
than  40%  concentration  of  inspired  oxygen,  recei\ 
either  20  mg/kg  of  intramuscular  vitamin  E daily  wf 
the  oxygen  requirement  persisted,  or  received  nothi 
Birth  weight,  gestational  age,  degree  of  exposure 
oxygen  and  ventilatory  assistance  was  not  significar 
different  between  the  two  groups  in  the  first  ten  days, 
of  the  13  control  patients  requiring  supplemer 
oxygen  for  longer  than  250  hours  had  radiologic  chant' 
compatible  with  bronchopulmonary  dysplasia.  Four 
these  six  died.  All  of  the  nine  vitamin  E treated  patie 
requiring  supplemental  oxygen  for  longer  than  , 
hours  survived,  none  with  radiologic  characteristics: 
BPD  (p=.046  with  Fisher’s  exact  test;  two  tailed  testini 
This  study  has  been  criticized  because  of  its  non-blindi 
nature,  the  failure  to  match  control  and  experimen 
groups,  and  the  imprecise  method  of  radiologii 
diagnosis  of  BPD.^°  Also,  the  control  group  had  grea 
exposure  to  oxygen,  to  positive  pressure  ventilation  a 
to  endotracheal  continuous  distending  airway  pressi 
during  the  overall  hospital  course.  The  different 
approached,  but  did  not  reach  statistical  significance 

In  an  ongoing  randomized  double  blind  study 
further  evaluate  their  preliminary  conclusion  tl 
vitamin  E administration  favorably  modifies  t 
development  of  bronchopulmonary  dysplas 
Ehrenkranz  et  al.  have  reported  17  vitamin  E treated  a 
14  placebo  treated  infants  with  respiratory  distres' 
None  in  either  group  developed  BPD.  The  decreas 
incidence  of  BPD  in  this  control  group  compared  tot 
control  groups  in  the  previous  study  may  be  due  t( 
change  in  management  which  kept  the  inspiratory  pe 
pressures  below  35  cm  H2O  compared  to  a mean 
about  51  cm  H2O  in  the  first  study. 

A final  conclusion  on  the  efficacy  of  vitamin  E 
preventing  bronchopulmonary  dysplasia  awaits  furtf 
studies  of  larger  numbers  of  patients. 
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inopathy  of  Prematurity 

letinopathy  of  prematurity  (ROP)  is  a condition 
acting  the  growth  of  immature  retinal  blood  vessels.  It 
haracterized  by  vasoconstriction  and  obliteration  of 
nal  arterioles  and  capillaries,  neovascularization  and 
severe  stages  by  scarring,  retinal  detachment  and 
idness. 

he  effect  of  vitamin  E on  ROP  in  humans  was  first 
died  over  thirty  years  ago  by  Owens  and  Owens. ^The 
ults  were  promising,  but  not  definitive  because  of 
dequate  controls  regarding  oxygen  monitoring.  This 
ly  study  was  largely  forgotten  when  it  was  realized 
t avoidance  of  high  concentrations  of  inspired 
'gen  greatly  decreased  the  incidence  of  ROP.^^ 

Vhen  Slater  proposed  that  ROP  resulted  from  oxidant 
nage  by  oxygen  generated  free  radicals,^  the 
isible  therapeutic  benefit  of  the  antioxidant  vitamin  E 
s again  investigated.  Vitamin  E has  been  shown  clearly 
leficial  in  preventing  oxygen  induced  retinopathy  in 
ens.^'*  A preliminary  report  from  an  ongoing  study  of 
iP  in  humans  suggests  that  vitamin  E may  be 
)tective.^^  In  this  study  all  infants  weighing  less  than 
lO  grams  in  the  nurseries  of  the  Pennsylvania  Hospital 
Philadelphia  were  given  either  placebo  or 
ramuscular  dl-alpha-tocopherol  at  doses  to  maintain 
um  concentrations  of  1.5  mg/dl.  ROP  was  found  in 
6 treated  and  12/17  control  infants  weighing  less  than 
lO  grams  (significance  p=.0591);  3/25  treated  and  3/23 
itrol  infants  weighing  1500  to  2000  grams  developed 
IP.  Considering  all  infants  less  than  2000  grams  who 
^eloped  ROP,  the  treated  group  had  less  severe 
ease  (p<.05),  although  no  infants  in  either  group  had 
■ater  than  grade  II  disease.  In  another  study  of  75 
ants  weighing  less  than  2000  grams,  no  correlation 
ween  vitamin  E levels  and  retinal  vascular  changes 
5 found. A second  phase  of  the  Philadelphia  study 
I been  reported  where  the  treated  group  of  infants 
re  maintained  with  higher  serum  tocopherol  levels 
out  3 mg/dl). Infants  in  this  group  received 
nificantly  more  adult  blood  (58  ml/kg  versus  29 
'kg)  and  in  spite  of  greater  antioxidant  protection, 
ly  had  greater  mean  severity  of  retinopathy  of 
?maturity  than  the  earlier  treated  group.  Considering 
th  studies,  treated  infants  had  less  severe  ROP  than 
itrols  (p<.05)  only  in  the  group  that  had  received  10 
'kg  or  less  of  adult  blood.  Athird  phaseof  thisstudy  is 
w in  progress.  It  is  to  include  a total  of  650  infants  in 
; three  phases  and  may  clarify  these  early  results.^® 
xicity 

‘he  only  side  effects  reported,  following 
Tiinistration  of  vitamin  E to  infants,  has  been 
rasional  irritation  at  the  injection  sites. Although 
jgulation  problems  relatingto  largedoses  of  vitamin  E 
/e  been  investigated,®”'®^  doses  yielding  blood  levels 
two  to  three  mg/dl  have  been  shown  in  one  study  not 
effect  coagulation  in  mature  infants.®®  In  man  other 
Ssible  toxic  effects  of  large  doses  of  vitamin  E include 
paired  wound  healing,®"*  altered  granulocyte 


phargocytosis®*  and  creatinuria.®® 

Summary 

Vitamin  E in  physiologic  doses  has  been  shown  to 
prevent  hemolyticanemia  of  prematurity.  The  American 
Academy  of  Pediatrics  Committee  on  Nutrition 
recommends  that  the  diet  of  premature  infants  contain 
at  least  1 I.U.  of  vitamin  E (0.6  mg  of  d-7-tocopherol)  per 
gram  of  polyunsaturated  fatty  acid.®”  In  pharmacologic 
doses,  tentative  results  suggest  that  vitamin  E may  help 
protect  premature  infants  requiring  supplemental 
oxygen  from  ROP  and  from  BPD.  However,  further 
studies  are  necessary  before  the  precise  role  of  vitamin  E 
in  the  care  of  premature  infants  will  be  clear. 
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Abstract 

The  technique  of  the  silicone  tubal  plug  is  described 
and  the  author’s  experience  reviewed.  A 95.7%  bilateral 
normal  tubal  plug  rate  was  achieved  if  a repeat 
procedure  was  offered  to  those  patients  (19.2%)  who 
had  either  an  abnormal  plug  formed  (6.8%)  or  who  did 
not  have  bilateral  plugs  inserted  (12.4%)  on  the  initial 
procedure. 

Erom:  Maricopa  County  General  Hospital,  Dr.  Loffer,  Director, 
Division  of  Endoscopy,  3410  North  Eourth  Avenue,  Phoenix,  Arizona 
85013. 
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There  have  been  many  new  female  sterilizaf 
procedures  described  since  first  suggested  by  Dr.  Jari 
Blundell  in  London,  England  about  1824.  Dr.  R.  Fror; 
in  1849  suggested  the  first  transcervical  approa 
Female  sterilizations  were  not  commonly  done  in  i 
19th  and  early  20th  century  because  of  the  hazai 
involved  with  abdominal  surgery. 

An  increased  interest  on  the  part  of  physicians  i: 
patients  in  female  sterilization  procedures  followed  j 
introduction  of  the  Pomeroy  method  in  the  193i| 
There  was  not,  however,  a significant  increase  in 
popularity  of  female  sterilizations  until  the  1950’s  i 
1960's.  During  that  time  most  female  sterilizations  w 
done  at  or  near  the  time  of  delivery  because  of  the  risi 
a laparotomy. 

By  the  late  1960’s  it  was  estimated  that  178,000  won 
were  sterilized  each  year.^  Female  sterilizati(i 
accounted,  however,  for  only  20%  of  all  of 
sterilizations  done  during  that  time.  By  1979,  onl 
decade  later,  it  was  estimated  that  there  were  567, 
women  sterilized  each  year  and  that  they  accounted 
53%  of  all  sterilization  procedures  done. 

The  initial  slow  growth  of  female  sterilizations  ii 
their  subsequent  rapid  increase,  to  become  what  is  nj 
a major  family  planning  procedure,  can  be  explained' 
two  factors.  The  first  was  the  change  in  women's  rolq 
society.  Sterilizations  became  an  important  fan' 
planning  procedure  as  family  sizes  became  smaller 
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men  assumed  more  obligations  outside  of  the  home. 
2 second  change  that  took  place  was  related  to 
■dical  instrumentation.  Laparoscopy  provided,  for  the 
t time,  an  interval  sterilization  procedure  that  was 
y,  relatively  inexpensive,  and  could  be  done  as  an 
tpatient. 

Currently  there  are  five  basic  operative  techniques  for 
nale  sterilizations.  They  are:  laparotomy,  minilap- 
itomy,  laparoscopy,  colpotomy  and  culdoscopy. 
ablished  Types  of  Female  Sterilizations 
he  laparotomy  is  still  the  most  common  procedure 
;d.  A Pomeroy  or  other  similiar  procedure  is  generally 
ne  at  the  time  of  cesarean  section  or  through  a small 
)umbilical  incision  in  the  immediate  postpartum 
iod.  It  is  seldom  used  as  an  interval  procedure, 
he  minilaparotomy  is  a variation  on  the  theme  of 
arotomy.  It  is  done  as  an  interval  procedure  using 
al  anesthetic  through  a small  suprapubic  incision.  The 
les  can  be  closed  by  either  a Pomeroy  type  ligation  or 
application  of  a silicone  ring. 

aparoscopy  is  the  most  common  interval  method  of 
rilization  and  accounts  for  almost  50%  of  all  female 
rilizations  done.  Under  laparoscopy  control  the  tube 
I either  be  coagulated  with  an  electrical  current, 
)ped  or  have  a silicone  band  placed  around  it.  Open 
aroscopy  is  a variation  in  which  the  laparoscope  is 
•oduced  through  a very  small  incision  into  the 
Jominal  cavity  which  has  been  opened  under  direct 
on. 

lolpotomy  and  culdoscopic  sterilizations  have  not 
ned  a great  popularity.  They  carry  a higher  risk  of 
action  than  do  the  other  more  commonly  done 
iced  u res. 

Vhile  all  of  these  procedures  are  effective  and  carry 
h them  a high  degree  of  patient  acceptance  they  all 
[uire  a surgical  incision  and  destruction  of  a portion  of 
fallopian  tube. 

i New  Silicone  Tubal  Occlusion  Procedure 

Recently  a new  female  sterilization  procedure  has 
:ome  available  in  ten  cities  in  the  United  States.  It  is 
ed  the  RSP  Hysteroscopic  Silicone  Tubal  Occlusion 
icedure.  It  was  developed  at  the  Franklin  Research 
nter  in  Philadelphia,  Pennsylvania.  In  this  procedure  a 
all  amount  of  liquid  silicone  is  injected  into  the 
opian  tubes  where  it  solidifies.  The  injection  is  done 
der  direct  vision  through  a hysteroscope.  There  are 
/ contraindications.  (Table  1). 
ithod 

he  tubal  occlusion  procedure  is  accomplished  in  an 
ice  setting  using  a paracervical  block  for  anesthesia.  A 
teroscope  is  introduced  into  the  uterus  and  the 
cine  cavity  distended  with  a 32%  dextran  70  (Hyskon). 
a cavity  is  viewed  and  the  tubal  ostium  identified.  An 
ampt  is  made  to  determine  patency  of  the  tubes  by 
tching  the  outflow  of  Hyskon  through  the  tubal 
ium.  A catheter  guide  is  then  placed  through  the 
teroscope  and  inserted  into  the  tubal  ostium.  On  the 
of  this  guide  is  a preformed  silicone  tip  with  an 
jched  retrieval  loop. 


Table  1 

Current  Contraindications  to  a Hysteroscopic 
Tubal  Occlusion  Procedure 


Absolute 

1.  Pregnancy  within  6 months 

2.  Inability  to  give  informed  consent 

3.  Previous  tubal  surgery 

4.  Hypersensitivity  to  drugs  used 

5.  Patients  with  neuropsychiatric  disorders 

Relative 

1.  lUD  since  last  pregnancy* 

2.  History  of  significant  pelvic  infection* 

3.  Retroflexed  uterus 

* May  require  a normal  hysterosalpingogram  before  doing 
the  procedure. 


Parallel  axis  must  be  achieved  prior  to  the  installation 
of  silicone.  This  refers  to  the  proper  alignment  of  the 
guide  and  tubal  ostium  so  that  an  unobstructed  outflow 
of  silicone  can  pass  from  the  injecting  syringe  and  out 
through  the  guide  tip  into  the  fallopian  tube.  This  critical 
test  is  determined  by  the  nurse  assistant  when  she  judges 
the  pressure  needed  to  inject  a methylene  blue  solution 
prior  to  the  silicone  injection.  Once  parallel  axis  has 
been  obtained,  the  nurse  assistant  adds  catalyst  to  the 
silicone  syringe  and  mixes  it  in  a precise  fashion  and 
within  a specific  time.  The  syringe  is  then  placed  into  the 
fluid  flow  acuation  system  which  injects  under  high 
pressure  the  small  amount  of  silicone  used.  The  silicone 
enters  into  the  fallopian  tube  and  fills  approximately 
two-thirds  of  it. 


Figure  1 

A Silicone  Plug  removed  from  a hysterectomy  specimen. 


A formed  in-place  results  in  which  the  distal  portion, 
conforming  to  tubal  anatomy,  is  larger  than  the 
narrower  intramural  part  (Figure  1).  When  hardening  of 
the  silicone  occurs  the  narrow  intramural  portion  welds 
to  the  larger  preformed  silicone  tip.  The  catheter  guide 
is  then  disengaged  from  the  tip  and  removed  leaving  a 
plug  in  place.  The  plug  will  stay  in  place  because  it  is 
larger  at  both  ends  than  in  the  middle.  The  procedure  is 
then  carried  out  on  the  opposite  side.  The  adequacy  of 
the  radiopaque  plugs  is  determined  by  a postoperative 
x-ray  (Figure  2).  Patients  are  requested  to  continue 
contraception  for  three  months  until  a repeat  x-ray  can 
be  obtained  to  show  that  there  is  no  variation  in  the 
plugs. 

Materials 

From  June  1981  through  March  1982  the  author  has 
performed  a hysteroscopic  tubal  occlusion  on  73 
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Table  2 

Bilateral  Normal  Plugs  Inserted 


Figure  2 

X-ray  showing  a normal  plug. 


patients.  Fourteen  of  these  73  patients  have  had  a second 
procedure  for  a total  of  87  cases. 

Nine  of  the  14  repeated  patients  had  a second 
procedure  because  only  a single  plug  was  inserted  on 
the  initial  attempt.  Theotherfive  patients  were  repeated 
because  each  had  an  abnormal  plug  that  needed  to  be 
replaced. 

Patient  acceptance  of  the  procedure  has  been  good.  A 
paracervical  block  has  provided  good  pain  relief.  Three 
of  our  patients  also  received  5 mgm  diazepan  for 
sedation  and  23  received  meperidine  Hcl  25  mgm  IV  for 
further  pain  relief.  All  patients  are  now  receiving 
Naproxin  sodium  275  mgm  in  order  to  decrease  uterine 
cramping  and  diminish  the  potential  of  tubal  spasm. 
Glucagon  1 mgm  has  been  used  with  variable  results  in 
eight  patients  in  an  attempt  to  break  tubal  spasm. 
Results 

While  the  range  for  the  times  of  the  initial  procedures 
have  been  from  24  to  130  minutes  the  mean  time  has 
been  45  minutes. 

Bilateral  normal  plugs  have  been  inserted  into  67  of 
the  73  patients  (91.8%).  In  order  to  achieve  the  67 
bilaterally  normal  plugs  14  patients  (19.2%)  required  a 
repeat  procedure.  Three  more  patients  need,  but  have 
not  yet  had  a second  procedure.  If  these  three  patients 
are  excluded,  bilateral  normal  plugs  wereachieved  in67 
of  70  patients  for  a rate  of  95.7%  /Table  2).  It  was 
impossible  in  three  patients,  even  with  a second 
procedure  to  obtain  bilateral  normal  plugs. Oneofthese 
patients  was  proven  by  laparoscopy  and  another  by 
hysterosalpingogram  to  have  a blocked  tube.  The  cause 
of  failure  in  the  third  has  not  yet  been  evaluated. 

Bilateral  plugs  were  actually  inserted  into  a higher 
percentage  of  patients  (Table  2)  but  some  plugs  were  not 
normal  and  had  to  be  replaced.  If  we  had  not  had  six 
patients  with  abnormal  plug  formation,  we  would  have 
been  able  to  insert,  after  one  procedure,  bilateral  plugs 
into  61  of  the  73  patients  (83.6%).  Eleven  patients  (15.1%) 
still  would  have  had  a unilateral  plug  and  one  patient 
would  have  had  no  plugs  put  in  place  (Table  3).  When  a 
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After  One  After  Two 

Procedure  (73  pts)  Procedures  (70  pts)* 

56  pts  (76.7%)  67  pts  (95.7%) 

*3  pts  have  not  had  a second  procedure 


Table  3 


After  One  After  Two 

Procedure  (73  pts)  Procedures  (70 
Bilaterally  61  pts  (83.6%)  67  pts  (95.7%) 

Unilaterally  11  pts  (15.1%)  3 pts  ( 4.3%) 

None  1 pt  ( 1.3%)  

*3  pts  have  not  had  a second  procedure 


Table  4 

Causes  of  Insertion  Failures 
at  First  Procedure 


No  parallel  axis 

Tubal  spasm  — natural  6 cases 

iatrogenic  1 case 

Blocked  tube  2 cases 

Unknown  1 case 

Inadequate  uterine  pressure  1 case 

Equipment  failure  1 case 


Table  5 

Time  of  Abnormal  Plug  Diagnosis 
and  Success  in  Replacing  Them 


Abnormal  plugs  (immediate) 

4 

pts. 

Abnormal  plugs  (at  3 mo) 

2 

pts. 

Successfully  replaced 

at  second  procedure 

5 

pts 

Not  yet  done 

1 

pt. 

:ond  procedure  was  used  in  those  patients  needing  it, 
out  of  70  patients  or  95.7%  had  bilateral  plugs 
erted.  All  of  the  three  patients  (4.3%)  not  achieving 
jteral  plugs  were  true  failures. 

Lises  for  Failing  to  Insert  Normal  Plugs. 

Jnlike  laparoscopy,  in  which  a sterilization  can  be 
jranteed  in  essentially  all  patients,^  a certain  number 
patients  with  the  silicone  tubal  occlusion  procedure 
1 not  be  successfully  sterilized.  There  are  two  reasons 
y failure  to  achieve  a sterilization  may  occur.  First  is 
' inability  to  insert  a plug  and  the  second  is  an 
lormal  plug  formation. 

Ve  were  unable  to  insert  a bilateral  plug  during  the 
t procedure  in  12  of  our  73  patients.  The  causes  for 
se  failures  are  listed  in  Table  4.  The  most  common 
ise  was  the  inability  to  obtain  parallel  axis.  This 
:urred  in  ten  patients.  Seven  patients  had  a natural 
ventable  tubal  spasm  and  two  patients  had  a blocked 
le.  The  one  iatrogenic  tubal  spasm  was  caused  by 
necessary  manipulation  of  the  tube.  Natural  tubal 
sms  and  obstructed  tubes  are  problems  which  are  not 
N preventable  and  may  always  account  for  failures. 
? cause  for  the  failure  in  one  patient  has  not  yet  been 
ermined.  It  could  be  either  spasm  or  blockage, 
he  failure  from  inadequate  pressure  and  the 
jipment  failure,  likethe  iatrogenictubal  spasm,  relate 
re  to  inexperience  and  should  not  be  a common 
iblem  in  the  future.  The  loss  of  intrauterine  pressure 
jld  have  been  prevented  with  equipment 
dification.  The  equipment  failure  was  related  to  a lost 
?w  in  the  fluid  acuator  system, 
n six  other  patients  a sterilization  was  not  achieved  at 
first  procedure  because  of  the  formation  of  an 
lormal  plug  (TableS).  Fourofthesewereidentified  in 
! immediate  posti  nsertion  period  by  the 
.toperative  x-ray.  Three  showed  the  separation  of  the 
from  the  silicone  plug  and  one  had  abnormally  small 
:al  ends.  Two  patients  were  identified  as  having 
lormal  plugs  at  the  three  months  follow-up  x-ray. 
e of  these  had  a unilateral  tip  missing  and  the  other 
i a bilateral  tip  missing. 

he  cause  for  the  abnormal  plugs  when  the  tip 
arated,  in  our  cases,  was  an  error  in  the  amount  of 
zone  that  was  injected  into  the  fallopian  tube.  This 
•blem  is  totally  preventable  and  should  not  occur  in 
are  cases.  The  one  patient  with  the  failure  to  have 
'al  enlargement  of  the  fallopian  tubes  was  our  first 
ient  and  occurred  when  too  much  catalyst  was  used 
he  silicone.  This,  too,  is  preventable, 
mments 

Vhile  problems  will  always  occur  with  this  procedure, 
/ould  seem  that  with  greater  experience  and  better 
jipment,  a sterilization  rate  at  the  time  of  the  first 
^cedure  should  be  accomplished  in  better  than  90% 
he  patients  and  when  a second  procedure  is  used,  a 
ter  than  95%  success  rate  should  be  achievable, 
i:  has  been  recommended  that  this  procedure  may 
,vide  a reversible  method  of  contraception,  since  no 
|e  is  destroyed  and  there  has  not  yet  been  any 


evidence  of  damage  to  tubal  epithelium.  Plugs  can  be 
easily  removed  by  hysteroscopically  pulling  the 
proximal  tip  off  of  the  formed  plug  and  flushing  the 
distal  protion  of  the  plug  into  the  peritoneal  cavity. 
Reversibility,  however,  has  not  been  proven.  If  this 
procedure  were  proven  to  be  reversible,  it  should 
become  a major  method  of  family  planning.^  Patients 
would  be  able  to  use  this  procedure  instead  of  the  long 
term  use  of  birth  control  pills  or  intrauterine  devices. 

While  potential  reversibility  should  not  be  a 
consideration,  many  patients  prefer  the  tubal  occlusion 
over  other  methods  in  spite  of  the  fact  that  it  is  still  an 
experimental  procedure.  They  perceive  it  as  an  effective 
permanent  contraceptive  technique  that  does  not 
require  an  incision  and  is  easily  done  under  local 
anesthesia  in  the  office.  Lack  of  an  incision  is  especially 
appealing  to  many  patients. 

Before  a gynecologist  can  undertake  this  procedure 
special  preparation  must  be  made  to  implement  it.  An 
ordinary  exam  table  is  not  satisfactory.  The  other 
supporting  materials  used  requires  a room  to  be  set 
aside  for  this  procedure.  The  nurse’s  role  is  critical  and 
she  must  be  specially  trained  in  order  that  a team 
approach  can  be  developed.  I am  not  aware  of  any 
gynecological  procedure  in  which  there  is  more 
dependence  on  the  nurse  assistant. 

Currently  the  disadvantage  of  the  procedure  is  that  it 
requires  more  of  the  physician’s  time  than  does  a 
laparoscopic  sterilization.  Before  this  procedure  is 
commonly  done  by  most  gynecologists,  it  will  be 
necessary  to  improve  the  ease  of  obtaining  parallel  axis. 
This  problem  would  allow  the  catheter  guide  to  be  bent 
more  easily  to  approach  the  lateral  tube. 

Summary 

The  silicone  tubal  occlusion  procedure  is  an 
acceptable  alternative  to  other  currently  available 
sterilization  procedures.  Although  not  all  patients  can 
be  sterilized  by  this  method  it  will  remain  popular  with 
patients  who  do  not  wish  to  have  a surgical  incision. 
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Ovarian  cancer  is  now  the  second  most  common 
gynecologic  malignancy,  with  more  than  18,000  new 
cases  expected  each  year.^  However,  it  continues  to 
carry  the  worst  prognosis  of  all  gynecologic  cancers, 
with  approximately  12,000  deaths  expected  in  1981  from 
this  disease.'  Epithelial  carcinomas  of  the  ovary  account 
for  80%  of  all  malignant  ovarian  neoplasms  and  will  be 
the  topic  of  this  month’s  column. 

Epithelial  ovarian  cancer  is  a disease  predominantly  of 
postmenopausal  patients  with  the  peak  incidence  being 
in  the  late  sixth  decade.  Unfortunately,  two  thirds  of  the 
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patients  present  with  symptoms  of  advanced  dise; 
notably  those  related  to  spread  of  the  tumor  o 
peritoneal  surfaces.  Abdominal  bloating,  discomf 
vague  gastrointestinal  distress,  and  dyspepsia 
common  presenting  symptoms.  Since  there  are 
specific  symptoms  of  ovarian  cancer,  one  third  of 
patients  will  have  disease  confined  to  the  ovary^  anc 
asymptomatic,  emphasizing  the  importance  of  anr 
gynecologic  examination  for  recognition  of  thisdise. 

These  cancers  can  mimic  any  of  the  linings  of 
female  genital  tract  and  their  classification  is  derived 
this  basis  (see  Table  1).  Tumors  mimicking  the  lininj 
the  fallopian  tube  are  classified  as  serous  cystade 
carcinomas;  those  mimicking  the  endometrii 
endometrioid;  cervical  epithelium,  mucinous;  with 
additional  classifications  of  mesonephroid  (clear  c 
and  undifferentiated  adenocarcinoma.  The  ser 
cystadenocarcinomas  are  the  most  common  of 
epithelial  ovarian  cancers  and  tend  to  be  more  po( 
differentiated  and  carrying  a worse  progno; 
However,  stage  for  stage,  grade  for  grade,  all  epitht 
ovarian  cancers  carry  the  same  prognosis.  The  stagin 
ovarian  cancer  is  shown  in  Table  2.  It  should 
emphasized  that  retroperitoneal  nodal  involvem 
places  a patient  in  Stage  III. 

Epithelial  ovarian  cancers  are  a disease  of  the  en 
peritoneal  cavity.  Their  major  route  of  spread  is  alt 
the  peritoneal  surfaces,  and  areas  that  are  commc 
involved  are  the  cul-de-sac,  pericolic  gutters,  i 
phragms,  mesenteric  and  serosal  surfaces  of  the  sr 
and  large  intestines,  and  the  omentum.  The  nor 
drainage  of  the  peritoneal  fluid  from  the  peritor 
cavity  is  in  a circular  fashion  along  the  right  peric 
gutter  and  through  the  right  diaphragm,  making: 
probability  of  disease  involvement  in  that  area  very  hi 
Involvement  of  retroperitoneal  lymph  nodes  is 
uncommonly  seen.  At  autopsy,  approximately  80°/< 
patients  will  be  noted  to  have  nodal  involvement.'' ' 
lymphatic  spread  of  ovarian  malignancies  is  not  to 
ignored  even  when  disease  is  grossly  confined  to  ( 
ovary,  since  as  many  as  15%  of  patients  will  h 
involvement  of  either  the  pelvic  or  periaortic  lyn 
nodes. ^ The  lymphatic  drainage  of  the  ovary  can 
either  directly  to  periaortic  lymph  nodes  along 
infundibulo-pelvic  ligaments  or  through  the  u 
ovarian  ligament  and  broad  ligament  to  the  pe 
nodes.  Hematogenous  spread  of  ovarian  cance 
extraordinarily  rare  and  seldom  is  it  clinically  impor  j 
in  initial  patient  management. 

Management  of  Early  Disease  i 

Ovarian  cancer  is  the  only  gynecologic  maligna 
that  is  staged  surgically.  Proper  surgical  staging  of 
malignancy  is  critical  for  proper  selection  of  adju\i 
therapy  which  is  required  for  nearly  all  patients,  i 
The  patient  who  presents  with  either  unilateral 
bilateral  ovarian  tumors  that  are  malignant  should  ha ' 
thorough  cytological  sampling  of  the  peritoneal  caV 
We  recommend  pelvic,  bilateral  pericolic  gutter,  ) 
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Table  1 

Frequency  of  Epithelial 
Ovarian  Cancers 

Type 

Percent 

)US 

50 

:inous 

1 5 

ometrioid 

15 

onephroid 

5 

lifferentiated 

15 

diaphragmatic  cytologies.  The  subdiaphragmatic 
logy  is  easily  obtained  with  a red  rubber  Robinson 
eter  placed  over  the  dome  of  the  liver.  The 
nitive  surgical  procedure  is  total  abdominal  hyster- 
imy  and  bilateral  salpingo-oophorectomy  for  the 
majority  of  patients.  In  addition,  surgical  staging 
jires  omentectomy.  It  is  paramount  that  multiple, 
d intraperitoneal  biopsies  be  performed  when  there 
3 gross  evidence  of  disease  beyond  the  ovary  so  a 
ent  may  be  properly  staged.  Biopsies  of  the  anterior 
posterior  cul-de-sac,  both  pericolic  gutters,  and 
t diaphragm  are  suggested.  In  addition,  as  noted 
ve,  retroperitoneal  involvement  of  either  pelvic  or 
aortic  lymph  nodes  must  be  ruled  out.  This  requires 
mpling  of  both  nodal  areas. 

^e  surgical  technique  of  the  periaortic  lymph  node 
pling  consists  of  a retroperitoneal  incision  over  the 
t common  iliac  artery  and  lower  aorta.  The  anterior 
:aval  chain  of  lymph  nodes  is  then  removed  utilizing 
p dissection  with  hemaclips  from  the  bifurcation  of 
common  iliac  artery  to  the  second  part  of  the 
denum.  The  nodal  tissue  of  psoas  muscle  to  the  aorta 
emoved  intact.  Identification  of  the  right  ureter 
ing  this  dissection  is  critical.  The  bilateral  pelvic 
ph  node  sampling  is  accomplished  through  an 
mded  incision  over  the  lateral  pelvic  peritoneum 
n the  round  ligament.  The  anterior  and  medial  chain 
external  iliac  lymph  nodes  is  removed  from  the 
jinal  ligament  to  the  common  iliac  artery.  Complete 
loval  of  the  lymphatic  tissue  and  obtaining  of  tissue 
A/een  vessels  is  not  necessary.  The  internal  iliac 
ph  nodes  are  removed  anterior  to  the  obturator 
^e  only.  Retroperitoneal  hemovacs  are  used 
terally  for  postoperative  drainage. 
uvant  Therapy 

he  only  patients  that  require  no  further  therapy  after 
'ery  are  those  with  borderline  lesions  (tumors  of  low 
ignant  potential),  and  invasivetumors  which  are  very 
l-differentiated  (Broder’s  Grade  1).  Tumors  of  low 
ignant  potential  are  those  that  have  no  invasion  of 
rian  stroma,®  are  well  differentiated,  and  have  no 
re  than  three  cell  layers  of  piling  up  of  epithelium. 
A/ever,  all  of  the  patients  with  Stage  I Grade  1 invasive 
lors  must  have  had  the  thorough  surgical  staging  just 
cribed  to  be  managed  without  adjuvant  therapy, 
atients  who  fall  into  either  of  these  two  categories 
3 desire  further  children  can  be  managed  con- 


Table  2 

International  Federation  of  Gynecology  and  Obstetrics 
Stage-Grouping  of  Primary  Carcinoma  of  the  Ovary 


Stage 

Stage  I 
Stage  I A 

(i) 

(ii) 

Stage  IB 

(i) 


Stage  1C 

Stage  II 

Stage  IIA 

Stage  MB 
Stage  lie 

Stage  III 


Description 

Growth  limited  to  the  ovaries. 

Growth  limited  to  one  ovary,  no  ascites.* 

No  tumor  on  external  surface,  capsule  intact. 
Tumor  present  on  the  external  surface,  capsule 
ruptured,  or  both. 

Growth  limited  to  both  ovaries,  no  ascites.* 

No  tumor  on  the  external  surface;  capsule  intact. 
Tumor  present  on  the  external  surface,  capsule 
ruptured,  or  both. 

Tumor  either  Stage  lA  or  Stage  IB  plus  ascites*  or 
malignant  cells  in  peritoneal  washings 
Growth  involves  one  or  both  ovaries  with  pelvic 
extension. 

Extension  and/or  metastases  to  the  uterus 
and/or  tubes. 

Extension  to  other  pelvic  tissues. 

Tumor  either  Stage  IIA  or  Stage  MB  but  with  ascites 
present  or  positive  peritoneal  washings. 

Growth  involves  one  or  both  ovaries  with  intra- 
peritoneal metastases  outside  the  pelvis,  positive 
retroperitoneal  nodes,  or  both.  Tumor  limited  to 
the  true  pelvis  with  histologically  proven  malig- 
nant extension  to  small  bowel  or  omentum. 


Stage  IV  Growth  involves  one  or  both  ovaries  with  distant 
metastases.  If  pleural  effusion  is  present,  there 
must  be  positive  cytology  to  allot  a case 
to  Stage  IV.  Parenchymal  liver  metastases. 

Special  Unexplored  cases  that  are  thought  to  be 
Category  ovarian  carcinoma. 

*Ascites  is  peritoneal  effusion  that  in  the  surgeon’s  opinion  is 
pathological,  clearly  exceeds  normal  amounts,  or  both. 


servatively  with  unilateral  salpingo-oophorectomy 
along  with  the  surgical  staging  as  described.  These 
patients  should  have  total  abdominal  hysterectomy  and 
removal  of  the  remaining  ovary  after  their  family  is 
complete. 

All  other  patients,  that  is,  those  who  have  tumors  that 
are  not  well  differentiated  and  are  not  borderline, 
require  adjuvant  therapy  after  completion  of  surgery  for 
Stage  I disease.  Patients  who  have  been  properly  surg- 
ically staged  and  do  not  havesignificant  intra-abdominal 
adhesions  may  be  treated  with  intraperitoneal  P-32.  A 
dose  of  15  millicuries  is  given  either  through  an 
indwelling  pediatric  feeding  tube  left  in  place  at  the  time 
of  surgery  or  via  a peritoneal  dialysis  catheter  placed 
under  local  anesthesia.  It  is  important  that  P-32  be 
premixed  in  a least  200  cc  of  sterile  saline.^  Sterile  saline 
(500  cc)  is  instilled  into  the  peritoneal  cavity  followed  by 
Technetium  99m  sulfur  colloid  scanning  of  the 
abdominal  cavity  to  assure  uniform  peritoneal 
distribution.  The  P-32  is  then  instilled  followed  by  an 
additional  500  cc  of  normal  saline.  The  patients  are  then 
alternately  positioned  from  side  to  side,  head  up  and 
head  down,  for  approximately  one  hour  to  assure 
adequate  distribution  of  the  P-32. 

Patients  with  significant  intra-abdominal  adhesions  or 
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prior  abdominal  radiation  can  not  receive  P-32.  These 
patients  with  Stage  I disease  (properly  staged)  can  be 
treated  with  Alkeran  orally  at  0.2  mg/kg  per  day  for  five 
days  monthly  for  one  year.  This  is  then  followed  by  a 
second-look  laparotomy,  the  technique  of  which  will  be 
described  later  in  this  paper. 

The  exception  to  the  utilization  of  either  P-32  or 
Alkeran  in  the  management  of  Stage  I epithelial  ovarian 
cancer  is  in  the  cases  of  patients  with  poorly  differ- 
entiated Stage  1C  (positive  cytology)  disease.  These 
patients  are  felt  to  be  at  additional  risk  and  as  a 
consequence  are  treated  aggressively  for  one  year  with 
triple  chemotherapy  consisting  of  Adriamycin,  Cytoxan, 
and  Cis-platinum,  again  followed  by  a “second-look” 
laparotomy. 

The  oncologist  is  frequently  presented  with  patients 
with  apparent  Stage  I ovarian  cancer  who  have  not  had 
thorough  surgical  staging.  Optimally,  these  patients 
undergo  a second  surgery  with  multiple  intraperitoneal 
biopsies  and  retroperitoneal  lymph  node  dissection  as 
described  above.  We  do  not  recommend  restaging  of 
patients  with  Stage  1C  poorly  differentiated  lesions,  as 
their  management  is  the  same  as  for  advanced  disease. 

If  a restaging  laparotomy  is  not  advisable,  we 
recommend  Alkeran  chemotherapy  as  described  above 
for  those  patients  with  Stage  lA,  IB,  well  and  moderately 
well  differentiated  tumors.  Patients  with  Stage  1C  (all 
grades).  Stage  lA,  or  IB  poorly  differentiated  tumors 
should  receive  multiagent  chemotherapy,  as  the  risk  of 
extra-ovarian  metastases  is  significant  for  these  patients. 

P-32  should  never  be  used  in  patients  who  have  not 
undergone  complete  surgical  staging.  The  drug  does  not 
treat  retroperitoneal  lymph  nodes  (15%  involvement  in 
early  disease),  and  since  its  effective  (5000  R)  depth  of 
penetration  is  only  approximately  one  millimeter,^  it 
would  be  totally  ineffective  in  treating  even  the  smallest 
of  gross  disease. 

Management  of  Advanced  Disease 

The  management  of  advanced  ovarian  cancer  centers 
around  maximal  surgical  effort  to  remove  all  gross  tumor 
or  as  much  tumor  as  is  feasible.  All  these  patients  at  our 
institution  are  treated  with  chemotherapy,  and  the 
kinetics  of  cytotoxic  drugs  require  minimal  tumor  to 
achieve  cure.  Patients  are  considered  to  have  had 
optimal  resection  if  no  single  remaining  tumor  nodule  is 
greater  than  two  centimeters.  Radical  surgical 
approaches  are  justified  in  these  patients  if  this  goal  can 
be  achieved.®'® 

Total  abdominal  hysterectomy,  bilateral  salpingo- 
oophorectomy,  and  omentectomy  continue  to  play  a 
central  role  for  advanced  ovarian  cancer.  In  addition, 
partial  small  bowel  resections  and/or  partial 
colectomies  are  commonly  required.  The  nature  and 
spread  of  ovarian  cancer  frequently  involves  the 
rectosigmoid  and  ileocecal  areas  requiring  resection  of 
these  regions.  As  ovarian  cancer  is  a surface-spreader, 
many  of  the  intraperitoneal  tumor  nodules  do  not 
invade  the  full  thickness  of  either  bowel  or  bladder,  and 
as  a consequence,  these  lesions  can  be  removed  in  many 
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instances  without  bowel  resection.  Howevj 
meticulous  and  often  tedious  dissections  of  thj 
multiple  areas  of  involvement  in  the  peritoneal  ca  j 
are  required. 

The  lesser  omentum  can  commonly  be  involved  vi| 
far-advanced  ovarian  cancer  and  can  be  resected 
starting  on  the  greater  curvature  of  the  stomach  q 
transverse  colon.  Resection  of  the  transverse  coloi( 
occasionally  required.  The  majority  of  extensive  pe 
tumors  can  be  removed  by  techniques  similar  to  th 
utilized  in  radical  hysterectomy  with  dissecton  of 
ureter  off  the  medial  leaf  of  the  broad  ligament  ; 
down  to  the  ureteral  tunnel.  Ligation  of  the  uteri 
artery  at  the  hypogastric  artery  is  often  helpful.  1 
entire  pelvic  peritoneum  can,  in  fact,  be  remo' 
utilizing  this  technique  with  the  plane  of  dissect 
being  retroperitoneal.  Diaphragmatic  and  liver  surf, 
nodules  can  also  be  removed  by  establishing  the  pro 
planes  of  dissection.  It  has  been  our  experience  and  t 
of  others  taking  this  aggressive  approach  that  80%  ol 
patients  with  advanced  ovarian  cancers  can  have  the\ 
majority  of  their  tumors  removed  leaving  no  sin 
nodule  greater  than  two  centimeters  and  thus  render 
the  patient  optimal  for  further  chemotherapy.® 

It  is  these  optimally  resected  patients  that,  desf 
having  advanced  disease,  have  a reasonable  chance 
achieving  cure.  Griffiths  et  al.®demonstrated  a marke 
improved  survival  for  those  patients  with  advanc 
ovarian  cancer  whose  remaining  disease,  after  ini 
debulking  surgery,  was  no  greater  than  1.5  centimeti 
as  compared  to  those  patients  whose  remaining  dise 
was  greater  than  1.5  centimeters.  It  is  of  interest  to  n 
that  there  was  no  difference  in  survival  whether 
patient  achieved  optimal  surgical  status  by  removal 
large  bulky  disease,  or  started  with  initially  small  volu 
disease  prior  to  surgery — again  emphasizing 
importance  of  cytoreductive  surgery  in  advanc 
ovarian  cancer. 

These  radical  surgery  procedures  should 
performed  only  when  the  patient  would  be  rendei 
“optimal.”  As  a consequence,  nonresectable  lesic 
greater  than  two  centimeters  (such  as  1)  intrinsic  li 
metastases,  2)  porta  hepatic  involvement,  and  3)  h 
para-aortic  lymph  nodes)  are  contraindications  to  i 
aggressive  approach.  It  is  stilF  generally  helpful 
remove  the  primary  tumor  if  this  can  be  ea' 
accomplished. 

Chemotherapy 

All  patients  with  Stage  II,  III,  and  IV  epithe 
carcinoma  of  the  ovary  receive  chemotherapy  af 
definitive  surgery  as  noted  above.  Although  for  ma 
years  single-agent  chemotherapy  with  alkylating  age 
such  as  Alkeran  or  Cytoxan  was  considered  t 
treatment  of  choice  in  ovarian  cancer,^®  now  numerc 
studies"  have  clearly  demonstrated  the  superiority 
multiagent  chemotherapy  in  advanced  ovarian  canc 
Various  combinations  of  Adriamycin,  Cytoxan,  C 
platinum,  Hexamethylmelamine,  5-FU,  and  Metf 
trexate  have  produced  overall  response  rates  as  high 


to  90%,  with  complete  responses  in  advanced 
ase  as  high  as  20%  to  40%."'^^  It  has  been  noted  that 
ibination  chemotherapy  has  improved  survival 
ificantly  in  those  patients  who  have  optimal 
reductive  surgery.® 

ie  combination  drug  regimen  that  we  favor  for 
4ously  untreated  patients  with  advanced  ovarian 
:er  consists  of:  Adriamycin, 40  mg/m^,Cis-platinum, 
mg/m^,  and  Cytoxan,  600  mg/m^,  all  given 
jvenously  at  three  to  four  week  intervals  for  one 
. If  myelosuppression  precludes  monthly  treatment, 
east  ten  courses  of  chemotherapy  should  be 
inistered  to  every  patient.  At  the  completion  of  one 
of  chemotherapy,  patients  who  have  no  clinical 
ence  of  disease  are  subjected  to  a second-look 
rotomy.  This  operative  procedure  consists  of  a 
ough  search  for  tumor  which  includes:  1)  four 
logical  samples  of  the  peritoneal  cavity  including 
cul-de-sac,  right  and  left  pericolic  gutters,  and  right 
ihragm;  2)  multiple  intraperitoneal  biopsies 
jding  all  adhesions,  the  anterior  and  posterior  cul- 
ac,  right  and  left  pericolic  gutters,  and  right 
hragm  (particular  attention  is  drawn  to  areas  of 
wn  previous  disease);  3)  bilateral  pelvic  and 
atortic  lymph  node  sampling  as  described  above; 
4)  omental  biopsies.  Needless  to  say,  should  there 
;ross  evidence  of  tumor  at  the  time  of  laparotomy, 
extensive  biopsies  listed  above  are  not  necessary, 
/ever,  an  attempt  should  be  made  to  remove  as 
h of  the  tumor  as  possible  so  the  patient,  at  this 
se  in  her  therapeutic  management,  can  again  be 
mal  (no  single  tumor  nodule  greater  than  two 
imeters)  prior  to  chemotherapy.  A study  at  M.D. 
erson  has  demonstrated  an  improved  survival  after 
ind-look  laparotomy  for  those  patients  who  are 
mized  by  further  surgery.''^ 

itients  who  have  residual  disease  at  second-look 
rotomy  are  continued  on  combination  chemo- 
apy.  At  present,  we  favor  a combination  of  Velban, 
imycin,  Hexamethylmelamine,  and  Cis-platinum  for 
e patients  who  have  already  received  Adriamycin 
Cytoxan  or  single  agent  alkylating  agent  therapy.^® 
snts  who  have  previously  received  tolerance  doses 
is-platinum  are  treated  with  Velban,  Bleomycin, and 
amethylmelamine  only. 

e have  found  the  human  tumor  stem  cell  assay 
>CA)  particularly  helpful  in  selecting  therapy  for 
Bnts  with  persistent  and  relapsing  ovarian  cancer. 
?rts  et  al.^®  have  demonstrated  a predictive  accuracy 
'0%  for  single  agent  chemotherapy  in  relapsing 
ian  cancer  patients  with  the  HTSCA  drug  sensitivity 
When  the  assay  demonstrates  resistance  to  drugs, 
1 100%  of  the  time  the  patient  fails  to  respond  to 
apy.  In  addition,  when  therapy  is  selected  on  the 
5 of  HTSCA,  a significant  prolongation  of  survival  is 
id,  as  opposed  to  patients  treated  empirically  on  the 
5 of  known  active  drugs  for  relapsing  ovarian 
:er.'^ 

iany  patients  with  advanced  ovarian  cancer  are  seen 


by  the  oncologist  after  exploratory  laparotomy  with 
biopsy  only  (patients  considered  nonresectable).  It  is 
our  feeling  that  these  patients  should  all  undergo  an 
attempt  at  cytoreductive  surgery,  when  referred  to  us, 
both  from  the  standpoint  of  optimizing  these  patients 
for  chemotherapy  and  obtaining  tumor  for  the  HTSCA 
to  prospectively  select  appropriate  therapy  for  them.  It 
has  been  our  experience  to  date,  that  the  vast  majority  of 
these  patients  can  be  optimized  surgically. 

Patients  who  are  not  candidates  for  reexploration  can 
be  initiated  on  multiagent  chemotherapy  and  upon 
demonstration  of  a response  and  resectability,  be  re- 
explored at  that  time. 

Patients  who  initially  have  bulky  disease  which  does 
not  respond  to  Adriamycin,  Cytoxan,  and  Cis-platinum 
are  changed  to  appropriate  second-line  therapy. 

This  new  aggressive  surgical  and  chemotherapeutic 
approach  to  advanced  ovarian  cancer  can  be  expected 
to  achieve  a 50%  to  60%  five-year  survival  in  those 
patients  who  have  optimally  resected  disease. 
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Psychiatric 

Disorders 


Reasoning 
Part  1 

William  B.  McGrath,  M.D. 


Editor: 

Thomas  E.  Bittker,  M.D. 

Physical  fitness  is  unarguably  worthwhile,  both  for  its 
own  sake  and  with  regard  to  its  influence  on  mood  and 
outlook.  A feeling  of  well-being  describes  the 
immediate  objective.  Reinforced,  too,  is  the  purpose  of 
medicine  as  not  just  a healing  (after  the  fact)  profession 
but  more  positively  oriented  toward  prevention  of 
disease  and  the  promotion  of  optimum  health. 

Hence  proliferating  in  our  time  are  weight  reduction 
salons,  spas  and  gymnasiums,  as  well  as  tennis  courts  and 
golf  courses,  jogging  tracks,  bowling  alleys,  racquet  ball 
courts  and  swimming  pools.  There  are  innumerable 
magazine  articles  and  books  on  every  aspect  of  physical 
conditioning. 

And  none  on  mental  fitness! 

Such  an  imbalance  is  feebleminded.  And  dispro- 
portionate attention  to  physical  fitness  is  quite  at  odds 
with  our  perspective  of  psychosomatic  functioning. 
Here  we  have  the  term,  psycho-somatic,  with  the  arrow 
of  causation  pointing  from  mind  to  body:  mens  sana  in 
corpore  sano.  The  bias  is  a result  of  the  peculiar  structure 
of  Caucasian  writing — left  to  right — along  with  our  most 
pervasive  fallacy,  post  hoc  ergo  propter  hoc.  Note  our 
idiom:  “If  such  is  so,  it  follows  that  . . 

To  make  up  one’s  mind  one  must  have  natural  ability 
plus  parental  and  societal  permission — and  then  such 
skills  in  reasoning  as  can  be  acquired. 

The  ability  to  reason  and  to  be  reasonable  depends 
mostly  on  command  of  language.  If  one  cannot  pose  a 
question  one  can  hardly  expect  an  answer.  Until  any 
problem  will  have  been  put  into  words,  no  one  can 
begin  to  think  of  a solution.  The  more  refined  one’s  use 
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of  language,  the  clearer  his  own  thoughts  and  the  rri 
understanding  our  response. 

Ex-press — to  send  a package:  The  word  condenses 
whole  principle  of  encephalization;  i.e.,  the  evolut 
of  mankind  beyond  the  dumb  helplessness  of  bru 
Given  a disturbing  thought  or  feeling,  the  colloquial 
is  apt:  Get  it  out  of  your  system.  On  an  anatomical  lad 
the  individual  who  stutters  is  surely  closer  to  s 
expression  than  is  the  patient  with  hyperventilatior 
peptic  ulcer  or  spastic  colon.  Psychosomatic  disorc 
do  not  cure  themselves  or  just  go  away.  Wit 
grumblings  of  body  language  and  physiology 
seldom  be  relinquished  until  conflicts  come 
consciousness  and  verbal  explication. 

The  person  who  mistreats  an  animal,  includ 
himself,  can  almost  always  rationalize  his  cruelty.  1 
especially  relates  to  the  abuse  of  hoofed  or  hun 
beasts  of  burden.  The  invitation  to  meanness 
indifference  is  the  muteness  of  the  victim.  The  first; 
most  essential  requisite  to  compassion  is  comm 
ication. 

This  also  applies  to  the  wonderfully  therapei 
sharing  of  experiences  in  any  kind  of  fellowship. 

Reading,  by  the  way,  is  the  richest  uncle  of  fellows 
and  community  and  all  that  such  terms  connote.  A gc 
author  can  externalize  in  languageand  therebyshare 
human-ness,  taking  the  curse  off  our  own.  Televisi 
relying  on  pictures,  can  have  the  opposite  efff 
Pictures  displace  imagination  instead  of  cultivating 
leaving  no  room  for  one’s  own  creativity  or  educa: 
discrimination.  When  the  media  char  imagination 
making  everything  “explicit’’  we  begin  losing  sensitii 
and  turn  backward  toward  barbarism.  Remember  Pla 
prophetic  comment  on  human  beings:  “They  see  c 
their  own  shadows,  or  the  shadows  of  one  anotf 
which  the  fire  throws  on  the  opposite  wall  of  the  cav 

A picture  is  worth  more  than  ten  thousand  words?  T 
is  true,  but  only  in  concrete  terms.  Whenever  one  mo 
up  to  the  abstract  or  the  metaphysical,  a word  mayi 
worth  ten  thousand  pictures. 

Language  and  reasoning  are  evolving  togetf 
Experts  treat  linguistics  as  an  organic,  growing  proo 
not  unlike  history  and  the  law.  The  understanding 
trends  and  changes  calls  only  for  intelligent  hindsif 
Our  passive  acquiescence  that  the  character 
communication  is  emergent  is  what  continues 
impede  any  real  progress  or  improvement.  ' 

Errors  in  the  wording  of  our  thoughts  are  still  error 
the  thoughts  themselves.  A strange  apathy  has  kepi 
from  realizing  this  or  doing  anything  constructive  ab 
it. 

If  the  evolution  of  reasoning  is  an  organic  proces 
might  be  compared  with  the  growing  of  cc 
Generations  of  farmers  cannot  just  sit  on  their  porcf 
carefully  documenting  the  invasion  of  weeds  and  floe 
The  learned  professions,  the  farmers  of  the  mind,  I 
better  get  out  of  the  rocking  chairs  of  hindsight  and 
some  weeding  and  cultivating  in  the  fields  of  langua 
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In  the  treatment 
of  insomnia 


Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCl/ Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  sroSSy  ^nd  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.  ‘ In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three i| 
as  many  patients  reported  feeling  refreshed  and  aler' 
awakening  after  a night  on  Dalmane  (flurazepam/R' 
compared  to  placebo  nights. ^ This  difference  was  hi 
significant  (p<0.001).  And  a retrospective  study  o 
hospitalized  patients  who  received  Dalmane  reveale 
a 3.1%  incidence  of  side  effects.^ 

While  residual  effects  from  Dalmane  therapy  h 
infrequent,  patients  should  be  cautioned  about  drink 
alcohol,  driving  or  operating  hazardous  machinery  ; 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patient; 
asleep  sooner,  sleep  longer  and  experience  fewer  no 
awakenings.'*  The  safety  and  efficacy  of  Dalmane  h. 
been  demonstrated  in  medical  and  surgical  hospitalii 
patients,  in  patients  seen  in  office  practice  and  in  eld 
patients.^'*  Since  the  risk  of  oversedation,  dizziness. 
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Contemporary  Hypnotic  Therapy 


3n  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
;atment  of  insomnia  have  been  demonstrated  in  thou- 
nds  of  patients  with  a variety  of  primary  medical  condi- 
)ns,  including  cardiovascular,  neuropsychiatric,  endocrine- 
etabolic,  gastrointestinal,  genitourinary,  respiratory  and 
lusculoskeletal  disorders.'  Dalmane  (flurazepam  HCl/Roche) 
contraindicated  in  pregnancy  and  in  patients  hypersensi- 
/e  to  the  drug. 

Woids  rebound  insomnia 
ipon  discontinuation. 

Rebound  insomnia -a  worsening  of  sleep  beyond 
iretherapy  levels  after  drug  discontinuation-has  been 
sported  as  a potential  clinical  problem  with  some  hypnot- 
However,  this  problem  has  not  been  reported  with 
)almane.  In  eight  out  of  eight  sleep  laboratory  studies, 
lere  were  no  feports  of  rebound  insomnia."  When  you 
describe  Dalmane,  you  can  be  confident  of  efficacy  that 
nhances  therapeutic  progress.  Your  insomniac  patients  can 
le  assured  of  a restful  night,  night  after  night— a good  start 
or  a good  morning. 
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For  efficacy  from  the  beginning 
to  the  end  of  therapy 
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Please  see  following  page  for  summary  of  product  information. 


Dalmane'iK 

flumzepam  HCI/Roche 

l5-ms/X)-ins  capsules 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  poor  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  lor  nighttime  sedation.  This  potential 
may  exist  lor  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driv- 
ing) . Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapenng  of  dosage  for  those  patients  on  medication  lor 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  in  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness,  staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occun-ences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT.  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g..  excite- 
ment, stimulation  and  hyperactivity. 

Dosage;  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  1 5 mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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A 17-year-old  boy  hurt  his  right  arm  playing  football. 
? cannot  raise  the  affected  arm.  A shoulder  film  is 
own  in  Figure  1. 

What  is  your  diagnosis? 

What  single  film  would  assure  you  that  you  were 
rrect? 


Figure  1 

AP  view  of  the  shoulder. 
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Answer: 

Anterior,  subcoracoid 
disiocation  of  the  humerus 
“Y”  view  of  the  shoulder. 

Dislocation  of  the  shoulder  is  one  of  the  most 
common  injuries  encountered  in  the  practice  of 
medicine.  The  anatomy  of  the  shoulder  can  be  distorted 
by  projection  on  the  anteroposterior  (AP)  view.  Often, 
one  cannot  determine  whether  a dislocation  is  anterior 
or  posterior  from  conventional  views.  Transaxillary 
views  have  historically  been  obtained,  in  an  effort  to 
determine  the  position  of  the  humeral  head  in  relation 
to  the  glenoid.  This  view  has  several  disadvantages;  it  is 
hard  to  obtain,  can  produce  additional  trauma  to  the 
patient,  and  requires  relatively  increased  x-ray  dose  to 
penetrate  the  patient  in  transverse  projection.  A better 
view  is  available,  but  has  not  been  universally  employed. 


The  view  of  the  shoulder  is  obtained  by  rotc'i 
the  patient  60  degrees,  with  the  affected  shoue 
closest  to  the  film.  This  view  projects  the  scapula  ;i 
"Y”,  with  the  coracoid  and  acromion  processes  fort  n 
the  arms,  and  the  body  of  the  scapula  forming  the  s 
(Figure  2).  The  humeral  head  should  sit  in  the  midd  c 
the  "Y".  Anterior  and  posterior  dislocations  are  sh  vi 
by  displacement  of  the  head  of  the  humerus  frorri 
center  of  the  “Y".  In  our  patient,  anterior  displacer  r 
of  the  humerus  was  easily  seen  (Figure  3).  / e 
reduction  of  the  dislocation,  only  a single  repeat  i 
view  was  needed  to  document  the  reduction. 

The  “Y”  view  offers  a simple,  non-traumatic  li 
accurate  way  for  determining  the  position  of  i 
humeral  head.  It  should  be  used  in  all  patients  suspe  ^ 
of  having  shoulder  dislocations. 
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Figure  2 

‘‘Y”  view,  with  limbs  of  Y drawn  in.  Humeral  head  in  place. 
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Figure  3 

Anterior  dislocation.  Humeral  head  projected  anterior  to 
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e Pursuit  of  Excellence 

r J.  Lynch,  M.D. 

evocation  address  for  the  University 
rizona  Medical  School,  Class  of  1982. 
14,  1982. 

)duction 

St  Saturday  night  I was  in  a hotel  room 
Washington,  D.C.  I had  spent  the  day 
ning  to  an  endless  series  of  12  minute 
arch  reports.  Throughout  the  day  my 
d and  my  buttocks  had  grown  equally 
lb.  Like  any  sensible  Irishman  I badly 
ted  a drink  and  some  light  hearted 
/ersation  with  my  friends.  Instead  I 
pacing  the  floor  wondering  what  in 
A^orld  I was  going  to  tell  you  tonight  in 
convocation  address.  During  this 
diess  meandering  I fell  to  thinking 
Lit  the  general  meaning  of  graduation 
cises.  Surely  they  could  not  be 
bly  important  or  else  why  would  I 
ember  my  first  day  at  medical  school 
much  more  clearly  than  my  last, 
laps,  I thought,  they  are  held  simply 
lunish  the  students  by  making  them 
n to  one  last  lecture.  But  no,  if  so  I 
lid  have  had  to  prepare  a lecture 
ndout”  and  there  would  be  a stack  of 
i and  box  of  number  2 pencils  on  the 
2rn.  A breeze  then  drifted  in  through 
open  window  bringing  with  it  a few 
n thoughts.  I recognized  that  these 
imencement  ceremonies  quite  rightly 
jrred  as  a public  reward  for  work  well 
e and  that  they  served  as  a time  of 
bration  to  compensate  for  a long 
iod  of  deprivation.  But  most 


important  of  all,  it  seemed  to  me,  was  the 
fact  that  this  day,  together  with  the 
forthcoming  month  between  now  and 
the  start  of  your  postgraduate  training, 
offered  the  chance  for  a pause.  Such 
pauses  seem  important  in  nature; 
rhythms  of  activity  and  rest  are  all  around 
us.  Winter  follows  summer  and  sleep 
follows  wakefulness.  However  I 
wondered,  of  what  teleologic  meaning 
was  this  particular  pause  in  the 
educational  journey  of  a medical  student. 
At  the  thought  of  a journey  my  mind 
drifted  towards  the  many  times  I had 
hiked  the  south  facing  trails  on  the  front 
range  of  the  Catalina  Mountains:  Finger 
Rock  and  Esperero  trails  in  particular.  I 
recalled  that  I almost  always  chose  to  rest 
at  those  points  in  the  trail  which  offered 
open  vistas.  These  pauses  served  two 
purposes  for  me.  They  allowed  for  the 
recuperation  of  physical  strength,  of 
course,  but  more  importantly  they 
offered  the  chance  for  reflection  and 
meditation.  During  the  active  part  of  the 
climb  my  mind  would  be  focused  on  the 
trail  itself  or  on  the  minutiae  of  everyday 
life.  On  the  other  hand,  while  quietly 
gazing  down  over  the  expanses  of  the 
Tucson  Valley  or  upward  at  the  pine 
covered  mountain  tops,  my  thoughts 
would  turn  to  more  philosophic  subjects: 
contentment,  future  planning,  and  basic 
questions  about  the  meaning  of  life.  At 
that  point  I realized  that  throughout  art 
and  life,  pauses  were  used  in  a similar 
way.  Beethoven  composed  his  sym- 
phonies in  movements  so  that  there 
would  be  periodic  intervals  available  for 
the  tuning  of  instruments.  The  voyager  in 
Robert  Persig’s  Zen  and  the  Art  of 
Motorcycle  Maintenance  covered  the 
whole  of  freshman  philosophy  during 
pauses  in  his  cross  country  trip. 

As  I recovered  from  my  daydreaming  I 
began  to  realize  what  this  convocation 
tonight  was  for:  it  was  to  initiate  a pause 
for  you  during  which  you  would  have  the 
opportunity,  quite  possibly  for  the  first 
time  in  four  years,  to  examine  your  lives  in 
the  largest  possible  sense;  to  ask 
questions  such  as  “why  am  I studying 
medicine,”  “what  will  I do  with  my  future 
years,”  and  “am  I satisfied  with  the  way  I 
am  running  my  life.”  I then  recognized 
that  my  role  was  to  serve  as  a facilitator  for 
this  questioning  process.  One  who  would 
open  the  first  few  questions,  examine 
some  of  the  issues  and,  hopefully,  offer  an 
answer  or  two. 

Though  I now  knew  what  I wanted  to 
tell  you  tonight  I was  still  troubled  by  the 
fact  that  I knew  I could  cover  no  new 
ground.  After  all  philosophers  smarter 
than  I,  and  better  trained,  had  for 
centuries  written  about  these  basic 
problems  with  great  thoroughness.  I 
knew  that  I could  offer  only  vague 
generalities  and  unproven  speculation. 


But  then  a reassuring  thought  struck  me: 
my  audience  tonight  was  to  be  made  up 
largely  of  the  very  individuals  who  had 
written  those  marvelous  essays  on  “why  I 
want  to  be  a doctor”  for  their  medical 
school  applications.  Surely  they  would  be 
gentle  in  judgment  of  my  awkwardness 
and  inarticulateness.  With  these 
considerations  in  mind  I took  pen  in  hand 
and  began  composing  this  address:  “The 
Pursuit  of  Excellence.” 

The  material  to  be  included  in  my 
presentation  tonight  is  divided  into  three 
parts.  They  include:  first,  medical  school 
graduation  as  a transition  point;  second, 
the  pursuit  of  excellence  based  on 
internal  motivation  and  third,  the  need 
for  pacing  during  such  pursuit. 

Medical  School  Graduation  as  a Tran- 
sition Point 

Let  us  look  now  at  the  first  of  these: 
medical  school  graduation  as  an 
important  transition  point.  One  might  ask 
the  question:  “is  this  graduation  tonight 
any  different  than,  or  any  more  important 
than,  your  graduation  from  high  school 
or  your  graduation  from  college?”  I 
believe  that  it  is.  Your  grade  school  and 
high  school  graduations  represented  only 
quantitative  transitions.  This  one  marks  a 
qualitative  change  in  your  approach  to 
education  and  thus  in  your  approach  to 
the  pursuit  of  excellence.  Let  me 
enumerate  three  aspects  of  this  important 
change. 

First,  up  to  this  point  definition  of  the 
word  excellence  has  involved  only  the 
acquistion  and  display  of  knowledge. 
Assessment  of  the  degree  to  which  you 
have  achieved  excellence  has  depended 
entirely  on  things  relative  to  knowledge: 
your  grades,  your  performance  on 
standardized  tests  and,  perhaps,  on  your 
election  to  honor  societies.  From  now  on 
this  will  no  longer  be  true.  In  the  future 
your  excellence  will  be  judged  on  much 
more  than  knowledge  alone.  Assessment 
will  include  such  criteria  as  your 
thoughtfulness,  thoroughness,  depend- 
ability, personal  warmth  and  the  many 
other  similar  traits  which  determine  the 
quality  of  the  patient  care  you  render. 

Second,  up  to  this  point  the  degree  to 
which  you  have  attained  excellence  has 
been  quantifiable.  Acceptance  to  an  ivy 
league  university,  matriculation  at  the 
University  of  Arizona  Medical  School  and 
membership  in  Alpha  Omega  Alpha  were 
by  their  very  definition  proof  of 
excellence.  The  brilliant  student  who 
loafed  his  or  her  way  past  milestones  and 
the  slower  student  who  poured  heart  and 
soul  into  the  same  achievements  were 
said  equally  to  have  obtained  excellence. 
However,  in  the  future,  quantification 
will  be  difficult  and  with  the  possible 
exception  of  specialty  board  certification, 
there  will  be  few,  if  any,  new  absolute 
standards  of  excellence  against  which  to 
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judge  yourself. 

Third,  because  excellence  was  defined 
in  terms  of  knowledge  quantitated  to  a 
measurable  level  it  was  by  definition, 
achievable.  You  had  a definite  goal  and 
you  knew  exactly  what  you  had  to  do  to 
get  there.  Based  on  this  discussion  it 
becomes  quite  clear  that  in  the  years 
ahead  you  will  be  much  less  sure  of  just 
what  excellence  means  and  you  will  be 
much  less  sure  about  how  well  you  are 
achieving  it.  In  fact,  your  definition  of  the 
word  will  change  from  year  to  year  but  in 
its  mutability  there  will  always  remain  the 
element  of  elusiveness.  This  is  so  because 
the  goals  of  excellence  you  set  for 
yourself  must,  if  they  are  to  remain 
motivational,  lie  just  outside  your  grasp. 
For  this  reason  I have  entitled  my  talk  the 
"pursuit”  of  excellence  rather  than  the 
“achievement”  of  excellence.  That  is  not 
to  say  that  attainable  intermediate  goals 
such  as  the  reading  of  a certain  number  of 
books,  the  publication  of  a certain 
number  of  manuscripts,  or  the  election  to 
officership  in  your  professional  societies 
should  not  be  set.  But,  precisely  because 
you  have  set  these  goals  yourself  you  will 
recognize  that  they  are  merely  symbo/s  of 
excellence  and  that  they  do  not  represent 
excellence  itself.  You  may  find  that  the 
nebulousness  which  is  contained  in  your 
new  definition  of  excellence  will  be 
unsettling  at  times  but  at  least  you  will 
recognize  with  hindsight  how  limited  and 
inaccurate  have  been  our  judgments  of 
your  excellence  throughout  your  school 
years. 

To  this  point  I have  spoken  only  about 
the  definition  of  excellence.  It  is  even 
more  important  now  that  I speak  about 
the  pursuit  thereof.  In  speaking  of  pursuit 
I am  really  speaking  about  motivation. 
One  will  not  pursue  any  goal  without 
appropriate  and  sufficient  motivation. 
And  in  speaking  of  motivation  I will  be 
critical  both  of  you  as  students  and  us  as 
faculty.  This  criticism  occurs  because  to 
this  point,  your  motivation  had  de- 
veloped mainly  because  of  factors 
external  to  yourselves.  Your  productivity 
has  generally  been  dependent  on  the 
rewards  we  have  offered  you.  These 
rewards  have  included  such  things  as 
hugs  and  kisses  from  your  parents  for 
"A’s”  in  grade  school;  the  gift  of  a watch 
for  honor  role  placement  in  high  school; 
the  approbation  of  your  professors  in 
college  and  today  public  adulation  of 
your  accomplishments  in  medical  school. 
You  have  become  addicted  to  this  reward 
system  and  now  when  it  isending  someof 
you  will  be  reluctant,  intheabsenceof  yet 
another  doggy  biscuit,  to  continue  to 
preform.  Motivation  based  on  external 
reward  is  not  all  bad  but  it  is  a system 
better  suited  for  the  training  of  children 
and  circus  animals  than  it  is  for  the 
education  of  enormously  talented  adult 
human  beings.  Nevertheless,  I will  judge 


you  only  gently  if  you  falter  in  facing  a 
world  increasingly  indifferent  to  the 
desirability  of  excellence.  To  a greater 
degree,  I castigate  ourselves  as  faculty 
both  for  our  continued  use  of  the  system 
and  for  our  failure  to  help  you  develop  a 
better  system  of  motivation.  Because  of 
our  failure,  you  will  have  to  develop  a 
substitute  system  on  your  own.  Just  what 
form  it  will  take  is  variable,  but  one  thing 
is  certain.  At  its  core  must  lie  this  one  fact; 
all  future  motivation  must  arise  from  a 
personal  intrinsic  desire  to  seek 
perfection.  All  of  us  have  within  ourselves 
the  capability  of  performance  without 
external  reward  but  how  often  do  we  live 
up  to  this  capability?  What  will  become  of 
you  in  another  ten  years?  What  will  you 
do  when  there  are  no  more  courses  you 
must  take,  when  there  are  no  more  tests 
you  must  pass,  when  there  are  no  more 
honor  societies  to  which  you  might  be 
elected?  When  the  external  reward 
system  you  have  grown  comfortable  with 
is  gone  will  you  still  seek  excellence  with 
the  same  degree  of  diligence  you  have 
exercised  up  to  this  point?  I fear  that  the 
answer  will  be  “yes”  only  if  you  begin 
today  to  plan  for  the  future.  This  brings 
me  to  a major  question  and  the  second 
part  of  my  presentation:  “how  does  one 
go  about  developing  this  necessary 
internal  motivation?” 

Internal  Motivation  for  the  Pursuit  of 
Excellence 

In  attempting  to  answer  this  question,  I 
have  no  startling  new  ideas,  no  fool  proof 
schemes  and  no  double  blind,  controlled 
studies  to  offer  you.  My  suggestions 
instead  are  based  on  common  sense, 
anecdotes,  case  reports  and  a modest 
amount  of  personal  experience.  They  fall 
into  two  major  groups;  those  directed 
towards  the  pursuit  of  excellence  within 
your  professional  life  and  those  directed 
towards  the  pursuit  of  excellence  in  your 
personal  life. 

Let  us  begin  with  the  former.  First, 
make  an  original  observation.  Some- 
where along  the  line  you  will  encounter 
some  medical  problem  unusual  enough 
to  be  worth  recounting  for  others.  At  the 
very  least  convey  this  observation 
verbally  to  those  around  you.  Even  better 
put  it  in  writing  if  you  can.  Such  a written 
observation  need  not  be  formal  in  nature. 
A letter  to  the  editor  is  easy  to  prepare 
and  its  publication  will  be  both  useful  to 
society  and  immensely  satisfying  to 
yourself. 

Second,  purchase  twice  as  many 
journals  and  books  as  you  think  you  will 
need.  In  spite  of  your  best  intentions  you 
will  never  go  to  the  library  as  often  as  you 
should  and  there  is  no  substitute  for 
having  your  reading  material  readily  at 
hand.  Do  not  trouble  yourself  over  the 
cost;  these  expenses,  at  least  after  your 
residency,  will  be  a minute  fraction  of 
your  income.  Moreover,  your  investment 


in  journals  and  books  ought  to  be  vie » 
as  capital  investment  analogous  toj 
business  man’s  expenditure  for  rep 
ishment  of  stock.  You  can  not  affoi  i 
live  only  off  yesterday’s  store  of  me  | 
education  any  more  than  the  busi| 
man  can  fail  to  continually  moderniz  i 
equipment.  ' 

Third,  having  provided  yourself  | 
the  raw  material,  read  as  much  as  you| 
But  don’t  let  your  obsessive-compuj 
nature  compel  you  to  read  each  issil 
every  journal  from  cover  to  cover.' 
quantity  of  time  required  for  | 
reading  leads  to  procrastination  and 
habit  of  “seasoning”  one’s  journal! 
one’s  desk.  At  the  risk  of  seeming  ] 
intellectual  I suggest  browsing  thrcl 
new  issues  as  rapidly  as  you  receive  tl  I 
Read  what  catches  your  eye  or  | 
interests  you.  Read  an  abstract  here; 
an  editorial  there.  Skip  whole  articl'l 
even  whole  issues  when  nothin 
pertinent  to  your  needs.  Do  not  S( 
too  much  time  on  review  articles, 
better  to  file  these  for  recovery  at  s' 
future  time  when  a particular  patient 
particular  problem  requires  extei 
review.  Instead  spend  your  time  on 
observations.  Obviously  many  of  t 
new  observations  will  not  stand  thett 
time  but  they  will  make  you  think  ant 
make  you  sharpen  your  powers  of  cr 
judgment.  Don’t  read  solely  within 
own  field.  Peruse  at  least  one  journ 
general  medicine  and  several  in 
specialties  which  are  most  closely  alii? 
your  own.  Such  Catholicism  in 
reading  will  retard  the  developmen 
narrow  mindedness  and  will  imp 
your  ability  to  communicate  with 
colleagues. 

Fourth,  even  as  writing  and  rea' 
expand  your  intellectual  skills  so  sh 
“doing”  expand  your  technical  s 
Familiarize  yourself  with  new  technir 
as  they  become  available.  Learn  t 
oughly  at  least  a few  of  these 
incorporate  them  into  your  practice.? 
learning  can  be  accomplished  by  the 
of  a more  experienced  colleague' 
attendance  at  workshops  and 
returning  for  a "mini-sabbatical”  at 
alma  mater.  Failure  to  keep  up  in  t 
technical  areas  will  rapidly  cause  yo 
fall  far  behind  each  new  generatio 
medical  students  as  they  enter  prac 
Such  loss  is  highly  visible  to  your 
leagues  and  is  paid  for  dearly  in  tern 
decreased  self-esteem. 

Fifth,  teach  someone  someth 
Remember  that  the  word  doctor  cc 
from  the  latin  “docere”  to  teach.  Take 
medical  student  as  a preeeptee,  st. 
clinic  at  a teaching  hospital,  teach  a l 
aid  class  at  the  local  high  school,  cou 
the  public  on  self-care  through  b< 
living  habits.  Teaching  keeps  you  cun 
exposes  your  mind  to  the  insigi 
questions  of  your  audience  and  fc 
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|to  organize  information  which  might 
•rwise  indefinitely  rattle  around  loose 
Dur  head. 

xth,  work  on  medical  administration, 
^ctive  in  local  and  national  medical 
^ties,  take  a turn  on  hospital  com- 
pes  and,  most  important  of  all, 
cise  a vigorous  role  in  the  arena  of 
:ical  ethics.  These  administrative  tasks 
onerous  but  they  are  of  tremendous 
ortance.  Involvement  in  them  will 
e you  out  of  your  own  selfish  personal 
Id  and  will  cause  you  to  look  at  the 
! of  medicine  in  a much  larger  sense, 
ill  also  demonstrate  that  you  as  an 
vidual  can  play  some  role  in 
;rmining  the  destiny  not  only  of  your 
medical  life  but  also  the  direction 
the  morality  of  the  medical 
ession  as  a whole.  Your  participation 
teach  you  tolerance  for  the  foibles  of 
;rs  and  it  will  offer  society  evidence 
we  as  physicians  have  the  desire  and 
to  safeguard  the  trust  that  people 
e in  us. 

't  me  turn  now  to  the  other  side  of  the 
: the  pursuit  of  excellence  in  your 
.onal  life.  Almost  by  definition 
Hlence  cannot  be  achieved  in  a single 
ment  of  one’s  activity.  All  of  life  is 
rtwined.  The  manner  in  which  you 
for  patients  cannot  be  relegated  to  a 
irate  and  independent  compartment 
3ur  life.  There  is  no  question  that  how 
lead  your  personal  life  greatly 
nges  on  how  you  deliver  medical 
and  vice  versa.  You  cannot  have 
jllence  in  the  one  without  excellence 
le  other.  Moreover,  the  "practice”  of 
licine,  no  matter  to  what  degree  it  is 
lorized  by  society,  is  not  of  a moral 
?r  higher  than  that  of  the  "practice” 
fe  and  thus  it  deserves  no  singular 
ihasis  in  the  quest  for  excellence. 

Dt  surprisingly,  you  will  find  that  the 
uit  of  excellence  in  your  personal  life 
be  no  less  difficult  than  is  the  pursuit 
xcellence  in  your  medical  career.  In 
the  task  may  be  considerably  more 
lous  since  the  criteria  which  define 
onal  excellence  are  rather  less  clear 
consensus  regarding  the  best 
iway  is  even  harder  to  obtain.  Of  only 
thing  there  is  no  doubt:  here  too  the 
ivation  for  excellence  must  be 
rnally  developed.  Nevertheless,  and 
)ite  of  the  difficulty,  let  me  offer  some 
:epts. 

rst,  when  faced  with  equal  oppor- 
ties  choose  the  active  rather  than  the 
ive  mode.  Increasingly  the  members 
our  society  have  abbrogated  the 
ortunity  to  do  things  for  themselves, 
le  words  of  a marvelous  song,  though 
n in  quite  a different  context,  we 
/e  become  comfortably  numb.”  Take 
I minute  walk  rather  than  watching 
ther  half  hour  of  television.  Go  skiing 
?ad  of  sunbathing.  Play  racquetball 
er  than  sitting  in  a stadium  to  watch  a 


football  game.  Write  a letter  rather  than 
read  a magazine.  Play  the  guitar  rather 
than  listen  to  the  radio.  It  seems  to  me 
that  an  appropriate  definition  of  aging  is 
that  it  represents  the  gradual  shift  from 
active  to  passive  mode.  A decision  not  to 
do  something  is  often  easier  but  is  usually 
less  desirable  than  a decision  to  do 
something.  A negative  decision  is  all  to 
often  a decision  for  dying  rather  than  a 
decision  for  living.  Our  horizons  constrict 
all  too  fast  as  it  is;  keep  pushing  at  them  as 
long  as  you  possibly  can. 

Second,  and  as  a paradox  to  what  I have 
just  finished  saying,  maintain  some  time 
for  quiet  reflection.  If  you  spend  all  your 
time  with  your  nose  to  the  grindstone  you 
will  fail  to  see  what  beauty  exists  in  the 
world  around  you.  You  will  lose  your 
perspective  about  the  larger  things  in  life, 
you  will  become  mired  in  minutiae,  your 
life  will  drift  for  lack  of  long  term  goals 
and  you  will  lose  the  magnificent  feeling 
of  sharing  love  with  those  around  you.  In 
short,  time  and  the  world  will  pass  you  by. 
Time  for  rest  and  reflection  is  far  too 
important  to  be  left  to  chance.  Make  this 
time  priority  time.  Plan  forit  not  as  you 
plan  for  vacation  (think  of  how  many 
vacations  have  been  ruined  because 
people  were  too  busy  to  enjoy 
themselves)  but  plan  for  it  every  day  and 
every  week.  Set  aside  a few  minutes  of 
your  lunch  hour,  the  last  half  hour  before 
you  go  to  sleep,  an  hour  on  Sunday.  Even 
during  your  residency,  find  yourself  these 
few  moments.  You  will  come  to  relish 
them  and  you  may  even  find  that  they 
make  the  difference  between  irascibility 
and  peacefulness,  sanity  and  insanity. 

Third,  maintain  an  interest  in  the  arts.  I 
can’t  tell  you  why  music,  theater,  artwork 
and  literature  are  so  helpful  but  they 
certainly  do  seem  to  act  as  a most 
remarkable  antidote  to  the  irritability  of 
the  world  around  us.  They  can  recreate 
tranquility  after  the  most  hectic  of  days  or 
weeks.  They  offer  beauty  in  a world, 
which  in  many  respects,  seems  to  be 
growing  uglier  day  by  day. 

Fourth,  make  some  commitment  to  a 
cause  about  which  you  feel  strongly.  If 
you  have  no  important  personal 
commitments  there  is  a real  danger  that  a 
time  will  come  when  life  will  seem  to  lose 
its  meaning.  Passionate  commitment, 
balanced  of  course  by  a mind  open  to 
opposing  viewpoints,  rekindles  enthu- 
siasm and  reinforces  the  important 
realization  that  individuals  can  in  fact 
change  the  course  of  society.  The  nature 
of  the  committment,  I suspect,  matters 
less  than  the  persuasiveness  of  it. 
Religious  belief,  preservation  of  the 
wilderness,  conservation  of  energy, 
abolition  of  nuclear  arms,  anyone  of 
these  can  serve  in  its  own  way  for  one  or 
another  of  you. 

Fifth,  even  in  the  busiest  of  times 
maintain  a hobby.  Such  a device  serves  as 


an  excellent  outlet  for  otherwise 
unreleased  energy  and  hostility.  It  clears 
the  mind  of  worries  associated  with  one’s 
work,  allows  for  a method  of  meeting 
individuals  other  than  fellow  physicians 
and  acts  as  a balance  for  the  tendency  of 
medicine  to  monopolize  one’s  life. 

Sixth,  maintain  your  sense  of 
intellectual  curiosity.  For  most  of  us 
development  of  intellectual  curiosity 
provided  our  first  sense  of  excitement 
over  intellectual  achievement.  It  was 
often  our  directing  force,  first  toward 
science  and  then  toward  medicine.  In 
childhood  it  was  the  best  and,  perhaps 
the  only,  internal  form  of  motivation.  It  is 
sad  to  realize  that  the  external  reward 
system  discussed  earlier,  together  with 
our  current  educational  emphasis  on 
facts  rather  than  reasoning  have  all  too 
often  led  to  a marked  loss  in  intellectual 
curiosity  by  the  time  of  medical  school 
graduation.  Is  yours  still  present?  Test 
yourself.  Look  in  the  dictionary  for  the 
definition  of  a single  word.  Can  you  do  it 
or  do  you  involuntarily  find  yourself 
looking  up  other  words  spotted  as  you 
turn  the  pages?  The  titer  of  your 
intellectual  curiosity  can  be  estimated  by 
the  number  of  words  about  which  you 
stopped  to  read.  Husband  whatever  spark 
of  curiosity  has  escaped  the  ravages  of 
education  just  as  a hiker  would  guard  the 
dying  sparks  of  a campfire.  As  you  have 
time,  rekindle  those  sparks  by  using 
them.  Take  a computer  course,  build  a 
telescope,  solve  a puzzle.  Such  activities 
will  keep  your  mind  active  and  will  stave 
off  boredom. 

Seventh,  and  my  only  negative 
suggestion,  do  not  become  beguiled  by 
material  possessions.  Once  you  enter 
practice,  income  will  be  earned  all  too 
easily.  Do  not  let  your  riches  distort  your 
perspective.  In  particular  do  not  let  the 
demands  of  your  lifestyle  determine 
either  the  quality  or  quantity  of  your 
practice.  You  will  clearly  have  money 
enough  on  which  to  live.  There  really  is 
no  reason  to  accumulate  more. 
Remember  always  that  your  position  as  a 
physician  does  not  give  you  some 
inalienable  right  to  a certain  standard  of 
living.  Society  has  granted  us  the 
opportunity  to  live  well  because 
physicians  have  traditionally  given  much 
back  to  society  in  terms  of  personal, 
interested  and  knowledgeable  care. 
Society  can  and  will  revoke  that  privilege 
if  it  perceives  that  the  equilibrium  has 
shifted.  To  the  degree  that  greed  has 
been  preceived  in  me  and  my  colleagues, 
we  have  hurt  both  you  and  the  people 
who  have  trusted  us.  Take  care  that  you 
do  not  shift  the  equilibrium  further.  Strive 
always  to  give  more  than  you  receive. 

To  this  point  we  have  reviewed  a dozen 
precepts  which  may,  in  some  small  way, 
help  in  the  development  of  internal 
motivation  in  your  pursuit  of  excellence. 
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This  brings  me  to  the  third  and  final  part 
of  my  talk;  the  need  for  pacing  in  the 
pursuit  of  excellence. 

Pacing  in  the  Pursuit  of  Excellence 

It  is  well  to  remember  that  life  is  a 
marathon  race  not  a sprint.  The 
excellence  of  your  effort  can  only  be 
judged  at  the  26  mile  finish  line.  Tonight 
you  are  only  crossing  the  ten  mile  marker. 
The  front  runners  today,  no  matter  how 
highly  praised,  have  won  no  race  and  may 
falter  yet.  The  laggards  have  not  yet  lost 
but  must  soon  quicken  their  pace  if  they 
aspire  to  excellence.  Finding  and 
maintaining  the  correct  pace  is 
extraordinarily  difficult.  One  must  steer  a 
careful  course  between  the  Scylla  of 
laziness  and  the  Charybdis  of  “burnout.” 
One  is  just  as  bad  as  the  other.  Both  lead 
to  less  than  optimal  service  for  society; 
both  eventually  lead  to  a sense  of 
personal  failure  and  both  stem  at  least  in 
part  from  the  same  failure  in  our 
educational  system:  the  failure  to  help 
our  students  develop  an  internal 
motivation  system.  Our  failure  with  the 
underachiever  is  more  apparent  and  for 
that  reason  less  pernicious.  I am  more 
troubled  by  our  failure  with  the 
overachiever  because  both  our  problem 
and  tbeir  problem  are  hidden  by 
apparent  success.  We  and  they  glory  in 
their  current  productivity  and  achieve- 
ment. But  what  good  is  all  this  if,  after  the 
completion  of  formal  training,  the 
remaining  30  years  of  their  lives  are  spent 
in  mediocrity.  How  much  better  would  it 
be  if  we  traded  a ten  percent  lower  rate  of 
effort  in  the  decade  or  so  of  medical 
education  for  a lifetime  of  active  learning 
and  enthusiasm. 

With  these  difficulties  in  mind  how  can 
the  thoughtful  student  determine  if  hisor 
her  pace  is  correct?  It  is  not  always  easy  to 
tell  but  repeated  acts  of  procrastination 
coupled  with  denial  about  the 
importance  of  productivity  suggest 
underachievement  or  even  downright 
laziness.  On  the  other  hand  a dimming  of 
enthusiasm  and  a chronic  sense  of  being 
trapped  by  work  signal  tbe  early  stages  of 
burnout.  In  either  case  it  is  of  utmost 
importance  to  recognize  that  faculty, 
friends,  and  family  can  offer  only  limited 
assistance  in  the  regulation  of  your  pace. 
Ultimately  only  you  can  choose  the  rate  at 
which  you  wish  to  run  and  only  at  the  end 
of  a lifetime  can  you  judge  its  correctness. 

In  closing  I can  summarize  by  saying 
that  the  real  importance  of  this  con- 
vocation tonight  is  that  it  marks  a 
transition.  It  represents  our  release  to  you 
and  your  acceptance  of,  complete  and 
personal  responsibility  for  a lifetime 
spent  in  pursuit  of  excellence. 

Go  now  in  peaceand  joy.  Let  your  inner 
strength  and  equanimity  be  manifest  as 
an  unmistakable  smile  sucb  that  all  those 
you  encounter  will  recognize  that  you 
come  to  them  in  helpfulness  and  in  love. 


Preventive  Oncology 

Essentially  half  of  all  deaths  from  car , 
occur  from  lung,  colon,  and  br 
tumors.  Since  current  treatment  of  tF : 
tumor  types  generally  is  not  curative,  i 
important  to  consider  the  poss  i 
prevention  of  these  categories  of  tuni 
by  altering  lifestyle  and  other  e 
ronmental  factors  proven  to  be  hip 
correlated  with  development  of  tF 
tumors.  The  importance  of  ei 
ronmental  factors  has  been  establis 
by  comparing  the  cancer  incidence  r ' 
in  various  areas  and  noting  that  migr. 
take  on  the  rate  and  type  of  tui 
incidence  of  the  residents  of  the  cour 
to  which  they  migrate.  A high  incide 
of  lung  cancer  has  been  documentei 
England  and  the  U.S.,  occurring  at  a 
35  times  higher  than  in  a low  incide 
area,  Nigeria.  Breast  cancer  incidenc 
high  in  Canada  and  the  U.S.  and  ocr 
five  to  seven  times  more  frequently  t 
in  Israel.  Colon  tumors  are  high: 
frequency  in  the  U.S.,  and  the  rate  is 
times  higher  than  in  Nigeria.  From  195 
1975,  deaths  from  lung  cancer  increa 
148%  whereas  deaths  from  stom 
cancer  decreased  61%. 

Are  there  preventive  measures 
would  significantly  lower  tur 
incidence  and  mortality?  Yes.  Estimate 
the  potential  contribution  of  tobacco/ 
diet  to  cancer  deaths  range  from  35°/ 
70%.  Lung  cancer  incidence  in  cigan 
smokers  in  the  U.S.  is  ten  times  gre> 
than  in  non-smokers.  In  1978,  c 
122,000  cancer  deaths  were  attribute/ 
tobacco.  A conservative  estimate 
cancer  deaths  attributable  to  tobacc 
30%  of  the  total  cancer-related  rr 
talities.  This  is  astonishingly  h 
compared  to  pollution,  indust 
products,  food  additives,  occupatic 
hazards,  medicine,  alcohol  and  se> 
behavior,  each  contributing  from 
than  one  percent  to  a possible  higF 
seven  percent.  So,  the  first  impori 
preventive  measure  is  to  abstain  fr 
tobacco,  particularly  cigarettes.  Only/ 
has  been  implicated  as  possibly  a lar 
contributor  to  cancer  deaths  tl 
tobacco.  Approximately  35%  of  L 
cancer  deaths  are  related  to  high  fat, 
fiber,  and  low  vitamin  A in  the  diet, 
regular  diet  low  in  fat  content,  contain 
foods  high  in  cereal  and  vegetable  fil 
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I foods  rich  in  vitamin  A,  such  as 
j ots,  appears  to  lower  the  incidence  of 
)n  and  breast  cancer.  The  high 
dence  of  colo-rectal  cancer  in  the  U.S. 
relates  with  a total  dietary  fat  intake  of 
r 150  g/day.  Mexico,  with  an  average 
ntake  of  60  g/day,  has  an  incidence  of 
an  cancer  mortality  less  than  25%  of 
incidence  in  the  U.S.,  four  per  100,000 
,us  22  per  100,000  population.  When 
are  one  of  the  extra  18  deaths  per 

000,  you  have  lost  years  of  valuable 
.pan  that  could  have  been  controlled 
attention  to  dietary  intake  patterns, 
udies  are  being  conducted  now  in 
nans  to  determine  the  extent  of 
tection  by  diets  high  in  fiber,  beta- 
)tene,  and  vitamin  A.  Vitamin  A is  a 
wn  antiproliferative  agent,  and  a high 
dence  of  tumor  formation  occurs  in 
min  A-deficient  animals.  Beta- 
)tene,  a compound  in  carrots  that  is 
abolized  to  two  molecules  of  vitamin 
nay  have  added  protective  properties 
quenching  the  energy  of  the  short- 
d,  high  energy  oxygen  radicals  thus 
ering  the  potential  of  metabolism  of 
ly  compounds  to  active  carcinogenic 
ties. 

program  project  on  the  mechan- 
s)  of  tumor  prevention  and  control  by 
min  A analogs  is  ongoing  at  the 
:ona  Health  Sciences  Center  and  is 
ded  by  the  National  Cancer  Institute, 
min  A may  prove  to  be  one  of  the  first 
•itional  agents  used  to  decrease 
dence  and  to  inhibit  tumor  prog- 
ion  after  diagnosis.  All  the  statistics 
information  on  cancer  incidence  in 
ous  countries  were  taken  from: 
lard  Doll  and  Richard  Peto,  The 
ses  of  Cancer:  Quantitative  Estimates 
Avoidable  Risks  of  Cancer  in  the 
ted  States  Today.  Journal  of  the 
ional  Cancer  Institute  66:  1192-1308, 

1. 

I summary,  to  markedly  reduce  the 
dence  of  lung,  colon  and  breast 
cer  in  the  U.S.,  careful  attention  to 
and  the  elimination  of  the  use  of 
3CCO  would  decrease  the  incidence  of 
ie  tumors  by  an  estimated  65%.  If  you 
't  give  up  tobacco,  then  at  least  lower 
intake,  ingest  high  vegetable  and 
?al  fiber,  and  maintain  a substantial 
min  A and  beta-carotene  intake  by 
ng  carrots. 

le  H.  Russell,  Ph.D. 
essor 

artment  of  Pharmacology 

is  J.  Kettel,  M.D. 
n 

ege  of  Medicine 


The  Role  of  Cardiologist 
in  Permanent  Pacemaker 
Implantation  in  Arizona 

The  views  expressed  in  this  editorial  are 
those  of  the  author  and  do  not  necessarily 
reflect  those  of  this  Journal.  We  welcome 
rebuttal  arguments  from  those  with 
opposing  viewpoints.  The  ideas 
expressed  in  this  manuscript  are 
controversial  and  may  not  have  a vaild 
scientific  basis.  MBB,  Editor 


The  last  four  years  have  seen  an 
increasing  number  of  cardiologists 
requesting,  and,  at  times,  demanding  that 
they  be  given  privilege  in  permanent 
pacemaker  insertion.  It  began  with  one 
cardiologist  (in  a Phoenix  hospital)  who 
already  had  privilege  to  place  intracardiac 
catheters  in  the  form  of  central  lines 
(CVP,  Swan-Ganz,  and  temporary 
pacemaker  electrodes).  Apparently,  he 
maintained  that  if  cardiac  catheteriza- 
tions fell  within  his  medical  domain,  he 
ought  to  exercise  the  right  or  privilege  to 
introduce  permanent  electrodes  whether 
by  way  of  exposed  cephalic  or 
external/internal  jugular  veins,  with  the 
help  of  the  cardiothoracic  surgeon,  or  by 
way  of  percutaneous  subclavian  vein, 
again  with  the  help  of  the  surgeon 
creating  and  closing  the  subcutaneous 
pocket  for  the  pacemaker.  If  one  follows 
such  a deductive  reasoning,  the 
cardiologist  now  has  conceived  of  a mold 
whereby  he  is  by  creation  of  his  own 
standards  of  criteria  a permanent  pace- 
maker implanter. 

To  be  fair  to  the  cardiologist  wishing 
the  privilege  for  permanent  pacing,  there 
are  those  who  claim  that  they  were  (and 
may  actually  be)  trained  to  do  the 
procedure,  and  proclaim  that  they  should 
be  allowed  to  exercise  their  talents.  When 
pressed  by  such  argument,  denial  of 
privilege  becomes  a burden  of  proof  to 
the  cardiologist  to  state  his  true 
qualifications. 

The  third  route  of  argument  is  actually  a 
corollary  of  the  first.  In  the  last  few 
months,  it  seems  that  if  private 
cardiologists  can  train  each  other  to  place 
permanent  pacemaker  in  a medical 
facility  other  than  a hospital,  it  follows 
that  such  training  can  be  used  as  a priori 
qualification  to  strengthen  the  leverage 
of  their  application  in  the  eyes  of  the 
surgical  and  medical  committees. 

Thus,  by  three  routes  of  reasoning,  a 
number  of  cardiologists  wish  to  establish 
themselves  a more  important  role  in  the 
world  of  pacemaker  implantation. 
Recently,  many  requests  have  been  made 
by  a few  cardiologists  in  at  least  four 


hospitals  in  Phoenix  and  Mesa;  and  the 
numbers  are  increasing  both  in  volumeof 
applicants  and  quantity  of  hospitals. 
Suddenly,  these  hospitals,  with  their 
committees  and  medical  staff,  are  placed 
in  an  arena  with  potential  development 
of  camps  and  battleground(s);  they  are 
asked,  with  the  cardiothoracic  surgeons 
looking  in  trepidation  and  disfavor,  to  set 
a new  precedent  and  dilute  the 
contribution  of  the  surgeon.  The  dilution 
is  felt  demeaning  by  the  absence  of  any 
added  benefit  and  the  duplication  of  an 
activity  that  is  being  rendered  superbly  by 
an  already  existing  cadre  of  thoracic 
surgeons  in  both  communities.  The 
hospitals  are  asked  to  resolve  a brewing 
problem  that  challenges  the  surgeon’s 
expertise  with  the  procedure  and 
resolution  of  its  surgical  complications 
(myocardial  perforation,  hemorrhage 
from  venous  or  arterial  sources,  wound 
infections  and  dehiscence,  etc.).  The 
request  is  actually  a demand  for 
recognition  of  training  (by  whatever 
means),  full  expertise  (often  questioned), 
and  added  contribution  (minimal,  at 
best).  To  all  involved,  it  is  a matter  of 
degree-of-training,  territorial  rights, 
established  precedents,  prestige,  power, 
and  money. 

Out  of  this  Pandora’s  box  will  come 
seeds  of  tension  and  distrust,  blooming 
flowers  of  rationalized,  distorted,  and 
prefabricated  arguments  tainting  the 
offerings  of  good  intentions  on  all  sides. 
Surgeons  will  be  forand  against  surgeons, 
cardiologists  will  have  their  internal 
camp.  The  cardiologist  will  question  the 
intent  and  action  of  the  surgeon  and  vice 
versa.  The  forum  will  replete  with  hospital 
bylaws,  prior  and  future  amendments, 
resolutions,  deletions  and  additions. 
Medical  and  surgical  committees, 
executive  committees,  and  hospital 
boards  of  trustees  will  bask  in  many  hours 
of  points  and  counterpoints.  Physician 
and  hospital  responsibilities,  medical  and 
legal  consequences,  intents  and 
objectives — all  these  will  test  the  fibers  of 
each  involved  physician,  medical  staff, 
hospital,  and  medical  community.  Pray 
for  a peaceful  outcome  before  one 
patient  suffers  the  deliberations  of  such  a 
medical  warfare. 

At  present,  the  questions  and 
arguments  most  often  pressed  by  the 
cardiothoracic  surgeons  to  the 
cardiologists  requesting  privilege  for 
permanent  pacemaker  insertion  are  the 
following:  Why  do  you  want  to  do  it  when 
we  can  do  the  job?  What  advantages  or 
benefits  do  you  bring  in  addition  to  what 
we  already  offer?  Can  you  care  for  the 
surgical  complications?  When  the 
cardiologist  cannot  introduce  the 
pacemaker  electrode  percutaneously  via 
the  subclavian  route,  was  he  trained  to 
expose  the  cephalic  or  the  internal 
jugular  vein?  To  handle  even  the  minor 
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complications  (pneumothorax,  hemo- 
thorax, wound  infections.  . .)?  If  granted 
such  a privilege,  does  that  extend  to 
thoracotomy  for  epicardial  lead 
introduction?  Just  as  creation  of  a 
subcutaneous  pocket  for  the  pacemaker 
is  not  sufficient  for  total  knowledge  in  the 
surgical  technique,  is  expertise  in  the 
introduction  of  intracardiac  catheters 
sufficient  a training  to  grant  such  a 
privilege?  If  no,  why  should  the 
cardiologist  want  to  do  it  when  the 
cardiothoracic  surgeon  can  do  both 
phases  of  the  procedure?  In  short,  the 
request  has  too  many  limitations  in 
training,  expertise  in  regards  to  both 
surgical  technique  and  the  potential 
surgical  complications;  it  offers  no 
greater  benefit  or  result  to  the  patient, 
the  medical  staff,  or  the  community. 

The  cardiologists,  on  the  other  hand, 
retort  as  follows:  If  I can  place  temporary 
electrodes,  or  do  percutaneous  intra- 
cardiac catheters,  why  shouldn’t  I extend 
my  influence  to  permanent  pacemaker 
insertion?  I have  helped  surgeons  during 
my  training  or  in  private  practice,  why 
shouldn’t  I do  so  now?  What  gave  the 
surgeons  the  right  to  dictate  what  I am 
capable  of  doing  as  a cardiologist?  If  I can 
prove  training,  why  shouldn’t  I do  it?  If 
you  have  taken  our  surgical  compli- 
cations postcatheterization,  why  should 
this  be  any  different  if  I need  your  help 
now?  In  summary,  I have  the 
qualifications  by  medical  training  in 
cardiology  and  familiarity  with 
pacemaker  equipments  and  evolutionary 
improvements;  therefore,  I deserve  the 
right  and  demand  my  privilege. 

And  what  of  the  medical  community’s 
queries?  Will  Arizona,  or  its  local 
hospitals  or  cities  set  their  own 
precedents  based  on  cliques  of  physicians 
having  financial  interests?  On  quali- 
fications of  physicians  trained  to  do  so? 
On  administrative  directives  following 
postgraduate  courses?  How  can  this 
problem  be  approached  before  medical 
and  legal  calamities  fall  on  this  growing 
populace?  Under  what  circumstances 
would  the  cardiothoracic  surgeon  want 
or  prefer  doing  pacemaker  insertion  with 
the  cardiologist?  Would  such  (an) 
exception(s)  extend  to  full  privileges  in 
surgical  pacemaking?  Is  (are)  such  (an) 
exception(s)  reason  enough  to  allow 
partial  surgical  privilege? 

All  these  queries  can  best  be  answered 
by  formulation  of  surgical  criteria  to 
which  both  the  cardiologist  and  the 
cardiothoracic  surgeon  are  answerable  to 
the  medical  staff  of  the  hospital,  and  the 
patient.  One  must  realize  that  the 
question  does  not  revolve  on  whether 
pacemaker  introduction  is  a new 
procedure  that  encompasses  in  part  or  in 
whole  a number  of  specialties.  For 
example,  it  is  not  a question  of  whether 
the  vascular  radiologist,  or  the  cardio- 
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vascular  surgeon,  or  the  invasive 
cardiologist  can  insert  a catheter  for 
angioplasty  (coronary  and/or  peripheral) 
or  circulatory  support  (intraaortic  balloon 
placement).  It  is  not  a question  of 
whether  it  is  an  old  procedure  that 
involves  a number  of  specialties,  such  as 
certain  venographic/arteriographic 
procedures  as  related  to  cardiovascular 
surgery,  and  radiology,  or  bronchoscopy 
and  needle  biopsy  as  related  to 
pulmonology  and  thoracic  surgery.  It  is 
not  even  a matter  of  collaborative 
enterprise  enjoining  the  cardiologist  and 
the  surgeon  (general  or  vascular)  as  is 
being  done  in  other  locale  devoid  of 
cardiothoracic  help.  It  should  not  be 
simply  a battle  of  cardiologist  and 
cardiothoracic  surgeon,  a tug  of  war 
among  various  committees.  It  is  not  a 
question  of  what  the  medical  committee 
or  cardiovascular  committee  or  the 
surgery  committee  would  administra- 
tively prefer. 

However,  it  is  a problem  that  should  be 
resolved  primarily  by  the  surgery 
committee  with  input  from  both  the 
medical  and  the  operating  room 
committees.  It  is  a question  of  training, 
surgical  exposure  and  expertise,  and  a 
sound  appreciation  and  application  of 
basic  surgical  concepts;  this  matter 
should  be  less  an  affair  of  territorial  rights, 
prestige,  and  economic  gain.  One  must 
assess  the  presence  or  absence  of  the 
totality  of  medical,  pacemaker,  and 
surgical  training  and  expertise.  Lacking 
any  of  the  descriptive  factors  is  to  subject 
the  patient,  the  physician,  the  hospital, 
and  the  community  to  deficient, 
subminimal  health  care,  and  potential 
medical  and  legal  misadventures. 

At  this  point,  the  burden  of  proof  rests 
with  the  cardiologist,  and  the  guidelines 
proposed  should  reflect  the  basic  medical 
and  surgical  qualification  (past  training), 
and  competence  (prospective  case 
evaluations)  of  the  cardiologist.  The 
knowledge  of  the  cardiologist  on  the 
parameters,  programmability,  and 
availability  of  different  pacemakers  is  not 
being  scrutinized  or  criticized;  but  his 
surgical  credentials  will  be  questioned. 
Medical  or  cardiology  committees  have 
already  given  the  cardiologist  the  right  to 
exercise  the  talent  and  training  in 
intracardiac  catheterization;  therefore,  it 
would  be  redundant  in  having  surgery 
committee  recognized  a resolved 
medical-cardiological  component  of  an 
interventional  technique  already 
required  of  an  invasive  cardiologist. 
Permanent  pacemaker  insertion  is  not  a 
procedure  presently  and  commonly 
being  taught  in  its  entirety  to  most  U.  S. 
residents  and  Fellows  in  Cardiology.  It  is 
not  a precedure  that  has  minimal  number 
for  recognition  of  minimal  training  and 
qualification  for  the  American  Board  of 
Cardiology  or  any  other  specialty  boards 


except  the  American  Board  of  Thora; 
Surgery  (ABTS). 

To  summarize,  I personally  have 
objection  to  a cardiologist  implant: 
permanent  pacemakers  as  long  as  he  i 
met  the  rigorous  training  a 
qualification  of  a cardiothoracic  surge 
as  dictated  by  the  ABTS.  The  ultimate: 
minimal  standard  is  maximal  training 
quality  performance.  That  is  the  decis 
of  a surgery  or  cardiothoraciccommitt 
Any  dealings  with  prior  jurisdicti 
traditional  rights,  or  established  clai 
rest  with  the  executive  committe 
hospital  boards,  and  the  medical  st 
Such  political  decisions  and  commur 
standards  should  implement  but  ne 
supersede  the  professional  qualificat 
of  a physician. 

Epilogue 

Guidelines  for  cardiologist 
permanent  pacemaker  implantation. 

A cardiologist  should  document,' 
training  by  residency  or  fellowship  v\ 
supportive  references  from  both  card 
logist(s)  and  cardiothoracic  surgeor 
detailing  the  number  of  cases  he 
acted  as  primary  surgeon  (minimum  ca 
of  ten)  and  assistant,  and  2)  expertises 
at  least  two  or  more  permanent  leads  ai 
pacemakers  in  current  use;  this  may, 
done  per  operative  notes  and/ 
character  references  from  his  supervis 
during  his  residency  or  fellowship. 

A cardiologist  must  be  supervised 
five  (5)  cases,  one  of  which  must  be 
atrioventricular  sequential  pacemak 
the  supervisor  must  be  a cardiothorai 
surgeon  who  is  not  concomitantly  thet 
surgeon  (to  be  revised  with  the  advent 
supervised  cardiologists).  Future  nc 
supervised  cases  must  be  done  witf 
cardiothoracic  surgeon  as  co-surgeoni 
safeguard  against  potentially  surgicz 
invasive  cardiac  complication(s),  and 
provide  an  additional  expert  if  t 
cardiologist  encounters  problems  w 
insertion,  poor  lead  placement,  a 
unsatisfactory  thresholds.  As  a corolla 
the  above  statement  does  not  (and  shoi 
not)  restrain  a cardiologist  from  assisti' 
or  acting  as  co-surgeon  if  a cardiothora 
surgeon  should  request  his  (cardiolog 
help  in  times  of  proven  difficulties  w 
pacemaker  lead  insertion. 

Recognition  of  the  qualification  of  t 
cardiologist  as  a permanent  pacemal 
implanter  should  be  assessed 
successive  steps  by  the  credentials  co; 
mittee,  surgery  committee,  executi| 
committee,  and  the  board  of  truste 
with  the  latter,  1)  being  the  ultimate  jud 
and  jury  within  the  hospital  medicolei 
framework,  and  2)  recognizing  the  aboi 
criteria  as  minimal  surgical  standards  I 
any  cardiologist. 

Professional  input  from  the  medii 
committee,  the  operating  roc> 
committee  (e.g.,  observation  of  ster 
techniques  within  the  O.R.  arena,  w 


nts,  instruments,  and  equipments) 
d be  encouraged.  Both  positive  and 
tive  points  should  be  reported  to  the 
ry  committee  as  additional  data  for 
ill  assessment  of  the  cardiologist. 

t F.  Olivier,  M.D, 

. Arizona 


ii  Annual  Rural 
th  Conference 

ist  13,  14,  1982 

'y-Riddle  Aeronautical  University 
:ott,  Arizona 

onding  to  the  Effect  of  the  New 
ralism  on  Rural  Health  Care 


presentation  by  Governor  Bruce 
litt  on  the  future  of  health  care  in 
)na  will  highlight  the  9th  Annual 
I Health  Conference.  Henry  Foley, 
.,  Director  of  the  Arizona  Health 
Cost  Contaiment  System  will  deliver 
ijor  address  on  the  impact  of  the 
's  new  alternative  to  Medicaid  on 
Arizona.  Representatives  of  federal 
state  government,  funding 
nizations,  health  professional, 
ning  and  consumer  groups,  as  well  as 
ical  experts  on  critical  care  problems, 
be  among  the  faculty  for  the 
erence. 

e major  purpose  of  the  conference  is 
ster  a growth  in  understanding  of  the 
alems  facing  providers  and 
umers  as  they  seek  to  improve  the 
ty  of  health  care  in  rural  Arizona, 
s raised  in  response  to  the  national 
y of  New  Federalism,  particularly  as 
relate  to  its  effect  on  rural  health 
in  underserved  areas,  will  provide  its 
ral  theme.  Each  of  the  major 
intations  will  be  followed  by  small- 
p problem  solving  sessions, 
in  previous  years,  the  conference 
'eature  a dual-track  format.  Track  1 
consist  of  a series  of  lectures  and 
tion-answer  sessions  on  critical  care 
lems  experienced  by  the  practicing 
ician,  and  practical  methods  for 
anding  to  them.  A special  session  will 
ess  two  of  the  problems  identified  at 
'ear’s  conference — communications 
transportation. 


The  Track  2 program  will  center  around 
the  exploration  of  issues  and  the 
generation  of  ideas  which  may  be  useful 
in  responding  to  anticipated  changes  in 
funding  patterns,  as  well  as  the 
organization  of  health  care,  under  new 
federal  policies.  Participants  will  identify 
problems,  explore  the  feasibility  of 
alternative  strategies,  and  discuss  their 
role  in  the  provision  of  health  care  in 
underserved  areas. 

Seven  health  professional  groups  and 
the  Arizona  Department  of  Health 
Services  are  co-sponsoring  the 
conference  with  the  Rural  Health  Office 
of  the  University  of  Arizona, The  Veterans 
Administration  South  West  Regional 
Medical  Education  Center  and  the 
Yavapai  County  Medical  Society. 
Continuing  Education  credit  is  available 
for  physicians,  nurses  and  dentists. 

For  addtional  information  contact  the 
Rural  Health  Office,  3131  East  Second 
Street,  Tucson,  Arizona  85716,  (602)  626- 
7946. 

Conference  Co-sponsors: 

Arizona  Academy  of  Family  Physicians 
Arizona  Department  of  Health  Services 
Arizona  Hospital  Association 
Arizona  Medical  Association 
Arizona  Nurses’  Association 
Arizona  Pharmacy  Association 
Arizona  Public  Health  Association 
Arizona  State  Dental  Association 
Rural  Health  Office,  University  of  Arizona 
Veterans  Administration 
South  West  Regional 
Medical  Education  Center 
Yavapai  County  Medical  Society 
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Briefly  Noted 

J 


Sandra  Smith,  M.D.,  Tucson  pediatrician, 
began  a six-month  commitment  in 
democratic  Kampuchea,  formerly  known 
as  Cambodia,  where  she  will  work  in  a 
refugee  camp.  The  camp,  actually  that 
nation’s  second  largest  city,  has  a 1,000 
bed  hospital  which  includes  about  80 
beds  for  pediatric  patients. 

Michael  H.  Vawter,  M.D.,  Phoenix,  was 
elected  president  and  Arthur  |. 
Lipschultz,  M.D.,  also  of  Phoenix,  was 
elected  vice-president  of  the  American 
Heart  Association,  Maricopa  Division,  for 
1982-83.  New  members  of  the  board  of 
directors  are  Drs.  David  Long,  Dwight 
Lundell,  Marian  Molthan  and  Ronald 
Zmyslinski  of  Phoenix  and  George  Bandy 
of  Scottsdale. 

Burt  S.  Strug,  M.D.,  Tucson,  is  the  new 
president  of  the  American  Heart 
Association,  Southern  Arizona  Division, 
for  1982-83.  Samuel  Goldfein,  M.D.  will 
serve  as  vice-president  and  Drs.  Anthony 
Forte  and  Philip  Serlin  were  elected  to 
serve  a three-year  term  on  the  board  of 
directors.  ArMA  members  currently 
serving  on  the  board  include  Drs.  Jack 
Copeland,  Diet  mar  Gann,  Robert 
Goldfarb,  and  Richard  J.  McCarty. 

Drs.  Russell  Chick,  Robert  Hagan,  and 
Robert  Wilson  of  Phoenix,  served  as 
instructors  at  the  Basic  Athletic  and  Sports 
Injury  Care  Course  (BASIC)  co-sponsored 
by  the  Arizona  Medical  Association  and 
Arizona  State  University  April  3 at  Arizona 
State  University. 

Manuel  Ma.  Guerrero,  III,  M.D.,  was  re- 
elected president  and  Romeo  B.  Fandino, 
M.D.  was  re-elected  secretary  of  the  Pinal 
County  Medical  Society  for  1982-83. 

Howard  E.  Weinstein,  M.D.  of  Mesa,  has 
been  elected  to  fellowship  in  the  Amer- 
ican Academy  of  Neurology.  The  fellow- 
ship was  conferred  in  April  at  the 
Academy’s  annual  meeting  in  Wash- 
ington, D.C. 

Vincent  A.  Fulginiti,  M.D.,  head  of  the 
Department  of  Pediatrics  at  the  University 
of  Arizona  College  of  Medicine  and 
chairman  of  the  American  Academy  of 
Pediatrics’  Committee  on  Infectious 
Diseases,  testified  before  the  Invest- 
igations and  Oversight  Subcommittee  of 
the  Senate  Committee  on  Labor  and 
Human  Resources  in  May  of  this  year. 

Dr.  Fulginiti  warned  subcommittee 
members  that  the  nation’s  system  for 
control  of  infectious  diseases  is  threat- 
ened by  a reduction  in  federal  funding  for 
vaccine,  legal  suits  against  health 
professionals  and  manufacturers  for 


injury  from  vaccines,  and  news  media 
sensationalism  over  claims  of  injury. 

In  his  testimony.  Dr.  Fulginiti  also 
disputed  statements  made  in  a program 
produced  and  aired  by  WRC-TV  in 
Washington,  D.C.  on  April  19  and 
excerpted  for  airing  on  the  NBC  “Today” 
program  on  April  20.  He  said  the 
incidence  of  permanent  side  effects  and 
even  serious  reactions  was  vastly 
overstated.  He  also  took  issue  with  the 
program’s  inference  that  government 
and  the  medical  community  have 
maintained  a conspiracy  to  conceal  facts 
about  the  vaccine’s  risks  or  to  minimize 
them. 

Dr.  Fulginiti  reaffirmed  his  and  the  AAP’s 
support  for  the  continued  use  of  pertussis 
vaccine  as  the  best  available  deterrent  to 
the  suffering  and  death  of  children 
which,  he  predicted,  would  occur  if  the 
public  is  frightened  away  from  im- 
munization. 

One  hundred  forty-three  physicians 
from  around  the  state  and  as  far  away  as 
Colorado,  Michigan  and  Washington 
D.C.  attended  Current  Perspective  V 
which  was  presented  during  ArMA’s  91st 
Annual  Meeting.  Seven  presentations  are 
scheduled  for  the  1982-83  Current 
Perspectives  program — watch  for  details 
in  later  publications. 


Physicians  can  honor  one  of  their  c 
by  using  the  recently-issued  Dr.  V 
Edwards  Walker  20-cent  commemora 
stamp.  A surgeon  and  proponent  of  eo 
rights.  Dr.  Walker  served  in  the  Un 
Army  during  the  Civil  War.  Dr.  Walker 
honor  student,  was  the  only  woman 
her  class  to  graduate  from  Syrac 
Medical  School  in  1862. 


Current  Perspectives  V 
Infectious  Diseases 


Time  for  a break — Katalin  J.  Festy-Sandor,  M. 
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lA  President  John  E.  Oakley,  M.D.  (left)  with  Eskild  A. 
;rsen,  M.D.,  U.  of  A.  College  of  Medicine,  Program 
ictor  for  Current  Perspectives  V:  Infectious  Diseases. 


Prescott  physician  Ray  Inscore  (left)  talks  it  over  with  one  of  his 
colleagues. 


Sign  in,  please. 


topic  was  probably  “pediatrics”  when  Howard  Purcell, 
I.  (left)  and  VV.  Scott  Chisholm,  M.D.  met  during  the  break. 


Intent  on  the  message:  ArMA 
members  listen  and  take  notes. 
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Annual  Meeting  Highlights 


Presidential  Address 

John  E.  Oakley,  M.D. 

Presented  to  the  House  of  Delegates 
May  21,  1982 


Thank  you,  Clyde.  I just  can’t  imagine  the  relaxed  attitude 
you  had  doing  that  little  piece.  Ladies  and  gentlemen,  and 
more  importantly,  I hope  for  the  next  year  as  well  as  now- 
friends,  the  tremendous  honor  this  ceremony  signifies  is 
indeed  overwhelming  and  I am  deeply  appreciative  of  the 
fact  that  the  position,  rather  than  the  person,  commands  this 
applause  and  rightfully  so. 

Go  back  to  1973.  Put  yourself  in  a hushed,  darkened 
room— a show  room,  one  of  the  largest  casinos  in  Las  Vegas, 
Nevada.  I was  there  with  my  family  and  friends;  dinner  was 
just  over  and  the  room  became  completely  pitch  black.  One 
minute  past  show  time  and  everyone’s  eyes  were  focused  on 
the  stage  waiting  for  the  star  known  to  you  and  me  mostly  as 
Gomer  Pyle.  He  was  our  second  choice  that  night,  we  were 
unable  to  get  into  the  show  we  wanted  to  see.  Suddenly 
about  two  minutes  late,  rather  than  on  the  stage,  the 
spotlight  turned  down  on  this  person  dressed  in  an 
outstanding  dazzling  whitesuit,  Jim  Nabors,  not  on  the  stage 
but  within  ten  feet  of  my  table.  There  was  a hush,  even 
quieter  than  before,  and  he  looked  up,  held  the  microphone 
in  his  hand  and  sang  this  song.  (At  this  point  Dr.  Oakley  sang 
in  German) 

I made  a promise  about  ten  years  ago  to  the  late  Walt 
Brazie  that  if  I ever  got  up  here  I was  going  to  sing  in  German 
just  as  he  and  John  Standifer  and  I did  over  here  at  a bar  with 
Sam  Steiger  one  night,  so  Walt,  I hope  you  appreciated  that. 

I took  the  liberty  of  changing  "How  great  thou  art”  to 
Gage’s  9th  from  Shiller’s  “Ode  to  Joy”  because  Jim  Nabors 
did  sing  "How  great  thou  art”  rather  than  the  9th,  in  German.  I 
think  it  very  appropriate,  being  a German  language  major  as 
some  of  you  know. 

I represent  a certain  type  of  physician  to  myself  and 
hopefully  recognizable  to  the  rest  of  you.  In  those  days  it  was 
about  one  out  of  eleven  who  got  into  medical  school.  Most  of 
us  majored  in  things  that  were  different  then,  biochemistry, 
biology,  we  had  to  take  them  all,  but  I’ve  never  felt  sorry  for 
that. 

I have  been  here  18  of  the  last  20  meetings  and  I can’t  tell 
you  four  things  that  I remember  from  those  addresses.  Ed 
Sattenspiel  gave  a great  one.  I haven’t  reviewed  all  these 
except  the  last  two,  because  I had  to  figure  some  sort  of  time 
frame.  If  you  haven’t  picked  it  up  by  now,  I am  going  to  take 
the  liberty  of  using  my  typical  way  of  communicating 
because  I have  never  taken  a course  in  public  speaking  and  I 
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don’t  apologize  for  that.  I think  we  in  medicine  need  to  re  < 
to  people  the  way  we  are  and  present  our  facts  fn 
knowledge,  and  that’s  what  I hope  to  do. 

So,  the  respect  that  ArMA  has  obtained,  yes  demands,  i 
been  earned  through  the  years  by  countless  talented,  hi 
working,  dedicated  men  and  women.  These  people  do] 
ask  for,  and  frequently,  do  not  receive  the  recognition,  m I 
less  praise,  yet  they  continue  to  appear,  whenever  need 
just  giving  and  giving  and  giving  and  you  are  among  tM 
and  you  know  many  more.  The  success  of  the  officers  an  I 
this  entire  organization  is  completely  dependent  upon  th’l 
people  and  their  excellent  staff.  There  is  no  one  persorl 
my  opinion,  capable  of  satisfying  the  many  needs  of  i 
organization  because  there  simply  is  not  enough  time  im 
day  to  maintain  communication,  to  monitor  the  commir| 
work,  the  legislative  work  even  with  the  excellent  staff.  i 
magnitude  of  this  position  is  overwhelming  and  it  becai 
more  so,  the  two  years  prior  to  assuming  this  position,  I l 
assure  you.  Suffice  it  to  say,  this  formidable  challenge,!! 
insurmountable  challenge  is  accepted  by  me  at  this  tij 
The  one  strength  of  this  organization  is  perhaps  that  i’| 
can’t  prepare  for  this,  therefore  the  job  is  complej 
dependent  upon  interaction,  upon  communicati| 
expecting  a sort  of  state  of  constant  turmoil  is  the  niol 
thing  I can  say  about  it,  hopefully,  always  approached  wij 
large  sense  of  humor.  I would  like  to  give  a little  persci 
background. 

I have  been  impressed  over  the  years,  either  it’s  passed 
by,  or  it’s  been  lacking,  but  I think  you  have  a right  to  knc  i 
little  bit  more  about  me,  other  than  those  things  that  CM 
said  and  which  I appreciate  very  much. 

I’m  a general  surgeon  from  Prescott  and  in  a fat! 
practice  group  with  two  of  my  classmates  from  the  Univerl 
of  Missouri.  In  1957  I took  my  surgical  residency  at  St.  L(i| 
County  Hospital,  am  a member  of  the  College  of  Surged 
am  49  years  of  age  and  married  to  my  high  scM 
sweetheart,  Helen,  have  6 children,  ranging  from  17  to  2£  I 
were  here  with  the  appropriate  spouses  last  night  except  ( 
son-in-law,  and  they  will  be  here  again  tonight.  I wc< 
encourage  you  to  meet  them,  get  to  know  them,  and  I thiif 
would  be  inappropriate  if  I told  you  about  a tough  dissec  t 
we  had  last  week,  but  I don’t  feel  it  is  inappropriate  as  fa  i 
expressing  pride  in  your  family  and  maybe  this  has  bf 
lacking  in  many  professional  organizations.  Thestrengti 
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iorganization  sometimes  goes  back  to  the  strength  of  the 
lily  unit,  and  certainly,  in  these  hard  times  we  need  every 
mgth  we  can  look  to. 

Iwill  tell  you,  off  the  record,  I was  down  here  for  three  years 
lore  I knew  that  Bob  Carpenter  wasn't  the  anesthesiologist 
In  Tucson  I thought  he  was.  Then  they  replaced  him  with 
lice  Robinson  and  I thought  he  was  an  attorney  with  Blue 
j)Ss/Blue  Shield.  I hope  that  you  get  to  know  me,  those  of 
ii  who  don’t.  I’m  serious  about  that,  it  was  sort  of  a loss  the 
it  few  years,  and  unfortunately,  many  of  the  county 
iieties  lose  continuity  by  changing  personnel, 
heard  Dan  Cloud,  the  AMA  President,  give  an  address  on 
rmative  leadership  several  months  ago.  Some  of  you  were 
re. 

have  four  pages  I was  going  to  read  you,  plus  a twenty 
lute  talk  on  this  National  Health  Policy  that  Geri 
[lingham  just  sort  of  summarized  in  two  minutes,  so  I am 
ng  to  scratch  that.  I would  like  to  remind  you  of  some  of 
real  problems  in  medicine  that  Dan  addressed,  and  the 
t is  cost.  I am  not  going  to  give  you  the  two  pages  of 
tistics  that  he  gave  us  but  it  is  kind  of  impressive  when  you 
jak  of  $247  billion  dollars  for  the  National  Health  bill  and 
re  importantly,  representing  ten  percent  of  the  GNP.  The 
ohol,  smoking,  vehicular  accidents,  the  numbers  are  just 
lly  mind-boggling.  Seventy-seven  million  excess  work 
^s  lost  peryearfrom  smoking — 350, 000  premature  deaths. 

0 packs  a day,  under  the  age  of  35,  Clyde,  cuts  nine  years 
a life  span  according  to  the  present  statistics  concerning 
arettes.  Just  wanted  to  mention  that  statistics  aren’t  really 
thing,  but  that’s  what  it’s  all  about  in  medicine  right  now, 
•ecially  the  cost  of  supporting  this  way  of  life. 

wrote  this  speech  about  six  weeks  ago  and  have  rewritten 
bout  fourtimes  and  decided  yesterday  when  Ron  Gardner 
j me  that  nobody  was  going  to  pay  attention  anyway,  that 
as  going  to  “wing”  part  of  it  so  you’ll  have  to  accept  that.  I 
ik  he  was  right.  I was  at  a Preceptor’s  meeting  in  Tucson 
) weeks  ago  and  had  a thirty  minute  dissertation  given  to 
on  public  speaking— eye  contact  with  the  audience, 
iperature  of  the  room,  dress,  but  the  most  important  thing 
arned  was  that  the  content  was  less  than  25%  . I didn’t 
te  accept  that,  but  I think  it’s  acceptable  in  quite  a lot  of 
Jiences  that  you  and  I may  be  compelled  to  speak  to.  Here 
el  like  I’m  under  the  gun,  since  you  are  all  peers,  or  more 
)erienced,  so  I hope  the  content  is  a little  meaningful, 
^mong  my  assets,  next  to  family,  I consider  friendships 
J I am  very  fortunate  to  have  as  a friend,  a senior 
'chiatrist  from  Phoenix  named  Bill  McGrath.  Whenever  I 
stymied  as  far  as  my  direction,  both  in  life  or  in  a position 
! this,  I just  whip  out  one  of  Bill’s  editorials  that  I have 
ed  over  the  years.  I’ve  never  bought  his  book— I 
ferstand  he’s  written  a book  or  two.  But  he  said  a few 
irs  ago,  “A  lie  is  to  deny  the  truth  to  someone  who  has  a 
It  to  it.  A person  who  has  a right  to  the  truth  does  not  have 
jrther  right  to  the  explanation  of  that  truth.’’  Now  I don’t 
)w  anyone  whocould  put  it  moresuccinctly,  so  what  I owe 

1 is  a promise,  rather  a commitment,  to  do  all  those  good 
igs  that  you  expect  me  to  do,  and  to  do  them  to  the  best  of 
ability.  Nothing  less  and  nothing  more.  Edwin  Burch  said, 
)ur  representative  owes  you  not  his  industry  only,  but  his 
gment,  and  betrays  instead  of  serving  you,  if  he  sacrifices 


this  judgment  to  your  opinion.  “Think  on  that  for  a little  bit. 
What  that  says  is,  “Trust  me."  Seriously,  the  trust  me  part  is 
kind  of  ironic. 

To  digress  for  a moment,  in  the  last  two  weeks  most  of  you, 
if  not  all  of  you,  saw  the  publicity  that  a fellow  named  Thomas 
Lacey,  28  years  old,  resident  of  the  state  of  Georgia,  a “trust- 
me”  state,  92%  burns  over  his  entire  body,  indigent,  and  after 
30  phone  calls  to  burn  centers  all  over  the  country,  no  one 
would  take  him.  So,  the  Governor  of  Georgia  stepped  in  and 
put  up  $50,000  front  money  so  the  city  of  Baltimore  Burn  Unit 
would  take  him.  Now  I followed  through  last  week.  I went 
down  to  our  Emergency  Room  a week  ago  yesterday,  had 
our  Emergency  Room  nurse  put  in  a routine  call  such  as  we 
do  from  Prescott — 96  miles  away — such  as  I do,  and  have 
been  doing  since  1962—  to  the  Maricopa  County  Burn  Unit. 
“We  have  an  indigent  patient,  traveling  through,  not  even  a 
county  resident.  How  soon  can  we  get  him  there,  he’s 
burned.”  Would  you  believe,  no  questions  about  finance. 
We’ve  had  our  problems  about  that  in  Yavapai  County— 
about  moving  indigents  which  are  being  hassled  out  at  the 
legislative  level  with  our  Board  of  Supervisors,  but  no 
questions  on  the  burn.  No  Medicaid,  no  insurance,  no 
financial  quiz  . Send  him  right  away— do  you  need  a 
helicopter?  I think  that’s  appropriate  for  the  state  of  Arizona. 
What’s  more  we  were  assured  of  quality  care— the  care  we 
picked.  We  didn’t  have  to  make  two  calls.  I don’t  know  if  that 
holds  true  with  all  the  outlying  counties,  but  I think  it  gives  us 
something  to  think  about  with  what  we  are  going  through 
right  now  with  the  Indigent  Health  bill. 

I have  a letter  that  I have  kept  on  my  desk,  dated  June  3, 
1977,  and  it’s  signed  by  Gary  Hultzhoff,  Ph.D.  with  the 
letterhead  of  Raoul  Castro.  It  says,  “You  are  invited  to  be  a 
providerfor  165,000  indigent  patients. "This  wasourinviteto 
Medicaid.  I suppose  most  of  you  threw  them  away,  but  we 
ran  out  of  our  Courthouse  when  he  came  up,  our  Board  of 
Supervisors  right  behind  us.  We  asked  him  every  kind  of 
question  you  can  imagine  about  quality,  we  didn’t  want  to 
talk  about  money.  Our  Board  of  Supervisors  and  many 
others  testified  down  at  the  state  capitol,  but  particularly 
Yavapai  united,  and  we  defeated  the  funding  of  Medicaid  in 
this  state. 

I gave  talks  in  1965  throughout  our  county  for  Eldercare. 
Some  of  you  rememberthatterm,  Eldercare,  and  I gave  talks, 
at  ArMA’s  direction,  on  MICA,  a few  years  later,  on  the  cost  of 
malpractice  insurance,  both  moneywise  and  otherwise. 
Then  we  went  through  the  deunification  process  here.  This 
was  an  eyeopening  experience,  but  it’s  behind  us.  Most  of 
you  know  that  I served  on  the  HSA,  the  last  HSA  in  the  United 
States  to  be  formed.  I served  there  for  two  years  for  northern 
Arizona.  What  I am  trying  to  say  is,  again  in  the  words  of 
another  philosopher,  “Whatever  your  field  of  enterprise,  and 
whatever  your  position  in  it,  remember  the  force  of  the 
human  mind.  You  should  never  declare  you’re  that  which 
you  do  not  wish  to  be.”  And  I guess  in  the  long  run,  I always 
knew  I wanted  to  be  up  here.  I wouldn’t  have  believed  that 
about  an  hour  ago,  but  Howard  Hyde,  Dick  Zonis,  or  Scottie 
Chisholm,  are  not  going  to  take  the  mike  from  me,  not  even 
Truman  today,  right  now. 

Bill  Shephard  told  me  before  I left,  “Give  ’em  hell  down 
there,  tell  'em  what  Yavapai  is  all  about”.  I hope  you  know  we 
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feel  constructive.  Yuma  and  Yavapai  have  sat  together  back 
there  all  these  years  and  kind  of  jested  about  it,  but  the 
biggies  here  in  Maricopa  and  Pima  counties,  (as  far  as 
members,  and  new  doctors  practicing  medicine),  would  like 
to  be  a little  part  of  it  at  the  same  caliberand  level,  and  I hope 
that  my  value  to  this  organization,  and  I say  this  in  all 
humility,  is  that  involvement  over  the  years  that  I’ve  had— my 
experience,  input  and  testimony  is  relevant  because  I can 
say,  I was  there.  Anybody  can  say  platitudes  and  quote 
philosophers,  but  someone  who  is  still  practicing  medicine, 
day  in  and  day  out,  with  all  the  hazards  that  you  and  I know, 
and  still  caring  enough  and  believing  that  the  credibility  is 
with  the  individual,  I think  that  this  is  important  and 
excellence  in  quality  still  has  to  be  number  one. 

I would  like  to  read  from  my  bible— Amer/can  College  of 
Surgery.  Fortunately,  they  don't  always  deal  with  surgery. 
This  is  the  issue  of  April  1981— a very  short  paragraph  by  Mark 
Twain.  It’s  historical— it’s  about  75  years  old,  and  he  was 
writing  to  the  wife  of  his  physician.  Dr.  Cincinnatus  Taft.  I 
hope  I don’t  bore  you,  those  of  you  who  read  the  Journal, 
there’s  a tremendous  article  on  Sam  Clements’  attitude  on 
the  medical  profession. 

"To  my  poor  mind,  the  first  of  holy  callings  is  the  physician, 
and  he  should  walk  before  pope  and  cardinal,  and  all  the 
priestly  tribe,  for  he  heals  hurts  that  are  real,  not  imaginary, 
and  his  charity  is  above  theirs,  for  he  heals  all  that  falls  in  his 
way,  not  merely  the  chance  sufferer  here  and  there  who  is 
willing  to  say  first  "Good  Gallilean,  I subscribe  to  the 
condition” 

Just  think  of  that — it  was  written  in  1907.  I subscribe  to  the 
condition.  Do  we  ask  that  question,  really  ask  it  as 
physicians.  I won’t  continue  the  letter  except  that  he  alludes 
to  the  fact  that  all  physicians  belong  to  someone,  and  he’s 
talking  about  his  physician,  not  our  physician.  This  is,  of 
course,  a tremendous  tribute. 

One  of  my  present-day  idols,  until  he  was  so  untimely 
murdered  in  1978,  was  Mike  Halverstan.  I’m  sure  you  are 
aware  of  his  burgulary  attempt  and  all  the  publicity  it 
received,  but  I cut  an  article  out  that  he  wrote  for  one  of  the 
Journals  back  about  1977  or  1978,  before  his  death,  and  I kept 
it,  not  knowing  that  at  any  time  I would  be  in  this  position. 
The  title  was  "How  to  deal  with  the  Press"  and  it  just 
strengthens  my  opinion  that  the  patient  credibility  is  our 
biggest  tool.  He  says,  "How  can  you  get  up  and  talk  about  the 
best  medicine  in  the  world,  or  the  best  medicine  that  money 
can  buy— millions  for  reasearch,  when  you’re  dealing  with 
people  that  accuse  you  of  having  a vested  interest.  It  may  be 
true,  but  it  just  doesn’t  cut  any  ice.  Your  patients  are  your 
best  tools.  He  goes  on  to  say  that  you  should  be  specific. 
Again,  the  type  of  thing,  I know  what  they  do  at  the  HSA 
where  I am;  Bill  Scott  knows  what  they  do  down  in  Pima,  and 
this  value,  if  you  utilize  it,  if  you’re  not  negative,  but  if  you  use 
it,  you  might  have  a harder  time  with  legislators,  but  the  press 
swings  the  way  the  pressure  is.  They  give  facts,  what  they 
think  the  facts  can  be  interpreted,  and  if  you’re  asked  the 
question  "What  has  this  HSA  done  in  your  area?”  or  if  you 
know  the  answer,  "Have  they  closed  the  OB  ward?"  "Have 
they  denied  building  of  a CAT  scan,  or  an  Ultrasonic?”  “How 
does  it  apply  to  your  practice.”  If  you  say,  "What  is  the  cost  of 
a VA  bed  in  your  area  compared  to  what  we  are  talking  about 
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in  private  practice?”  This  is  meaningful.  It  can  be  if  it’scj 
correctly.  | 

I’m  going  to  skip  over  Oliver  Wendell  Holmes,  but  just  wj 
to  let  you  know  that  he  wrote  an  article  120  years  ago' 
Homeopathy.  The  1964  issue  of  Practice  of  Medic\ 
Historical  Book  says  it  is  still  the  outstanding  critique^ 
homeopathy.  He  also  wrote  an  essay  on  drugs,  why  | 
should  abandon  them  and  go  back  to  nature.  I think  it 
sometimes  we  forget  that  our  best  bet  is  to  take  people  o1 1 
medicine,  or  treat  them  priorto  medicine  ratherthan  anoti 
pill. 

I am  going  to  cut  out  the  13  pages  on  Albert  Schwei' 
since  I studied  him  in  German  I don’t  think  too  many  of 
would  understand  the  reverence  for  life,  but  I would  like') 
encourage  those  of  you  over  50  let  you  know  that  AIM 
Schweitzer  argued  with  Oesler  and  wrote  an  article  abouM 
few  years  ago  because  Oesler  recommended  that  physici  | 
retire  at  40,  60  at  the  latest.  Schweitzer  said  that  we  owed 
our  patients  to  continue  as  long  as  we  are  competent.  Hec| 
said  we  should  not  work  to  do  good,  but  we  should  worlj 
do  good  for  a particular  cause.  Incidentally  he  was  fonc^ 
quoting  Henry  Ford  about  the  age  thing.  Henry  Ford  si( 
“Take  all  the  experience  and  judgment  and  experienced 
men  over  50  years  of  age  out  of  the  world  and  there  would 
be  enough  wisdom  left  to  run  it.”  That  should  make  somd 
you  feel  good.  I 

I’m  almost  there.  . .a  quick  summary  of  things  that  h ; 
happened  and  are  happening.  We  have  a tremendd 
change  in  our  lobbying  technique.  The  hiring  of  AH 
Stanton  and  Kevin  Walker  on  board  made  big  difference 
the  past  year.  But  as  you  heard  at  the  Board  of  Direct 
meeting  this  morning,  we  have  just  really  gotten  back, 
maybe  we  are  just  holding  our  own.  We  have  problems  t 
are  bigger  than  any  of  us  realize,  if  you  believe  Allan,  ar 
certainly  think  enough  of  you  testified,  at  times  you  w 
called  upon  to  testify,  that  we  have  to  believe  him.  I’m  i| 
going  to  try  to  sell  you  ArMPAC.  I’m  not  a member, 
probably  the  first  Executive  Committee  person  to  get  this'l 
and  not  join  in  about  15  years,  but  after  this  morning  I 
going  to. 

More  importantly,  I am  going  to  try  to  get  some  mi 
people  to  join.  They  did  some  things  in  ArMPAC  that  go  w 
back,  and  you  can’t  go  the  rest  of  your  life  remembering  th 
They  didn’t  please  us  up  in  Yavapai  and  it  was  very  speci 
and  a lot  of  us  dropped  out  all  at  once,  but  right  now  we 
got  bigger  things.  We  are  a little  bit  better  financial  wise 

You  know  Dr.  Kurtz  announced  to  you  last  year  ab( 
some  premium  rebate  from  MICA  . We  have  membersi 
improvement  and  we  are  still  actively  monitoring  a 
recruiting.  The  CME  "Perspectives”  program,  certainly 
successful  thing  in  view  of  declining  attendance  at  c 
scientific  meetings.  Yesterday  we  had  161  registered  fort 
Infectious  Disease  session,  and  in  spite  of  the  fact  of  t 
short  time  frame  that  we  gave  the  University,  I can  only  g 
them  accolades.  They  put  on  a very  pertinent  progra 
Finally,  our  participation,  both  actively  and  definiti 
constructive,  in  AHCCCS  that  is  in  the  process 
implementing  this  cost  containment  care  bill,  does  not  me 
that  we  agree  with  it  or  that  we  think  that  it  will  work,  it  simf 
signifies  as  we  have  previously  stated,  that  we  shall  maint; 
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titive  attitude.  Many  of  you  are  involved  in  this.  Any  new 
It  or  significant  input  is  always  welcome.  We  have  an 
llent  relationship  with  DHS  at  this  time,  in  my  opinion, 
with  Jim  Sarn  and  now  with  Hank  Foley.  I believe  they 
both  reasonable  people.  My  personal  concerns 
rwise  are  minimal.  We  have  accomplished  a lot.  I can’t 
ve  that  I can  come  near  doing  what  John  Clymerdid  two 
3 ago  when  I first  came  on  this  Committee,  but  I think 
e did  more  and  better.  Not  to  take  away  from  John,  but  I 
hink  the  last  two  Presidents  are  going  to  be  very  difficult 
icceed.  I would  caution  you  that  the  roles  of  hospitals  is 
increasing  and  I think  those  of  you  down  in  the  big  city 
V more  about  that  now  than  we  do.  I would  tell  you  one 
concern  that  I verbalized  on  many  occasions  and  that  is, 
nk  state  medical  societies  are  going  to  have  to  be 
)nally  addressed  and  likewise  the  county  societies 
ity.  We  are  going  to  have  to  emphasize  more  of  things 
aven’t  been  doing.  Bill  Rial,  the  incoming  President  of 
,,  said  the  greatest  change  the  AMA  has  to  address  is  the 
ige  from  a scientific  organization  to  a socio-politic- 
omic  organization  and  I certainly  think  that  after  these 
two  years  as  an  officer,  that  this  applies  to  ArMA.  I look 
ard  to  serving  you— anticipate  a good  year— I would  like 
lally  take  the  liberty  of  quoting  a good  surgical  friend  of 
I down  at  Baylor  and  he  said,  “We  only  go  round  once  in 
ind  this  ain’t  no  dress  rehearsal.’’  Thanks. 


of  the 

House  of  Delegates 
1982  Annual  Meeting 
Second  Regular  Session 
May  22, 1982 

Adjourned  meeting  of  the  House  of  Delegates  of  the 
Arizona  Medical  Association,  Inc.,  held  at  the  Convention 
Center  of  the  Ramada  Safari  Resort,  Scottsdale,  Arizona, 
May  22,  1982,  convened  at  8:09  A.M.,  Robert  A.  Price,  M.D., 
Speaker  of  the  House,  presiding. 

Credentials 

The  Credentials  Committee  reported  a quorum  present 
and  the  House  duly  constituted. 

Roll  Call 

On  the  Roll  Call,  94  Delegates  (and/or  Alternate 
Delegates)  and  21  members  of  the  Board  of  Directors  were 
present. 

Minutes 

Minutes  of  the  meeting  of  the  House  of  Delegates  held  May 
21,  1981,  were  approved  as  distributed. 

Election  of  Officers 

The  following  officers  were  elected  for  a term  of  one  year: 

President-Elect 

Neopito  L.  Robles,  M.D. 

Vice  President 

Earl  J.  Baker,  M.D. 

Secretary 

Richard  L.  Collins,  M.D. 

Treasurer 

Gary  L.  Henderson,  M.D. 

Speaker  of  the  House 

Robert  A.  Price 
Editor-In-Chief 
Marshall  B.  Block,  M.D. 

Election  of  District  Directors 
The  following  District  Directors  were  elected: 

Central  District  Director 
John  K.  Kerr,  M.D.  (1982-1985) 

Central  District  Director 
Walter  J.Nieri,  M.D.  (1982-1983) 

Central  District  Director 
Wilfred  M.  Potter,  M.D.  (1982-1985) 

Northwestern  District  Director 
Walter  K.  Sosey,  M.D.  (1982-1985) 

Reference  Committee  on  Amendments 
Report  of  the  Reference  Committee  on  Amendments  as 
deleted,  amended  or  as  otherwise  disposed  of,  adopted  with 
the  following  actions  taken  on  motions  regularly  made  and 
carried: 

(Note:  All  bracketed,  Italicized  words  represent  deletions;  all 
fully  capitalized  words  are  new  material.) 

Resolution  A-1-82 

Subject:  Bylaws  of  the  Arizona  Medical  Association,  Inc, 
Whereas,  An  extensive  review  of  the  Bylaws  of  The  Arizona 
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Medical  Association,  Inc.  indicates  that  much  of  the  content 
is  no  longer  appropriate  and  that  the  usage  of  the  masculine 
gender  is  obsolete;  and 

Whereas,  Such  review  further  indicates  that  numerous 
changes  would  allow  conformity  with  current  practices  of 
the  Association  and  provision  of  more  effective  service  to  its 
members;  now,  therefore,  be  it 

Resolved,  That  the  Bylaws  of  The  Arizona  Medical 
Association,  Inc.  be  amended  to  read  in  their  entirety  as 
follows: 

Adopted  May  22,  1982 

(The  Bylaws  will  not  be  reprinted  here  but  are  available  to  the 
membership  upon  request  to  the  Arizona  Medical 
Association  office). 

Resolution  A-2-82 

Subject:  Long  Range  Planning  Committee— Standing 
Committee 

Resolved,  That  Chapter  VII,  Section  4,  of  the  Bylaws  of  the 
Arizona  Medical  Association  be  amended  by  the  inclusion  of 
the  following: 

"(k)  LONG  RANGE  PLANNING:— THIS  COMMITTEE 
SHALL  CONSIST  OF  A CHAIRMAN  AND  AT  LEAST  EIGHT 
MEMBERS,  GIVING  CONSIDERATION  TO  GEOGRAPH- 
ICAL DISTRIBUTION.  THE  CHAIRMAN  SHALL  BE  THE 
VICE  PRESIDENT  OF  THE  ASSOCIATION. 

THIS  COMMITTEE  SHALL  UPDATE  THE  ASSO- 
CIATION’S LONG  RANGE  GOALS  AND  OBJECTIVES.” 
Adopted,  May  22,  1982 

Resolution  A-3-82 

Subject:  Elimination  of  Duplication  of  Continuing  Medical 
Education  Requirements 

Whereas,  In  1971,  when  the  House  of  Delegates  of  the 
Arizona  Medical  Association  established  required  reporting 
of  continuing  medical  education  activities  as  a condition  of 
active  membership  in  the  Association,  there  was  no  other 
continuing  medical  education  requirement  for  members; 
and 

Whereas,  In  1976,  the  Medical  Practice  Act  was  expanded  to 
provide  for  mandatory  reporting  of  continuing  medical 
education  as  a requirement  for  initial  and  continued  license 
to  practice  medicine  in  Arizona,  which  differs  from  the 
Arizona  Medical  Association's  requirements:  and 
Whereas,  This  has  resulted  in  a dual  burden  for  members  of 
the  Arizona  Medical  Association,  causing  confusion  and 
duplication  of  effort  on  the  part  of  physicians;  therefore,  be  it 
Resolved,  That  the  mandatory  reporting  of  continuing 
medical  education  as  a requirement  for  membership  in  the 
Arizona  Medical  Association  be  repealed  and  all  reference  to 
this  requirement  be  stricken  from  the  Bylaws  of  this 
Association  as  follows: 

Resolved,  That  Chapter  1 1 — Membership— Section  3. 
Classes  of  Membership: — (A)  Active  Members— be  amended 
to  read: 

All  active  members  of  all  the  county  societies  shall  be 
active  members  of  this  Association.  The  minimum 
qualifications  for  active  membership  (other  than  for  interns 
and  residents)  in  a county  society  shall  be  thatthe  individual 
must  (1)  hold  a degree  of  doctorof  medicine  or  its  equivalent 
or  doctor  of  osteopathy,  (2)  be  an  American  citizen,  or  have 
made  application  for  American  Citizenship  papers  (in  which 
case,  he  must  make  reasonable  progress  toward  full 
citizenship  or  his  membership  shall  lapse),  (3)  hold  an 
unrevoked  license  to  practice  medicine  and  surgery  or 
osteopathic  medicine  and  surgery  in  the  State  of  Arizona,  (4) 
be  a legal  resident  of  the  State  of  Arizona.  [(5)  fulfill  the 
continuing  medical  education  requirements  of  the  Arizona 
Medical  Association. )]  Subject  to  these  minimum 
qualifications  and  to  the  provisions  for  loss  of  membership 
(Chapter  II,  Section  4),  each  county  society  shall  be  the 
exclusive  judge  of  the  qualifications  of  its  members. 
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Interns  and  residents  who  are  licensed  or  registered  \\ 
the  Board  of  Medical  Examiners,  State  of  Arizona,! 
eligible  for  active  membership  in  a county  society.  Tlj 
members  shall  constitute  the  membership  of  the  Ari;j 
Medical  Association  Housestaff  Section. 

Rights.  An  active  member  shall  have  all  the  rights 
privileges  of  the  Association  as  herein  provided.  Intern 
resident  active  members  shall  pay  no  dues  for  the 
calendar  year  in  which  they  first  become  a member 
thereafter,  shall  pay  ten  percent  the  dues  of  other  ai, 
members  and  will  be  exempted  from  special  assessmq 
and  be  it  further 

Resolved,  That  Chapter  II— Membership— Section  4.  ij 
of  Membership  (A)  and  (B)  be  amended  to  read:  i 

(A)  Active,  Associate  or  Fifty-year  Club  membership  in  | 
Association  shall  be  lost  by: 

(i)  Final  expulsion  from  the  county  society  through  whic| 
is  an  active  member  of  the  Association. 

(ii)  Transfer  of  membership  to  a county  society  of  anoi 

state,  and  thereby  to  another  state  association,  excepj 
provided  in  Chapter  III,  Section  3.  i 

(iii)  Voluntary  resignation,  which  shall  be  without  prejucj 

(iv)  Action  of  the  House  of  Delegates  (see  Chapterj 

Section  6;  Chapter  VIII,  Section  9).  , 

(v)  Revocation  of  the  members’  license  to  practicij 

Arizona.  This  latter  clause  shall  effect  immediate  lost 
membership  as  of  the  date  of  revocation.  i 

(vi)  Termination  of  Board  of  Medical  Examiners  registral 

of  intern  or  resident  active  member.  This  latter  clause  d 
take  effect  at  the  end  of  the  calendar  year.  i 

(vii)  Failure  to  pay  Association  dues  and  assessments  wit 
one  year  of  the  date  such  become  payable,  unless  s( 
failure  be  exempted  under  Chapter  IX,  Section  5. 

[(viii)  For  active  membership,  failure  to  fulfill  the  continu 
medical  education  requirements  of  the  Arizona  Meu 
Association  elsewhere  in  the  bylaws.]  i 

(B)  Active,  Associate  or  Fifty-year  Club  membershij 

this  Association  shall  be  suspended  by:  i 

(i)  Suspension  of  membership  in  the  county  society  throj 
which  he  is  an  active  member  of  the  Association.  j 

(ii)  Action  of  the  Board  (see  Chapter  VI,  Section  6).  1 

(iii)  Failure  to  pay  the  annual  dues  and  assessments  be] 
the  delinquency  date. 

[(Iv)  For  active  membership,  failure  to  submit  satisfacn 
reports  showing  compliance  with  the  continuing  mec\ 
education  requirements  of  the  Arizona  Med\ 
Association.)] 

All  of  the  rights  and  privileges  of  membership  shal' 
withheld  during  the  period  of  suspension  of  members: 
and  be  it  further 

Resolved,  That  Chapter  VII— Standing  and  Spe: 
Committees — Section  4.  Composition  and  Duties 
Standing  Committee:  (1)  Medical  Education  be  amende 
read: 

(1)  Medical  Education:— This  committee  shall  consist 
Chairman  and  at  least  eight  members,  appointed  with 
consideration  for  the  specialties,  family  practice 
geographic  distribution  of  physicians,  an  ex-officio  merr 
of  the  committee  shall  be  a faculty  member  of  the  Colleg 
Medicine  of  the  University  of  Arizona,  and  should 
involved  in  continuing  medical  education.  A Chairman  s 
be  appointed  annually  from  among  the  members  who  I" 
served  for  at  least  two  years  on  this  committee  or' 
predecessor  committee.  The  committee  shall  represent' 
Association  on  all  questions  relating  to  medical  educatiol 
all  levels,  and  the  College  of  Medicine  of  the  Universitl 
Arizona,  [and  recommend  for  certification  to  the  Boar^ 
Directors  those  members  who  have  completed  the  meo‘ 
education  requirements  for  continuing  membership  as' 
forth  in  Chapter  II,  Section  3,  (A),  (5)].  ' 


Adopted,  May  22,  1982 

lution  A-4-82 

2Ct:  Specialty  Society  Representation  in  ArMA’s  House 
‘legates 

reas.  There  exists  a concern  regarding  the 
rements  for  specialty  society  representation  in  the 
;e  of  Delegates  of  the  Arizona  Medical  Association;  and 
-eas.  An  amendment  to  the  section  of  the  bylaws 
ining  to  such  representation  would  strengthen  the 
bership  of  the  Arizona  Medical  Association  by 
asing  specialty  society  representation;  now,  therefore, 

Ived,  That  Chapter  VIII,  Section  2(b),  of  the  bylaws  of 
irizona  Medical  Association  be  amended  to  read  in  its 
3ty  as  follows; 

\)  Specialty  Societies:— A state  specialty  society  shall  be 
ted  to  representation  in  the  House  of  Delegates  by  one 
jate  and  alternate  who  shall  be  members  of  the 
elation  if  (A)  the  specialty  has  a national  board 
^nized  as  a primary  board  by  the  American  Board  of 
cal  Specialties,  and  (B)  a minimum  of  twenty  members 
[icing  in  Arizona,  the  majority  of  whom  must  be 
bers  of  the  Association,  and  (C)  the  activity  of  the 
iaity  society  is  manifested  by  an  existing  organization  or 
ture  exhibiting  a slate  of  periodically  elected  officers, 
stablished  constitution  and  bylaws,  and  a frequency  of 
ing  at  least  once  a year.  QUALIFYING  SOCIETIES 
LL  BE  ELECTED  TO  REPRESENTATION  BY  THE 
SE  OF  DELEGATES.  A specialty  society  shall  have  an 
:ional  delegate  and  alternate  for  each  additional  150 
bers  of  the  Association,  as  determined  October  first 
3ding  the  annual  meeting.” 

Adopted,  May  22,  1982 
rence  Committee  on  Resolutions 
port  of  the  Reference  Committee  on  Resolutions  as 
ed,  amended  or  as  otherwise  disposed  of,  was  adopted 
the  following  actions  taken  on  motions  regularly  made 
carried; 
ilutlon  1-82 

ect:  1983  Calendar  Year  Budget  of  Income  and 
mse 

reas.  It  is  customary  for  the  House  of  Delegates  to 
ove  the  Budget  of  Income  and  Expenditures  forthe  next 
eeding  calendar  year  of  the  Arizona  Medical 
iciation,  Inc.,  therefore,  be  it 

(Ived,  That  the  following  Budget  of  Income  and 
inditures  for  the  calendar  year  1983  be  adopted: 


Resolved,  That  Intern  or  Resident  Active  member  dues  be 
continued  at  $30  with  $10  going  to  the  General  Department 
Budget  and  $20  going  to  the  Publishing  Department  Budget. 

Adopted,  May  22,  1982 

Resolution  2-82 
Subject:  Sodium  Labeling 

Whereas,  There  is  general  agreement  that  a reduction  of 
sodium  intake  is  indicated  in  the  management  of  the 
hypertensive  patient;  and 

Whereas,  The  general  population  is  unaware  of  the  high 
sodium  content  of  many  common  foods,  e.g.,  canned 
condensed  soups  (for  many  over  1,000  mgm  per  serving), 
T.V.  dinners  (1,000  to  2,000  mgm  per  dinner  for  many),  meat 
pies  (2,000  mgm)  and  many  canned  food  products,  salad 
dressings  (2,000  to  3,000  mgm  per  tablespoon  full);  and 
Whereas,  Hypertension  victims  should  be  able  to  count  their 
sodium  intake  as  do  calorie  counters  for  control  of  their 
obesity;  therefore,  be  it 

Resolved,  That  the  Arizona  Legislature  be  petitioned  to 
enact  a memorial  to  the  President  of  the  United  States 
requesting  that  he  take  action  to  encourage  the  Food  and 
Drug  Administration  to  enact  regulations  for  the  labeling  of 
sodium  content  of  foods  not  later  than  September  30,  1983; 
and,  be  it  further 

Resolved,  To  petition  the  Arizona  State  Legislature  to  enact 
legislation  requiring  that  foods  processed  in  Arizona  be 
labeled  for  sodium  content  not  later  than  January  1,  1984. 

Adopted,  May  22,  1982 

Resolution  3-82 

Subject:  Funding  for  Resident  Delegates  to  Resident 
Physicians  Section  of  the  American  Medical  Association 
Whereas,  Arizona  resident  physicians  have  been  entitled 
to  two  delegates  to  the  Resident  Physicians  Section  (RPS)  of 
the  American  Medical  Association  for  the  past  several  years; 
and 

Whereas,  The  Arizona  Medical  Association  (ArMA)  has 
encouraged  resident  physicians  to  attend  annual  and  interim 
meetings  of  the  RPS  and  the  AMA,  and  has  funded  two 
delegates  until  recently,  when  the  funding  allocation  was 
reduced  to  one  delegate;  and 

Whereas,  Arizona  resident  physicians  have  demonstrated 
their  interest  by  supplementing  the  allocated  funds  with  their 
own  personal  funds  in  order  to  send  morethantwo  residents 
to  the  AMA/RPS  meetings  and  thus  expose  more  young 
Arizona  physicians  to  the  functioning  of  organized  medicine 
at  the  national  level;  and 

Whereas,  Arizona  resident  physicians  have  been  extremely 
active  and  successful  at  the  national  level,  with  almost 


Income 

General  Dept.  $ 941,555.00 
Committee  Dept.  2,000.00 

Benevolent  & Loan 
Fund  Commt.  20,000.00 

Publishing  Dept.  105,930.00 


TOTAL  $1,069,485.00 


;and  be  it  further 

lived.  That  the  annual  dues  of  the  Arizona  Medical 
elation,  Inc.  be  continued  at  $300  for  Active  members, 
$280  going  to  General  Department  Budget  and  $20 
3 to  the  Publishing  Department  Budget;  and  be  it  further 
lived.  That  the  Service  member  dues  be  continued  at 
with  $55  going  to  the  General  Department  Budget  and 
30ing  to  the  Publishing  Department  Budget;  and  be  it 
er 


Expenditures 

$ 804,325.00 
80,000.00 

20,000.00 

111,855.00 


$1,016,180.00 


$ 137,230.00 
(78,000.00) 

-0- 

(5,925.00) 


$ 53,305.00 


continuous  representation  from  Arizona  on  the  Governing 
Council  of  the  AMA/RPS;  therefore,  be  it 
Resolved,  That  the  Arizona  Medical  Association  provide 
funds  to  send  two  delegates  from  the  Arizona  Medical 
Association  Housestaff  Section  to  the  annual  and  interim 
meetings  of  the  American  Medical  Association  Resident 
Physicians  Section. 

Adopted,  May  22,  1982 
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Resolution  4-82 

Subject:  Tissue  and  Organ  Donors 

Whereas,  There  is  an  unmet  need  in  Arizona  for  tissue  and 
organ  donors;  and 

Whereas,  There  are  many  potential  donors  available;  and 
Whereas,  There  are  intricate  administrative  and  technical 
procedures  required;  and 

Whereas,  The  accomplishments  of  these  procedures 
requires  coordinated  actions  by  physicians,  hospital 
personnel  and  lay  groups;  therefore,  be  it 
Resolved,  That  the  Arizona  Medical  Association  encourage 
education  of  physicians,  hospital  personnel,  lay  groups  and 
the  general  public  to  improve  the  availability  of  tissue  and 
organs  for  transplant. 

Adopted,  May  22,  1982 

Resolution  5-82 

Subject:  Creation  of  an  Ad  Hoc  Committee  on  Hospital 
Services 

Whereas,  In  the  fall  of  1981,  the  Association  became  aware 
that  there  seemed  to  be  an  apparent  concern  among  the 
medical  profession  relating  to  the  rapid  growth  of  hospitals, 
the  continuous  expansion  of  hospital  programs,  and  what 
effect,  if  any,  these  might  have  on  medical  staffs,  private 
physicians  and  the  community  in  general;  and 
Whereas,  In  September  of  1981  this  ad  hoc  committee  was 
formed  to  discuss  the  issues  and  determine  whether  the 
Arizona  Medical  Association  should,  on  behalf  of  its 
members,  be  addressing  the  issues  or  formulating  any 
position  relative  thereto;  and 

Whereas,  After  several  committee  meetings,  as  well  as  a 
meeting  with  the  chiefs  of  staff  of  various  hospitals,  the 
committee  determined  that,  in  fact,  a more  in  depth  study 
should  be  made  and  developed  a questionnaire  which  was 
submitted  to  all  chiefs  of  staff  in  the  State  of  Arizona  on 
February  26,  1982;  and 

Whereas,  The  results  of  that  survey  have  now  been 
tabulated  (a  copy  of  which  is  attached  hereto  for  information 
purposes)  and,  while  the  response  was  not  all  inclusive,  it  is 
deemed  that  there  is  a basis  for  some  concern  on  behalf  of 
the  medical  profession  and  a desire  and  need  for  greater 
communication  among  hospital  administration,  hospital 
boards,  medical  staffs,  and  the  private  physician  sectoron  an 
on-going  basis;  therefore,  be  it 

Resolved,  That  an  Ad  Hoc  Committee  on  Hospital  Services 
be  established  by  the  Arizona  Medical  Association,  with 
participation  by  the  Arizona  Hospital  Association,  to  study 
relationships  between  hospitals  and  their  medical  staffs  and 
to  serve  as  a forum  for  discussions. 

Adopted,  May  22,  1982 

Resolution  6-82 

Subject:  Commitment  to  and  Support  of  ArMPAC 
Whereas,  The  Arizona  Medical  Association  has  endorsed 
the  concept  of  physician  political  involvement;  and 
Whereas.  This  endorsement  has  manifested  itself  in  the 
formation  of  ArMPAC,  the  Political  Action  Committee  of  the 
Arizona  Medical  Association;  and 

Whereas,  The  purpose  of  such  political  action  committee  is 
to  ensure  that  the  voice  of  medicine  is  represented  in  the 
political  process,  and 

Whereas,  Medicine’s  role  in  the  political  process  has  been 
enhanced  by  the  personal  financial  support  and  dedicated 
efforts  of  thousands  of  physicians  from  across  the  country, 
including  physicians  in  our  own  State  of  Arizona;  therefore, 
be  it 

Resolved,  That  the  Arizona  Medical  Association  reaffirm  its 
support  of  the  Arizona  Medical  Political  Action  Committee 
and  further  dedicate  itself  in  the  State  of  Arizona;  and  be  it 
further 


Resolved,  That  a copy  of  this  resolution  be  sent  to  ( 
county  medical  society  in  Arizona,  urging  their  suppo 
the  Arizona  Medical  Political  Action  Committee. 

Adopted,  May  22,  1982 
Other  Business 

Orientation  For  New  Delegates 

It  was  suggested  by  William  C.  Scott,  M.D.  th£ 
subsequent  years  new  Delegates  and  Alternates  be  inviti 
a short  orientation  session  with  the  Speaker  of  the  H( 
immediately  prior  to  the  opening  of  the  first  regular  ses: 
to  acquaint  them  with  reference  committees  and  how 
operate,  as  well  as  the  House  of  Delegates  procedure 
that  they  may  understand  the  importance  of 
attendance. 

The  recommendation  was  accepted  by  the  Speaker, 
indicated  this  will  be  done  in  future  years. 

Suspension  of  Rules 

It  was  moved,  seconded  and  carried  to  suspend  the  F 
to  allow  for  deliberation  of  a new  resolution. 
Distribution  of  Revised  Bylaws 
It  was  moved,  seconded  and  carried  that  copies  o 
Constitution  and  Bylaws  be  made  available  to 
membership  at  Association  Headquarters  upon  requei 
Eligibility  of  Arizona  Society  of  Internal  Medicine 
It  was  moved,  seconded  and  carried  that  the  Ari, 
Society  of  Internal  Medicine  be  recognized  as 
organization  which  is  eligible  for  a seat  or  seats  in  the  H' 
of  Delegates. 

The  Executive  Vice  President  was  instructed  to  so  n 
the  Arizona  Society  of  Internal  Medicine. 

Meeting  adjourned  Sine  Die  at  9:31  A.M. 

Richard  L.  Coilins,  M.D. 

Secretary 


Photo  Highlights 


Maricopa  County  deiegates  (L.  to  R.)  Richard  O.  F: 
Roger  G.  Boylan,  C.  Truman  Davis,  and  MacDonald  Vi: 
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Counting  Ballots— (L.  to  R.)  Bruce  Curtis,  John  Oakley, 
Rudy  Kirschner,  and  John  Clymer. 


Carol  and  Dr.  Ron  Christ  of  Yuma. 
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Delegates  Jay  S.  Fleishman,  Arizona  Society  of  Patholo) 
and  Stuart  I.  Holtzman,  M.D.,  Arizona  Society  of  Phyi 
Medicine  and  Rehabilitation. 


Housestaff— Bill  C.  Bilnoski,  Maricopa  County  and  Jack 
Potts,  Good  Samaritan  Hospital. 


All  eyes  are  on  the  floor. 


Robert  Anderson,  M.D.,  James  Hill,  M.D.,  Joseph  Wht 
M.D.,  Gary  Henderson,  M.D.— Pima  County  Delegatiori 
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retary,  Richard  L.  Collins,  M.D. 


ce  President,  Earl  J.  Baker,  M.D. 


Treasurer,  Gary  L.  Henderson,  M.D. 


President-Elect,  Neopito  L.  Robles,  M.D. 


President,  John  E.  Oakley,  M.D. 


Officers 
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Rachel  and  Pete  Robles 


250  Years  of  Medical  Expertise:  New  members  of  ArMA’s  50  Year 
Club  (L.  to  R.)  W.  Stanley  Kitt,  Louis  P.  Lutfy,  Arthur  J.  Present, 
James  J.  Riordan,  and  George  K.  Rogers. 


William  G.  Payne,  recipient  of  the  1 
A.H.  Robins  Physician  Award  for 
Community  Service. 


The  Presidential  Image— Clyde  and  Margaret  Kurtz 
accept  the  presidential  portrait. 


Joey  Nell  and  Bob  Leonard  with  Dennis  and  Jeanne  Weili 
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Past  Presidents’  Luncheon 


Fellowship,  presidential  style 


(L.  to  R.)  Carlos  Craig  and  Arnold  Dysterheft 


0 R.)  Edward  Sattenspiel,  John  Clymer,  William  Scott 


(L.  to  R.)  James  O’Hare,  Dermont  Melick,  and  Clarence 
Yount 


John  Clymer,  Richard  Flynn,  and  Clyde  Kurtz 
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ArMA  Reports 

J 

The  minutes  appearing  in  this  section 
have  been  condensed.  A compiete  copy 
of  the  minutes  wiii  be  sent  to  any 
member  requesting  them. 


EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on  May 
21,  1982. 

The  committee  was  updated  on  the 
progress  of  the  development  of  the  rules 
and  regulations  for  the  Arizona  Health 
Care  Cost  Containment  System.  Mr. 
Robinson  reported  on  his  role  on  a 
special  committee  formed  to  review  the 
entities  being  considered  to  administor 
the  system. 

It  was  moved  and  carried  that  the 
Arizona  Medical  Association  offer  the 
sum  of  $150.00  to  the  Arizona  Chapter  of 
the  American  Association  of  Medical 
Assistants,  Inc.,  said  sum  to  be  used  in 
the  financing  of  a reception  for  Betty 
Mays,  CMA,  during  her  installation  as 
president  of  the  national  organization  in 
Houston,  Texas,  in  September  1982. 
The  committee  reviewed  the  agendas 
for  the  Board  of  Directors  meeting  and 
the  manual  for  the  meeting  of  the  House 
of  Delegates.  Attention  was  brought  to 
speical  matters  which  would  be 
considered  in  the  normal  course  of 
business. 

It  was  moved  and  carried  to  approve 
the  following  1982-83  meeting 
scheduled  for  the  Executive  Committee 
of  the  Arizona  Medical  Association: 
Friday,  June  18,  1982,  6:30  p.m., 

Phoenix. 

Friday,  August  20,  1982,  6:30  p.m., 
Phoenix. 

Friday,  September  24,  1982,  6:30  p.m., 
Phoenix. 

Saturday,  October  23,  1982,  8:00  a.m., 
Tucson. 

Friday,  November  19,  1982,  6:30  p.m., 
Phoenix. 

Friday,  January  21,  1983,  6:30  p.m., 
Phoenix. 

Friday,  February  18,  1983,  6:30  p.m., 
Phoenix. 

Friday,  March  25,  1983,  6:30  p.m., 
Phoenix. 

Friday,  April  22,  1983,  6:30  p.m., 

Phoenix. 

Friday,  May  20,  1983,  7:00  a.m.,  Tucson. 


It  was  moved  and  carried  that  requests 
for  exemption  from  ArMA's  building 
fund  assessment  would  be  routinely 
routed  to  the  Association  treasurer, 
allowing  him  to  make  personal  contact 
with  the  requesting  physician  regarding 
circumstances,  basis  for  request,  etc., 
following  which  such  request,  together 
with  the  treasurer's  recommendation, 
would  be  presented  to  the  Executive 
Committee  for  appropriate  action. 


BOARD  OF  DIRECTORS 

The  Board  of  Directors  met  on  May  21, 
1982. 

ArMA  Auxiliary  President  Mrs.  Janet 
Hoffmann  reported  to  the  board  on  the 
auxiliary’s  activities  of  the  past  year. 

Dr.  Meredith  reported  on  the  progress 
of  securing  new  members  for  ArMPAC. 

It  was  moved  and  carried  to  approve 
the  1982-83  Board  of  Directors’  meeting 
schedule  as  follows: 

August  15,  1982,  Sunday,  9:00  a.m., 
Prescott. 

October  23,  1982,  Saturday,  10:00  a.m., 
Tucson. 

January  22,  1983,  Saturday,  10:00  a.m., 
Phoenix. 

March  26,  1983,  Saturday,  10:00  a.m., 
Phoenix. 

May  20,  1983,  Friday,  8:00  a.m.,  Tucson. 
May  21,  1983,  Saturday,  12  noon, 
Tucson. 

It  was  determined  that  Mr.  Robinson  or 
the  acting  president  would  provide 
reports  on  the  meetings  they  attend  of 
the  Arizona  Hospital  Association. 

It  was  moved  and  carried  to  accept  and 
ratify  the  minutes  of  the  Executive 
Committee  meeting  held  March  26, 1982 
and  April  23,  1982. 

It  was  moved  and  carried  to  accept  the 
recommendations  of  the  Executive 
Committee  dated  April  30,  1982,  as  they 
related  to  the  Lawrence-Leiter  & 
Company  managment  consultant’s 
report. 

Also,  it  was  determined  that,  although  it 
is  agreed  no  contract  with  the 
Association's  current  Executive 
Director  is  necessary,  should  a director 
change  occur  at  some  future  time,  a 
formal  employment  contract  with  the 
new  person  would  be  entered  into  by  the 
Association. 

Considering  the  recommendations  in 
the  management  consultant’s  report, 
the  board  also  discussed  the  feasibility 
of  selling  mailing  labels;  and  it  was  the 
consensus  of  the  membership  that  such 
sale  would  not  be  of  a membership  list 
but  of  the  capacity  to  reproduce  labels  in 
bulk  on  request. 

It  was  moved  and  carried  to  approve 
the  sale  of  mailing  labels  currently 
maintained  by  the  Association  to  all 


individuals  or  organizations  s 
requesting. 

Dr.  Oakley  spoke  about  the  suppoi  h 
Association  has  given  to  candidate  ( 
offices  in  the  American  Mecii 
Association.  It  was  his  feeling  that  j c 
ArMA  members  are  not  automatilj 
AMA  members,  the  various  compoii 
societies  should  be  apprised  of  fi^ 
Association  financial  support  ( 
members  who  are  candidates  for 
office. 

Allan  J.  Stanton,  Esq.,  ArMA’s  lobt  < 
reported  to  the  board  on  the  S 
legislative  session.  He  felt  medicine  3 
made  some  progress  during  the  yea  ■ 
had  faced  grave  difficulties  with  mai  1 
the  legislators,  some  of  which  c| 
continue  in  the  year  to  come.  I 
Stanton  indicated  great  concern  ] 
physicians  must  become  aware  1 
involved,  must  begin  to  react  n 
quickly  and  to  do  a better  job  of  it  i 
planning  in  order  to  achieve  deji 
results  in  legislative  matters.  He  fui 
advised  that  internal  changes  \i 
being  made  which  would  assis  I 
allowing  his  activities  for  ArMA  toi 
more  smoothly  and  that  he  woukj 
most  happy  and  willing  to  meet  J 
speak  with  groups  of  physicians  iij 
effort  to  bring  about  total  awarenes] 
medicine’s  image  and  the  role  it  wm 
likely  to  play  in  the  passage' 
legislation  to  effect  better  health  ca  i 
Arizona. 

Kevin  Walker  briefly  updated  the  b(i| 
on  the  activities  relating  to  the  Ariij 
Health  Care  Cost  Containment  Sys  | 
the  most  recent  meetings  of  ArMA’fj 
Hoc  Indigent  Health  Care  Commo] 
with  the  members  of  the  varij 
advisory  committees,  and  the  statu 
the  rules  and  regulations.  ' 

Misty  Coumbe  reported  to  the  boar*, 
the  Maricopa  County  Jail  certifica 
which  had  been  done  at  the  requee 
the  AMA,  advising  that  in  June  1981 
jail  had  failed  to  meet  some  of  ' 
standards  and  had  been  granted  ay 
within  which  to  bring  about  the  chan 
required.  A survey  done  recently  at 
jail  indicates  that  these  deficien' 
have  now  been  corrected  and  it  appd 
that  they  are  now  in  conformance  \| 
all  specifications  previously  delineal 
It  was  moved  and  carried  that  i 
Arizona  Medical  Association  agri 
with  and  endorses  the  position  taker 
the  American  College  of  Spc 
Medicine  concerning  the  use 
steroids.  Which  reads  as  follows: 

“1)  The  administration  of  anabc 
androgenic  steroids  to  healthy  hum 
below  age  50  in  medically  appro 
therapeutic  doses  often  does  not  of  it 
bring  about  any  signific;' 
improvements  in  strength,  aerd 
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jrance.lean  body  mass,  or  body 

)ht.  . 

There  is  no  conclusive  scientific 
ence  that  extremely  large  doses  of 
Dolic-androgenic  steroids  either  aid 
inder  athletic  performance. 

The  prolonged  use  of  oral  anabolic- 
rogenic  steroids  (Ci7-alkylated 
natives  of  testosterone)  has  resulted 
/er  disorders  in  some  persons.  Some 
these  disorders  are  apparently 
rsible  with  the  cessation  of  drug 
je,  but  others  are  not. 

The  administration  of  anabolic- 
rogenic  steroids  to  male  humans 
result  in  a decrease  in  testicular  size 
function  and  a decrease  in  sperm 
Auction.  Although  these  effects 
ear  to  be  reversible  when  small 
3S  of  steroids  are  used  for  short 
bds  of  time,  the  reversibility  of  the 
:ts  of  large  doses  over  extended 
ods  of  time  is  unclear. 

Serious  and  continuing  effort 
jid  be  made  to  educate  male  and 
ale  athletes,  coaches,  physical 
:ators,  physicians,  trainers,  and  the 
eral  public  regarding  the 
)nsistent  effects  of  anabolic- 
rogenic  steroids  on  improvement  of 
lan  physical  performance  and  the 
jntial  dangers  of  taking  certain 
IS  of  these  substances,  especially  in 
e doses,  for  prolonged  periods.” 
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: The  single  asterisk  indicates  reappoint- 
. The  double  asterisk  indicates  new 
intments.  Those  without  asterisks  are 
ous  year  appointments  whose  terms  are 
m effect  and  are  listed  for  information 
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Scientific  Assembly 

1981-84 

rt  1.  Holtzman,  M.D.* 

1982-85 

rman 

1982-83 

sh  C.  Anand,  M.D.* 

1982-85 

J.  Baker,  M.D. 
President-Specified 

1982-83 

1 K.  Berk,  M.D. 

1 980-83 

lis  W.  Berry,  M.D. 

1981-84 

hall  B.  Block,  M.D.** 

1982-85 

as  M.  Byers,  III,  M.D. 

1981-84 

cott  Chisholm,  M.D.* 

1982-85 

G.  Cohen,  M.D. 

1980-83 

ard  L.  Collins,  M.D. 

1982-83 

len  L.  Crouch,  M.D.* 

1982-85 

ge  W.  Drach,  M.D. 

1981-84 

5.  Fleishman,  M.D.** 

1982-85 

'thy  R.  Harrington,  M.D. 

1981-84 

nas  F.  Hartley,  M.D. 

1981-84 

iS  M.  Hurley,  M.D. 

1980-83 

a Levy,  M.D. 

1980-83 

S.  Lisboa,  M.D. 

1980-83 

■ Mao,  M.D.* 

1982-85 

niel  Morris,  M.D.* 

1982-85 

erbert  Nathan,  M.D. 

1980-83 

im  S.  Nevin,  M.D. 

1981-84 

Newman,  M.D. 

1981-84 

E.  Oakley,  M.D. 
dent 

1982-83 

Neopito  L.  Robles,  M.D.  1982-83 

President-Elect 

Marvin  C.  Schneider,  M.D.*  1982-85 

Richard  A.  Silver,  M.D.*  1982-85 

Donald  P.  Speer,  M.D.  1981-84 

Lawrence  Z.  Stern,  M.D.  1980-83 

Luis  S.  Tan,  M.D.  1980-83 

Jerome  H.  Targovnik,  M.D.  1981-84 

Wilber  C.  Voss,  M.D.  1980-83 

Donald  J.  Ziehm,  M.D.  1980-83 


ArMPAC  Board  of  Directors 
Term  1982-83 

Daniel  T.  Meredith,  M.D.*,  Chairman 
Lloyd  Anderson,  M.D.* 

Robert  C.  Briggs,  M.D.* 

Mrs.  L.  Philip  Carter* 

Richard  L.  Collins,  M.D.,  Secretary 
Kent  E.  Durfee,  M.D  * 

Ruth  L.  Eckert,  M.D.** 

Mrs.  Ronald  Goodsite* 

Robert  L.  Hagan,  M.D.* 

Gary  L.  Henderson,  M.D.* 

Don  W.  Langston,  M.D.* 

Kennth  A.  Lucas,  M.D.** 

William  J.  Mangold,  Jr.,  M.D.* 

James  R.  Meador,  Jr.,  M.D.** 
Thomas  F.  Moore,  M.D.* 

John  E.  Oakley,  M.D.,  President 
Dwight  H.  Porter,  Jr.,  M.D.** 

Mrs.  Joseph  H.  Reno* 

Neopito  L.  Robles,  M.D., 

President-Elect 

lain  A.D.  Todd,  M.D.** 

Mrs.  Hubert  Wuesthoff* 

John  R.  Young,  M.D.** 

Ad  Hoc  Awards  Committee 
Term  1982-83 

Richard  L.  Dexter,  M.D.*,  Chairman 
Richard  L.  Collins,  M.D.,  Secretary 
John  F.  Kahle,  M.D.* 

Clyde  W.  Kurtz,  M.D.** 

John  E.  Oakley,  M.D.,  President 
Neopito  L.  Robles,  M.D., 

President  Elect 

Ad  Hoc  Indigent  Health  Care 
Committee  - Term  1982-83 
John  E.  Oakley,  M.D., 

President  and  Chairman 
Earl  J.  Baker,  M.D  * 

Richard  L.  Collins,  M.D,, 

Secretary 

Suzanne  E.  Dandoy,  M.D.* 

Marc  L.  Lee,  M.D.* 

Neopito  L.  Robles,  M.D. 
President-Elect 
William  C.  Scott,  M.D.* 

Bruce  H.  Shelton,  M.D,* 

Walter  K.  Sosey,  M.D.* 

Herbert  L.  Winograd,  M.D.* 

Ad  Hoc  Malpractice  Insurance 
Crisis  Committee 
Term  1982-83 

Edward  Sattenspiel,  M.D.*,  Chairman 
Jonathan  E.  Askew,  M.D,** 

Lewis  M.  Brickler,  D.O.* 

Jack  E.  Brooks,  M.D.* 

John  C.  Bull,  Jr.,  M.D.* 

Richard  L.  Collins,  M.D., 

Secretary 


Richard  O.  Flynn,  M.D.* 

Mark  Gross,  M.D.* 

Mark  Ivey,  Jr.,  M.D.* 

Paul  T.  Lenio,  M.D.* 

Vernor  F.  Lovett,  M.D,* 

Keith  E.  McReynolds,  M.D  * 

John  E.  Oakley,  M.D.,  President 
Neopito  L.  Robles,  M.D. 

President-Elect 
Donald  F.  Schaller,  M.D.* 

Robert  V.  Stephens,  M.D.* 

Neil  O.  Ward,  M.D.* 

It  was  moved  and  carried  that  the 
membership  of  the  Ad  Hoc  Committee 
on  Hospital  Services  be  left  to  the 
discretion  of  the  president,  with 
confirmation  at  some  future  date  by  the 
Board  of  Directors. 

It  was  moved  and  carried  that  the 
Arizona  Medical  Association  will 
sponsor  participation  of  Gregory  Hanss 
in  the  youth  conference  on  health 
promotion  sponsored  by  the  Arizona 
Recovery  Centers  Association  and 
scheduled  for  June  4-6,  1982. 


Benevolent  and  Loan  Fund 
Committee 

The  Benevolent  and  Loan  Fund 
Committee  met  on  May  22,  1982. 

Dr.  Dudley  reported  that  $6,000  was 
awarded  to  first-year  medical  students 
in  1981.  This  year  there  is  $28,000 
available,  derived  from  interest  on  ArMA 
dues.  It  is tobeallocatedto first, second, 
third  and  fourth  year  students.  Dr. 
Goldner  sought  direction  from  the 
committee  in  making  theselection  of  the 
grant  recipients. 

The  members  felt  that  the  grants 
should  continue  to  be  awarded  on  the 
basis  of  need,  with  the  intent  to  practice 
in  Arizona  and  being  a first-year  student 
among  the  top  criteria.  Students 
attending  out-of-state  medical  schools 
will  continue  to  beeligible.  It  wasagreed 
that  some  students  need  more  financial 
assistance  than  others,  and  that  grants 
should  not  be  necessarily  limited  to 
$750.  It  was  pointed  out  that  this  could 
only  be  done  by  a resolution  presented 
to  the  House  of  Delegates,  and  it  was 
decided  to  stay  with  the  present  policy 
for  now. 

In  the  past,  requests  for  additional 
funds  have  been  received.  Members 
agreed  that  since  most  medical  students 
need  financial  assistance,  students 
should  be  eligible  to  reapply  in 
subsequent  years. 

The  Arizona  Hospital  Association  is 
seeking  donations  for  the  Salsbury 
Scholarship  Fund.  It  was  agreed  that 
ArMA  might  mention  the  fund  in  Medical 
Memos  for  those  physicians  who  feel 
they  would  like  to  donate  to  it,  but  that 
no  money  would  be  allocated  from  our 
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fund  to  theirs. 

It  was  decided  to  hold  back  two  grants 
to  develop  a discretionary  fund  for 
urgent  situations,  i.e.,  a student  having 
to  drop  out  of  medical  school  because  of 
a lack  of  funds.  The  recommendation  to 
allocate  these  funds  would  come  from 
Dr.  Goldner,  who  has  acess  to  this  type 
of  information. 

The  Finance  Committee  has 
recommended  that  this  committee 
change  the  grant  program  to  a 
“revolving  loan”  program  where 
students  would  return  the  money  after 
entering  practice,  making  it  possible  to 
provide  more  grants  in  future  years.  It 
was  pointed  out  that  a loan  program 
could  become  very  involved  as  far  as 
payments  and  collections  are 
concerned.  However,  it  was  agreed  that 
the  matter  will  be  investigated  further. 

Dr.  Collins  suggested  that  Valley  Bank 
be  contacted  and  asked  if  they  would 
match  the  Roman  Mislicky  Award 
amount  to  provide  for  an  additional 
grant.  Members  agreed  that  a request 
should  be  sent. 

Dr.  Goldner  reviewed  the  screening 
procedure.  He  also  suggested  that 
ArMA  talk  with  Valley  Bank  about  the 
feasibility  of  some  type  of  guaranteed 
loan  program. 


PHYSICIAN’S  HEALTH 
COMMITTEE 

The  Physician’s  Health  Committee  met 
on  May  26,  1982. 

The  committee  discussed  their  on- 
going relationship  with  the  Board  of 
Medical  Examiners  and  it  was  agreed 
that  continued  coordination,  cooper- 
ation and  open  communication  on  an 
informal  basis  was  worthwhile  for  both 
parties. 

The  pending  cases  were  discussed. 
The  planning  of  a fall  meeting  to  be 
conducted  by  the  Center  for  the  Well- 
Being  of  Health  Professionals  was 
reported  upon.  The  dates  of  Saturday, 
October  2 or  October  9 have  been 
requested,  but  no  response  has  been 
received  yet.  The  committee  also 
discussed  potential  invitees  to  the 
meeting  and  it  was  the  general 
consensus  that  hospital  chiefs  of  staff 
and/or  chairman  of  hospital  credentials 
committees  should  be  included. 

Dr.  Bittker  presented  to  the  committee 
a proposed  letter  and  meeting  agenda 
for  the  committee  and  various  profes- 
sional groups  in  the  state.  The  members 
were  responsive toestablishing  thistype 
of  liaison  and  decided  the  date  should 
be  selected  and  invitations  extend  to 
various  groups  which  would  include,  the 
Bar,  Dental,  Osteopathic  and  Phar- 
maceutical Associations,  as  well  as 
nurses,  physicians’  assistants,  teachers, 
professors,  hospital  administrators  and 
judges. 
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The  Tucson  members  were  urged  to 
attend  the  July  meeting  of  the  southern 
Arizona  Chiefs  of  Staff. 


It  was  moved  and  carried  tha 
committee  chairman  prepare  an  j 
for  Arizona  Medicine  and  that  it  s 
contain  what  he  deems  of  signi 
interest  to  the  committee  and  oth 


HEALTH  MANPOWER  COMMITTEE 

The  Health  Manpower  Committee  met 
on  June  1,  1982. 

Kevin  Walker  reported  on  four  bills 
passed  by  the  Legislature  pertaining  to 
health  manpower. 

HB  2175  which  mandates  that  hospitals 
must  provide  for  staff  privileges  for 
podiatrists,  subject  to  nondiscrimin- 
atory  rules  and  regulations. 

HB  2117  which  states  that  provisional 
licenses  will  be  issued  to  anyone  who 
can  pass  a midwifery  examination  given 
by  the  Department  of  Health  Services.  A 
midwife  with  a provisional  license,  who 
successfully  delivers  15  women  in 
childbirth,  would  become  fully  licensed. 

HB  2202  which  extends  the  life  of  the 
board  and  allows  naturopaths  to 
continue  to  practice  with  no  changes  in 
their  scope  of  practice. 

HB  2326  which  states  that 
chiropractors  will  now  have  a specialty 
in  physiotherapy  and  traction  for  those 
who  show  additional  education  and 
pass  an  examination  given  by  the 
Chiropractic  Board.  Report  received  for 
information  only. 

Dr.  Linkner  reported  that  the 
manpower  study  issue  is  most  important 
business  before  the  committee.  He  said 
that  there  is  a mandate  to  assess  the 
medical  manpower  needs  for  the  state. 
All  current  statistics  used  for 
documentation  (primarily  by  the  federal 
government  are  out-of-date).  After 
discussion  on  how  best  to  begin  the 
project  it  was  moved  and  carried  that 
staff  assemble  the  available  medical 
manpower  statistics  for  MDs  and  DOs 
and  present  it  back  to  the  committee. 

The  Department  of  Health  and  Human 
Services  has  asked  for  the  Association’s 
review  of  the  health  manpower  shortage 
area  of  Bisbee.  It  was  moved  and  carried 
that  we  support  the  county  society  in 
this  situation. 

Dr.  Linkner  explained  the  “Christmas 
tree”  process  which  incorporated  the 
Hemeopathy  Board  onto  the  Physical 
Therapists’  bill.  It  was  stated  that 
Senator  Robert  Usdane,  Chairman  of 
the  Senate  Health  Committee,  has 
agreed  to  request  an  Attorney  General’s 
opinion  as  to  the  germaneness  of  this 
procedure.  Due  to  the  activities  of  close 
of  session.  Senator  Usdane  has  not 
pursued  this  opinion  but  Dr.  Linkner 
said  that  he  would  get  back  in  touch  with 
the  Senator.  Dr.  Linkner  added  that  we 
are  the  only  state  in  the  Union  that  has  a 
board  of  Homeopathy.  Received  for 
information  only. 


Future 

Medical  Meeting 


The  following  institutions  and  organizations 
been  accredited  for  their  continuing  m 
education  programs  by  the  Arizona  M 
Association  and/or  the  Accreditation  Coun 
Continuing  Medical  Education. 

Arizona  Chapter,  American  Cancer  SocieL 
Arizona  Heart  Institute 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital.  Mesa 

The  Eye  Foundation 

Flagstaff  Hospital  & Medical  Center 

of  Northern  Arizona 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoen 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Ph 

St.  Luke's  Hospital  & Medical  Center,  Phot 

St.  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Progr 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

The  accredited  institutions  and  organizations£i 
produce  a variety  of  continuing  medical  educ 
programs.  Each  accredited  institution 
organization  is  responsible  for  designating  wh  | 
these  programs  meet  ArMA's  requirement ^ 
Category  1 credit.  Physicians  who  participa 
programs  which  are  designated  Category 
accredited  institutions  will  receive  Category  1 (' 
toward  the  ArMA  Certificate  in  CME  and  the  A 
Physician's  Recognition  Award. 


Critical  Care:  Back  to  Basics^  11 

a seminar  on  the  identification  and  treatment  of  ICU  patients 
with  respiratory  difficulties,  including 

• pre-ventilator  management  • t^es  of  ventilator  equipment  and  their  use 
• common  complications  and  intervention  • monitoring  ventilator  care 
• weaning  patients  from  ventilatory  assistance  . . . plus  case  studies 

Saturday,  Ai^just  28, 1982 
The  Arizona  Biltmore  Resort,  Phoenix 

sponsored  by  the  Department  of  Respiratory  Care  Services 

St.  Luke’s  Medical  Center,  Phoenix 

for  additional  information,  contact: 

Christine  Campbell 
Medical  Meeting  Planner 
St.  Luke’s  Medical  Center 
525  N.  18th  Street 
Phoenix,  Arizona  85006 
(602)  251-8402 


J 


! 


i 

I 

I JULY 

! Annual  Coconino  County  Medical 
ety  Summer  Medical  Seminar 

30  and  31.  Little  America  Motor  Hotel, 
staff,  Arizona.  Sponsor:  Arizona  Medical 
)C.  & Coconino  County  Medical  Society, 
tact:  Lana  L.  Holstein,  M.D.,  P.O.  Box 
Flagstaff,  Arizona  86002.  Approved  for 
ours  of  Category  1 credit. 

meed  Cardiac  Life  Support 
irtIficatlon/Provider  Course 

13-15.  Arizona  Medical  Association 
:e,  Phoenix,  Arizona.  Sponsor:  ACLS,  AZ 
iate  of  the  Amer.  Heart  Assoc.,  ArMA. 
tact:  Beverly  Richter,  Arizona  Medical 
)ciation,  810  West  Bethany  Home  Road, 
snix,  Arizona  85013.  Provider  course 
oved  for  21  hours  of  Category  1 credit 
Recertification  approved  for  13  hours. 

I 


AUGUST 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

August  12-14.  Arizona  Medical  Association 
Office,  Phoenix.  Sponsor:  ACLS,  Az  Affiliate 
Amer.  Heart  Assoc.  & ArMA.  Contact:  Beverly 
Richter,  Arizona  Medical  Association,  810 
West  Bethany  Home  Road,  Phoenix,  Arizona 
85013.  Provider  course  approved  for  21  hours 
of  Category  1 credit  and  Recertification 
approved  for  13  hours. 


Critical  Care:  Back  to  Basics 

August  14.  Alamos  Resort  Hotel,  Scottsdale. 
Sponsor:  St.  Luke’s  Medical  Center.  Contact: 
Christine  Campbell,  Medical  Meeting 
Planner,  St.  Luke’s  Medical  Center,  Phoenix, 
Arizona  85006. 


SEPTEMBER 

Advanced  Cardiac  Life  Support 

September  15-17.  Arizona  Medical 
Association  Office,  Phoenix.  Sponsor:  ACLS, 
AZ  Affiliate  Amer.  Heart  Assoc.  & ArMA. 
Contact:  Beverly  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 

OCTOBER 

The  Under-Achieving  Child 
Behavorable  Health 

October  8.  The  Registry  Resort,  Scottsdale. 
Sponsor:  St.  Luke’s  Medical  Center.  Contact: 
Christine  Campbell,  Medical  Meeting 
Planner,  St.  Luke’s  Hospital  Medical  Center, 
525  North  18th  Street,  Phoenix,  AZ  85006. 
Approved  for  hour  per  hour  Category  1 
credit. 
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Advanced  Cardiac  Life  Support 
Recertification/Provider 

October  12-14  Arizona  Medical  Association 
Office,  Phoenix.  Sponsor:  ACLS,  AZ  Affiliate 
Amer.  Hospital  Assoc.  & ArMA.  Contact: 
Beverly  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  apprroved  for  13  hours. 

Fourth  Annual  Seeing  Our  Way  Clear 

October  23.  Arizona  Biltmore,  Phoenix. 
Sponsor:  St.  Luke’s  Hospital  and  Medical 
Center.  Contact:  Christine  Campbell, 
Medical  Meeting  Planner,  St.  Luke’s  Hospital 
and  Medical  Center,  Phoenix,  Arizona  85006. 
Approved  for  hour  per  hour  Category  1 
credit. 

NOVEMBER 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

November  10-12.  Arizona  Medical 
Association  Offices,  Phoenix.  Sponsor: 
ACLS,  Az  Affiliate  Amer.  Heart  Assoc.,  & 
ArMA.  Contact:  Beverly  Richter,  Arizona 
Medical  Association,  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  85013. 
Provider  course  approved  for  21  hours  of 
Category  1 credit  and  Recertification 
approved  for  13  hours. 

XXX  Annual  Convention  of  the 
Medical  Society  of  the  United  States 
and  Mexico 

November  10-13.  Guanajuato,  Mexico. 
Sponsor:  Medical  Society  of  the  United 
States  and  Mexico.  Contact:  Executive 
Secretary,  3161  North  Pantano  Road, 
Tucson,  Arizona  85715. 

Urologic-Radiologic  Diagnosis  II 

November  19-21.  Scottsdale,  Arizona. 
Sponsor:  Maricopa  County  General  Hospital. 
Contact:  Alex  Newman,  M.D , Leonard 

Tamsky,  M D.  Maricopa  County  General 
Hospital,  2601  West  Roosevelt,  Phoenix, 
Arizona  85008.  Approved  for  hour  per  hour 
Category  1 credit. 


1983 


Fifth  Annual  International 
Cataract  Surgery  Symposium 

February  15-16,  1983.  The  Alamos  Resort, 
Scottsdale,  Arizona.  Sponsor  and  Contact 
The  Eye  Foundation,  525  N 18th  Street,  Ste 
504,  Phoenix,  Arizona  85006. 

9th  Annual  Frontiers 
in  Ophthalmology 

February  17-19,  1983,  Mountain  Shadows 
Resort,  Scottsdale,  Sponsor:  St.  Luke’s 
Medical  Center.  Contact:  Christine 

Campbell,  Medical  Meeting  Planner,  St. 
Luke’s  Medical  Center,  525  North  19th  Street, 
Phoenix,  Arizona  85006.  Approved  for  hour 
per  hour  Category  1 credit. 


MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month.  Doctors 
Hospital,  5:45  p.m  J.  South  Classroom. 
Sponsor:  Shrine  Medics.  Contact:  Robert  C. 
Briggs,  M.D.,  5121  N.  Central  Ave.,  Phoenix 
AZ  85012. 

Office  Psychiatry  for  the 
Primary  Provider 

2nd  Monday  of  month,  4811  N.  7th  Street, 
Phoenix,  AZ.  Sponsor:  Arizona  Health  Plan. 
Contact:  T.R.  Bittker,  M.D.,  Box  5000, 
Phoenix,  AZ  85010.  Approved  for  Category  1 
credit. 

Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
Campbell,  M.D.,  5051  N.  34th  St.,  Phoenix,  AZ 
85018.  Approved  for  2 hours  Category  1 
credit. 

Monthly  Meeting  of  Tucson  Radiologists 

Last  Tues.  of  month.  Plaza  International, 
Tucson,  AZ.  Sponsor.  U of  A Medical  Center, 
Dept,  of  Radiology.  Contact:  Irwin  M. 
Freundlich,  M.D.,  U of  A Health  Sciences 
Center,  Dept,  of  Radiology,  Tucson,  AZ 
85724.  Approved  for  2 hours  Category  1 
credit. 

Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  am  in  Phoenix:  1st 
Tues.  — Phoenix  Indian  Hospital,  2nd  Tues.— 
Maricopa  County  Hospital,  3rd  Tues  — Good 
Samaritan  Hospital,  4th  Tues  — St.  Joseph’s 
Hospital.  Sponsor:  Maricopa  County 

Hospital  (Phoenix  Hospital’s  Affiliated 
Pediatric  Program).  Contact:  J.  Kipp 
Charlton,  M D , 2601  E Roosevelt,  Phoenix, 
AZ  85008.  Approved  for  1 hour  per  session 
Category  1 credit. 

Review  of  Forensic  Pathoiogy 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a m.,  120  S.  6th  Ave., 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H.H.  Karnitschnig, 
M.D.,  120  S.  6th  Ave.,  Phoenix,  AZ  Approved 
for  1 hour  per  session  Category  1 credit. 

ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10,000, 
Phoenix,  AZ  85064.  Contact:  Ravi  Koopot, 
M.D. 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m.,  second  floor 
classroom 

ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ.  85008 

Contact:  Arnold  L Kendall,  M.D 

A,S.H.  Psychiatric  Grand  Rounds 

2nd  Wed.,  1:00-2:00  p.m.,  J-6  Conf.  Rm., 

Contact:  Dr.  Conger  & Staff 

Clinical-Pathological  Conference 

3rd  Wed.,  1:30-2:30  p.m.  General  Services 

Bldg.,  Conf.  Rm 

Medical  Grand  Rounds 

4th  Wed.,  1:00-2:00  p.m..  Medical  Bldg.  Conf. 

Rm. 


BARROW  NEUROLOGICA 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St.  Jose 
Hospital  and  Medical  Center,  350  W.  The 
Rd.,  Phoenix,  AZ  85013.  Sponsor:  St  Jose 
Hospital  & Medical  Center.  Contact:  Jot 
Green,  M D Approved  for  1 hour  Categi 
credit 

Neurology  Teaching  Conference 

Tuesdays,  8:30-9:30  a m..  Eighth  Floor  ( 
Room. 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9:15  a m.,  onfirstand 
and  fifth.  Eighth  Floor  Conference  Roc 
Neuro-ophthalmology  Conference 
Mondays,  7:30  a m.  in  8th  floor  neurc 
conference  room. 

Spinal  Injury  Conference 
Wednesdays,  8:15-9:15  a m.,  on  second 
fourth  weeks,  in  Neuropathology  C 
Rm. — a multidisciplinary  review  of  admis 
by  neurosurgeons,  orthopedists, 
rehabilitation  specialists. 
Neuropathology  of  Gross 
Specimens  Conference 
Thursday,  7:30-8:30  a m.  in  the  Morgue. 
Neurology-Neurosurgical 
Fridays,  8-9  a m . First  Floor  Conference 
Neuropathology  or 
Neuroradiology  Conferences 
Friday,  9 am..  Neuropathology 
Neuropathology  Conference  F 
Neuroradiology  in  First  Floor  Conferr 
Rm. 

Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  f 

Neurosurgical  Journal  Club 

Saturdays,  9-11  am.  in  Eighth  F 
Conference  Rm 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City 
85372.  Contact:  Martha  R.  Newby,  EC 
Director  of  Education. 

Medical  Department  Continuing  Met 
Education 

4th  Wednesday,  12  Noon,  Cl  19.  May,  ^ 
Sept.  & Nov. 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon,  Ei 
Center  Classroom  I & II,  May,  July,  Sep 
Nov. 

Surgical  Department  CME 

4th  Friday,  7 a.m.,  Educ.  Center  Classroo 
& II.  Contact:  Brian  Updegraff,  M.D. 

CAMELBACK  HOSPITAL 

5055  N 34th  St.,  Phoenix,  AZ  85018.  Spon 
Camelback  Hospital.  Contact:  T.  F.  Reid, 
M.D. 

Clinical  Conference 

3rd  Tuesday,  8-9  a m. 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arize 
Contact:  L A.  Rosati,  M.D.  Approved 
Category  1 credit. 

CME  Programs 

Weekly  Tuesday,  7 p.m.,  Cafeteria-West  £ 
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cal  Conference  — Dept,  of  Medicine 

,lkly,  Thurs.,  12:30-1 :30  p.m.  Buffet  Lunch, 
pde  Rm. 

GYN  Medical  Staff  Conference 

jkly,  Monday,  12:30-1 :30  p.m.  Grande  Rm. 

jatric  Case  Conference 

(Friday,  12:30  p.m.,  Grande  2 

I DOCTORS  HOSPITAL 

East  Thomas  Road,  Phoenix,  Arizona 
6 Contact:  Medical  Staff  Secretary  for 
tional  information. 

licians  Continuing  Education  Program 

'hursday,  12:30  p.m..  Classrooms. 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

N.  Wilmont  Road,  Tucson,  AZ  85712. 
act:  Eric  G.  Ramsay,  M.D.  Approved  for 
gory  1 credit. 

ly  Practice  Department  Meeting 

Monday,  12  Noon,  (March,  June,  Sept. 
December)  Contact:  R.  Grossman,  M.D 

leal  Department  Meeting 

ulonday,  11:45  p.m. 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

N.  Beaver  Street,  P.O.  Box  1268, 
staff  AZ  86002.  Contact:  B.  C. 

:hberg,  M.D.,  CME  Program  Clinical 
erence.  Approved  for  Category  1 credit. 

esting  Case  Conference 

uesday,  12:30  p.m.,  Tollefson  Rm. 

cal  Conferences 

<ly,  Tuesdays,  12:30  p.m.,  Tollefson  Rm. 

or  Board  Case  Conference 

Tuesday,  12:30  p.m..  Hospital  Conf.  Rm. 

ality  & Morbidity  Conference 

hursday,  12:30  p.m..  Hospital  Conf.  Rm. 

GOOD  SAMARITAN 
HOSPITAL 

East  McDowell  Rd.,  Phoenix,  AZ 
act:  W.  J.  Howard.  M.D.  Approved  for 
gory  1 credit. 

omical  Path.  & Cytology 

<ly,  Mondays  4:00-5:00  p.m.,  S-4  Conf 

ecological  Section  Conference 

Monday,  12:30-1:30  p.m..  West  Rm 

day  Noon  Conference 

<ly,  Monday,  12:00-1:00  p.m.  R-2  Conf. 

ality/Morbidity,  Surgery  Comm. 

Monday,  11:30-2:00  p.m..  West  Rm. 

letrical  Section  Conference 

Monday,  12:30-1:30  p.m..  West  Rm. 

lonary  Disease  Grand  Rounds 

kly,  Monday,  12:00-1:00  p.m.,  D-5  North 

lly  Practice  Conference 

kly,  Tuesday,  12:00-1:00  p.m.,  Fam. 
tice  Conf.  Rm. 

atric  Grand  Rounds 

Tuesday,  7:30-8:30  a m..  Contact:  Paul 
eson,  M.D. 

enix  Plastic  Surgery 
dency  Conference 

kly,  Tuesday,  5 p.m. -6  p.m..  Education 
ling.  Contact:  Robert  McGregor,  M.D. 

ti  R Noon  Inservice 

& 4th  Tuesday,  12  Noon,  R-2  Conference 


Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m..  West  Rm, 
Contact:  John  A.  Bruner,  M.D. 

Combined  Cardiovascular  & Family  Practice 
Conf. 

1st,  2nd,  & 4th  Wed.,  12:00-1:00  p.m.,  D-5 
North. 

Learning  Disabilities 

Weekly,  Wednesday,  10:30-12:30  p.m.,  R-2 
Conf.  Rm. 

OBGYN  Dept.  Review  & Statistics 

Weekly,  Wednesday,  12:30-3:00  p.m., 
OBGYN  Conf.  Rm. 

Gynecological  Pathology 

Weekly,  Thursday,  1:00-2:00  p.m.,  S-4  Conf. 
Rm. 

Gl  Radiology  Conference 

1st  Thursday,  12:00-1:00  p.m.,  F151, 
Radiology  Conf.  Rm. 

Phoenix  Ultrasound  Soc.  Meeting. 

2nd  Thursday,  Medical  Education  Building, 

Contact:  Dr.  Ben  Ora 

Neurology  Grand  Rounds 

Weekly,  Thursday,  9:00-10:00  am.,  D-5 

North. 

Surgical  Grand  Rounds 

Weekly,  Thursday,  7:00-8:30  a m..  Education 
Building,  Contact:  Dr.  Gilsdorf 

Tumor  Treatment  Planning  Conf. 

2nd  & 4th  Thursdays,  12:00-1:00  p.m.,  F151 
Radiology 

Joint  Tumor  GYN  Conference 

2nd  Friday,  12:30-1:30  p.m..  West  Rm. 

Medical  Grand  Rounds 

Weekly,  Friday,  8:00-9:00  a m..  West  Rm. 
Neuropathy  Conference 
Last  Friday,  1:15-2:15  p.m.,  S-4  Morgue. 
Psychiatry  Grand  Rounds 

Weekly,  Friday,  11:00-12:00  noon.  East  Rm. 


KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E.  Ajo  Way,  Tucson,  AZ.  85713.  Contact: 
Eric  C.  Ramsay,  M.D.,  Approved  for  Category 
1 credit. 

Medical  Conference 

Weekly,  Monday,  12:30  p.m..  Contact:  Chief 
Medical  Resident. 

Surgical  Connference 

Weekly,  Monday,  Contact:  R.  Fischer,  M.D. 
OB/GYN  Pathology  Conference 
Weekly,  Thursday,  (except  2nd)  1:30  p.m.. 
Contact:  J Wurzel,  M.D. 

Psychiatry  Journal  Club 

Weekly,  Thursday,  12  Noon,  Contact:  Jose 

Santiago,  M.D. 

Medical  Conference 

Weekly,  Friday,  12:30  p.m..  Contact:  Chief 
Medical  Resident 


MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave.,  Phoenix,  AZ  85008 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m..  Con- 
ference Rms. 

Tumor  Board 

1st  & 3rd  Mondays,  12-1  p.m..  Medical  Con- 
ference Rms. 


MARICOPA  COUNTY 
GENERAL  HOSPITAL 

2601  E.  Roosevelt,  Phoenix,  AZ  85008. 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p.m..  Contact:  S.  Schaffner,  M.D. 

Chest  Surgery  Conference 

Weekly,  Mondays,  1:30  p.m.,  Santa  Cruz  Rm. 

Hematology  Conference 

2nd  Tuesday,  1:00  p.m..  Contact:  Walt 

Koppenbrink,  M.D. 

OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday,  12  Noon,  Santa  Cruz  Room 

Obstetrical  Problem  Conference 

Weekly,  Tuesday,  7:30  a m.,  Yavapai  Rm. 

Orthopedic  Conference 

Weekly,  Tuesday,  7:30  a.m.,  Santa  Cruz  Rm. 

Pediatric  Grand  Rounds 

2nd  T uesday,  7:30-8:30  a.m..  Contact:  Robert 

Ganelin,  M.D. 

Urology  Discharge  Planning  Conference 

Weekly,  Tuesday,  11:30  a.m..  Station  42 
Hand  Surgery  Conference 

Weekly,  Wednesday, 7:30  a.m.,  Santa  Cruz 
Rm. 

Neurosurgery  Discharge  Planning 

Weekly,  Wed.,  1:30  p.m..  Station  42. 

OB/Neonatology  Seminar 

Weekly,  Wed.  7:30  a.m.,  Yavapai  Rm. 

Clinical  Psychiatric  Conference 

Weekly,  Wed.,  11-12  p.m..  Mental  Health 
Annex,  Rm.  1346. 

Surgery  Conference 
Weekly,  Wed.,  7-8  a.m..  Surgical  Dept. 
Current  Concepts  In  Medicine  & Surgery 
1st  Thursday,  1 p.m..  Dr.  Hospital  Class  Rm., 
Contact:  Dr.  Tamsky. 

Cardiology  Conference 
Weekly,  Thurs.,  2 p.m.,  Santa  Cruz  Rm. 
OB/GYN  Resident  Conference 
Weekly, Thurs.,  12  p.m.,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  Rm. 

OB/GYN  Surgical  Pathology  Conf. 

Weekly,  Friday,  7:30  a.m.,  Yavapai  Rm. 
Orthopedic  X-Ray  Conference 
Weekly,  Friday,  7:30  a m.,  Santa  Cruz  Rm. 


MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  85201, 
Contact:  E.  John  Wickman,  M.D. 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm. 


PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N.  20th  Ave.,  Phoenix,  AZ  85015. 
Contact:  J.  Burr  Ross,  M.D.,  Approved  for 
Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium. 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday,  12  noon,  5th  floor  auditorium. 
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PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St.,  Phoenix,  AZ  85016. 
Contact:  Leland  L.  Fairbanks,  M.D., 
Approved  for  category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  a m..  Contact:  D. 

Randall,  M.D. 

Ciinicai  Staff  Teaching  Conference,  Rm.  A. 

Weekly,  Wednesday,  7:30-8:30  a.m. 

Otoiaryngoiogy  Grand  Rounds 

4th  Wednesday,  4-5  p.m..  Conference  Rm.  A, 
Contact:  N.  Wendell  Tood,  M.D. 

Family  Practice/Emergency  Room  Teaching 
Conference 

Thursday,  Weekly,  7:30-8:30  a m.,  Conf.  Rm. 
A,  Contact:  Drs.  L.  Fairbanks  & E.Y.  Hoooer 


PHOENIX  MEMORIAL 
HOSPITAL 

1 201  S.  7th  Ave.,  Phoenix,  AZ  85036.  Contact: 
George  Scharf,  M.D.  Approved  for  Category 
1 credit. 

Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf.  Rm. 

Clinical  Conferences 

Weekly  Tuesday,  12:30  p.m.,  Kiva 
Conference  Rm. 

Psychiatric  Clinical  Conference 

2nd  Friday,  11:30  a m.,  B-Wing  Conf.  Rm., 

Contact:  Medical  Staff  Secretary 

Tumor  Board  Conference 

Weekly  Friday,  12  p.m.,  Kiva  Conf.  Rm. 

Contact:  H.  Kimball,  M.D. 


SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street,  Scottsdale,  AZ  85251. 
Contact:  W.  S.  Williams.  M.D.,  Approved  for 
Category  1 credit. 

Family  Practice  Conference 

1st  Monday,  12:30  p.m..  Doctors'  Lounge 

Emergency  Medical  Services  Conference 

2nd  Monday,  12:30  p.m..  Doctors’  Lounge 

Neurology/Neurosurgery  Conference 

3rd  Monday,  12:30  p.m..  Doctors'  Lounge 

CPC  Conference 

4th  Monday,  12:30  p.m..  Doctors’  Lounge 

Pediatrics  Conference 

5th  Monday,  12:30  p.m..  Doctors’  Lounge 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m..  Doctors'  Lounge 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Medical  Subspeclaltles 

5th  Tuesday,  12:30  p.m..  Doctors’  Lounge 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m..  Doctors’  Lounge 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors’  Lounge 

Gl/Med/Surg/Radiology  Conference 

2nd  Friday,  12:30  p.m..  Doctors’  Lounge 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ  85013. 
Contact:  Joseph  C.  White,  M.D. 

OB/GYN  Section  Conference 

3rd  & 4th  Mondays,  12:30-1 :30  p.m.,  1st  Floor 

Conf.  Rm. 

Genetics  Conference 

Weekly,  Monday,  12:30  p.m..  Pediatric 
Department. 

Pediatric  Rounds 

Weekly,  Monday,  Wed.  & Friday,  10:30  a m.. 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a.m..  Contact:  J.  Kipp 

Charlton,  M.D. 

ECG  Conference 

Weekly,  Tuesday,  12:30  p.m..  Pediatric 
Department. 

Medical  Grand  Rounds 

Weekly,  Wednesday,  8 a m.,  1st  Floor  Conf. 

Room. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  8 a.m.,  PIMC 
Visiting  Professor  Informal  Presentation 

Weekly,  Thursday,  9:30  a m.,  1st  floor  Conf. 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  12:30  p.m.,  PIMC 
Nephrology  Conference 
Weekly,  Fridays,  12:30  p.m..  Pediatric 
Department. 


ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road,  Tucson,  AZ.  Contact: 
Eric  G.  Ramsay,  M.D.  Approved  for  Category 
1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday,  12  p.m..  Contact:  Wm. 
Moteforte. 

Ophthalmology  Morbidity/Mortality  Conf. 

4th  Tuesday,  12:15  p.m..  Contact:  Kim 
Sowards. 

Current  Concepts  In  Medicine 

Weekly,  Tuesday,  12  p.m..  Auditorium. 
Hematology-Oncology  Conference 

Last  Wednesday,  12:15-1:15  p.m..  Contact:  S. 
Salmon,  M.D. 


ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ,  Contact: 
Gerald  L.  Hansbro,  M.D. 

Cardiac  Conference 

Weekly,  Monday,  12:15  p.m..  Auditorium 

Chest  Conference 

4th  Monday,  12:15  p.m.,  Phillips  Auditorium 

Surgery  Conference 

1st  Tuesday,  12:15  p.m..  Auditorium 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.m..  Auditorium 

Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday,  12:15  p.m..  Auditorium 

Pulmonary  Case  Conferences 

1st  Thursday,  7:30  a.m.,  Phillips  Auditorium 

Psychiatry  Conference 

3rd  Thursday,  7 a m..  Auditorium 

Combined  Medical  General 
Practice  Conference 

1st  Friday,  12:15  p.m..  Auditorium 


Toxicology  Grand  Rounds 

2nd  Friday,  7:30  a.m..  Auditorium 

Ophthalmology  Conference 

1st  Saturday,  8:30  a.m..  Auditorium 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St.  Mary’s  Road,  Tucson,  AZSf'i 
Contact:  see  below. 

Monthly  Specialty  Conference  — 

Dept,  of  Surgery 

1st  Monday,  7:30  a.m..  Century  Rm  i 
Contact:  Med.  Staff  Office. 

Grand  Rounds:  Medical  Surgical,  Fa 

Practice,  Pathology,  Radiology 

Weekly,  Thursday 

Emergency  Medicine  Lectures 

Weekly,  Thursday,  8 a.m..  Century  Rm. 

Mental  Health  Update 

1st  Friday,  11:30-1:00  p.m..  Century  Rm^ 

Cardiology  Conference 

Weekly.  Friday,  8:00-9:00  a m..  Century 

Contact:  Anthony  Forte,  M.D. 


TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716 
Contact:  Eric  G.  Ramsay,  M.D.  Approve 
Category  1 credit. 

Cardiology  Conference 

Weekly,  Monday,  except  last,  12  N 

Contact:  M.  Maximov,  M.D. 

Dermatology  Conference 

4th  Monday,  5:00  p.m..  Contact:  R.  ^/ 

M.D. 

Endocrinology  Conference 

Last  Monday,  12  p.m..  Contact  M.  Pa 
M.D. 

Perinatal  Conference 

2nd  Monday,  7:30  p.m..  Contact:  J.  Lohi 
M.D. 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon:  Contact:  C.  f 
Crowe,  Jr.,  M.D. 

Chest  Conference 

1st  Tuesday,  12  noon.  Contact:  Wi 
Nevin,  M.D. 

Hematology  Conference 

4th  Tuesday,  12  Noon,  Contact:  M.  Bd 
M.D. 

Infectious  Disease  Conference 

3rd  Tuesday,  12  noon.  Contact:  B.  Friedi 
M.D. 

Nephrology  Conference 

2nd  Tuesday,  12  noon.  Contact:  Dr.  Sel 

Orthopedic  Conference 

1st  Tuesday,  7:30  p.m..  Contact:  Jay  I 

M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  p.m..  Contact 
Lightner. 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert  Fc 
M.D. 

Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a.m..  Contact: 
Fuchs. 

Family  Practice  Meeting 

2nd  Wednesday,  12:30  p.m.,  Jan.,  April,. 
& Oct.  Contact:  C.  Mangelsdorf,  M.D. 
Medical  Conference 
Weekly,  Wednesday,  8:00  a.m.,  Contac 
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IS,  M.D. 

rology-Neurosurgery  Conference 

kly,  Wednesday,  12  noon.  Contact:  H.  W. 

;hsbaum,  M.D. 

natology  Conference 

hursday,  12  noon.  Contact:  R.  Friedman, 

oradiology  Conference 

kly,  Thursday,  5:00  p.m.,  Contact:  N. 
ar,  M.D. 

or  Conference 

kly,  Thursday,  12  noon,  Contact:  Cancer 
mittee. 

lonary/Infectious  Disease 
( Conference 

Thursday,  7:30  a m..  Contact:  William 
n,  M.D. 

Conference 

<ly,  Friday,  12  noon.  Contact:  George 
hard,  M.D. 

hospital  Nuclear  Medicine  Conference 

<ly,  Friday,  7:15  a.m..  Contact:  S.V.  Hilts, 

3YN  Conference 

riday,  7:30  a.m.,  Contact:  Charles  Parker, 

3YN  Pathology  Conference 

riday,  7:30  a.m.,  Contact:  R.  Spark,  M.D. 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

treet  and  Indian  School  Road,  Phoenix, 
5012,  Contact:  Alfred  Heilbrunn,  M.D. 
oved  for  Category  1 credit. 
cal/Surgical  Gl  Conference 
3rd  Monday,  3 p.m.,  Rm.  3134,  Contact: 
ozarek.  Ext  413,  Dr.  Mertz,  Ext  493. 
ipedic  Surgery  Conference 
Monday,  7:30  a.m.,  Rm  3134,  Contact:  Dr. 
0. 

ery  - Pathology  Conference 

londay,  4:00  p.m.,  Rm  3134,  Contact.  Dr. 

: & Dr.  Lanard. 

ular  Conference 

vionday,  3 p.m.,  Rm.  3134,  Contact:  Dr. 
era 

rand  Rounds 

;ly,  Tuesday,  1 p.m..  Contact:  Drs. 
wski,  Kozarek,  after  Gl  Grand  Rounds, 
r-5. 

idiology  Clinical 
nation  Conference 

nd  3rd  Tuesday,  12:00  noon,  Rm.  T-5, 
act:  Dr.  Sanowski. 

)logy  Conference 

ind  4th  Tuesday,  12:00  noon,  Rm.  T-5, 
act:  Dr.  Sanowski. 

estaff  Pulmonary  Disease  Teaching 

;ly.  Wed.,  12:30-1:30  p.m.,  Rm.  4115, 
act:  Dr.  Rohwedder,  Ext.  388. 

er  Symposium 

nd  3rd  Thursdays,  3 p.m.,  Rm.  3134, 
act:  Dr.  Byrne 

lology  Conference 

hursday,  1 p.m..  Room  T-5,  Contact:  Dr. 
izedeh 

cal  Surgical  Chest  Conference 

3rd  Thursday,  12:30  p.m..  Contact:  Dr. 
redder. 

cal  Service  Grand  Rounds 

nd,  3rd.  & 5th  Thursdays,  11  a.m.,  Rm. 

Contact:  Dr.  Zeller 

cal  Mortality  Conference 

riday,  11  a.m..  Room  T-5,  Contact  Dr. 


PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below.  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a.m. -2:30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m. 

TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 

Medical  Surgical  Chest  Conference 

Weekly,  Tuesday,  2 p.m..  Contact:  Dr.  Young 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1:00  p.m.,  VA  Hospital  Staff 

Conf.  Rm.  & (AHSC),  Contact:  Jay  Smith, 

M.D. 

Surgical  Grand  Rounds 

Weekly,  Wed.,  4:00  p.m.,  Contact:  Dr.  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm. 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m,.  Bldg.  107, 

Contact:  J.  Fitzharris,  D O. 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly,  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly,  Friday,  12  p.m..  Contact:  Dr.  Sibley. 

YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield.  M.D.  Approved  for  Category  1 
credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a.m. 

U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine,  Tucson, 
AZ  85724.  Robert  M.  Anderson,  M.D.,  Dir.  of 
CME.  Contact:  See  below.  Approved  for 
category  1 credit. 

Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc. 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly,  Thursday,  4-5  p.m.,  Room  5403. 
Anesthesiology  Case  Discussion 

Weekly,  Wed.,  7:00  a.m.,  AHSC,  Dining  Rm. 
C&D. 

Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m.,  AHSC  Dining  Room, 
C&D,  Contacts:  Drs.  Otto  & Zehngut. 

Cancer  Center  Tumor  Board  Seminar 
3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC 
Auditorium,  Contact:  Cancer  Center. 


Cardiac  Catheterization  Conference 

Weekly,  Friday,  4:00  p.m..  Contact:  Dr. 
Temkin. 

Cardiology  Research  Conference 

Weekly,  Tuesday,  7:30  a m.,  Contact:  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact:  Dr. 
Byrne-Quinn. 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m.,  Weekly,  Rm.  5505, 
Contact:  Jerry  Goldstone,  M.D.,  Dept,  of 
Surgery. 

Dermatology  Conference 

4th  Monday,  5:15  p.m.,  AHSC,  Contact:  Dr.  R. 
Friedman. 

Dermatology  Rounds 

Weekly,  Wed.,  1 1 :30  a.m..  Contact:  Dr.  Lynch. 
Endocrinology  Seminar 
Weekly,  Thursday,  12-1  p.m.,  Contact:  Dr. 
Johnson. 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 am.,  AHSC,  Contact:  Dr. 
Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact:  S. 
Paplanus. 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  a.m,,  AHSC, 
Contact:  Dr.  T.  Hunter. 

Head  & Neck  Tumor 
Management  Conference 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr. 
Manning. 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  6505. 
Contact:  S.  Salmon,  M.D.,  Dept,  of  Internal 
Medicine. 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1  p.m.,  AHSC,  Contact:  Dr. 
J.  Smith. 

Morbidity/Mortality  in  E.M. 

2nd  Tuesday,  9 a.m.,  AHSC,  Contacts:  Drs. 
Hughes  & Alcorn. 

Neuromuscular  Disease  Conference 

Weekly,  Friday,  11:30  a.m..  Contact:  Dr. 
Stern. 

Neuropathology  Case  Review 

Weekly,  Friday,  8:30  a.m.,  UAHSC,  Dr.  P. 
Johnson, 

Neuroradiology  Conference 

Weekly,  Thurs.,  5:00  p.m..  Contact:  Dr.  P C. 
Christenson. 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m..  Contact:  Dr. 
Stern. 

Neurosciences  Seminar 

Weekly,  Tuesday  & Friday,  7:30  a m.,  AHSC, 
Contact:  Dr,  C.  Bamford. 

Nuclear  Medicine 

Weekly,  Thursday,  7:30  am.,  AHSC 
Radiology  Conference  Rm. 

OB/GYN  Lectures 

Weekly,  Friday,  1 p.m.,  AHSC,  Contat:  Dr. 
CD. Christian. 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a m.,  AHSC,  Contact:  Dr.  J. 
Herschler. 

Ophthalmology  Retina 
Fluoro.  Conference 

Weekly,  Thursday,  5 p.m.,  AHSC,  Contact: 
Dr.  H.  Cross. 

Orthopedic  Rounds 

Saturday,  8:00  a m..  Contact:  Dr.  Peltier. 
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Pain  Conference 

3rd  Monday,  4-5  p.m.,  AHSC  Dining  Rm 
C&D,  Contact:  Drs.  Hameroff  & Cork. 
Pathology  Conference 
Weekly,  Monday,  12  noon,  AHSC,  Contact; 
Dr.  C.D.  Christian. 

Pathology  Seminar 

Weekly,  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
5120.  Contact:  Dr.  P.  Finley. 

Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m.,  AHSC,  Contact:  Dr.  A. 

R.  Graham. 

Pediatric  Grand  Rounds 

2nd.  4th  & 5th  Tuesdays,  12  p.m.,  AHSC, 
Contact:  Dr.  H.  Thompson. 

Pediatric  Problem  Patient  Conference 
Weekly,  Wed.,  8:00  a m..  Contact  Dr  Lillian 
Valdes-Cruz 

Pediatric  Research  Forum 

Weekly,  Tuesday,  7:30  a m..  Contact:  Dr. 

Otakar  Koldovsky 

Pediatric  Specialty  Conference 

Weekly,  Friday,  8:00  am..  Contact:  Dr 

Marilyn  Heines  & Jane  Ruggill. 

Psychiatric  Grand  Rounds 

Weekly,  Wednesday.  5:30  p.m.,  AHSC,  Rm 

8403,  5th  Floor  Auditorium. 

Psychiatric  Monthly  Case  Conference 
2nd  Friday,  7:30  am..  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital. 

Pulmonary  Rounds 

Weekly,  Friday,  11:30  am..  Contact:  Dr. 
Benjamin  Burrows. 

Chest  Radiology 

Weekly,  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich,  M.D., 
Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 
Weekly,  Wednesday,  7:30  a m.,  AHSC, 
Contact:  Dr.  Christenson 
Radiation  Oncology  Planning  Conference 
Weekly,  Friday,  8:30-10:00  a m..  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly,  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr.  Freundlich. 

Radiology-Rheumatology  Conference 

Weekly,  Thursday,  7:45a.m.,  UAHSC,  Library 
Rm.1535C. 

Renal  Pathology  Conference 

1st,  3rd,  & 5th  Thurs.,  1 1 :30  a m.,  Contact:  Dr. 
Nagle. 

Residents  Noon  Conference 

Weekly  .Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 

Resident's  Conference 

Weekly,  Wed.,  5-6  p.m.,  Diag  Radiology 

Conf  Rm. 

Surgical  Grand  Rounds 

Saturdays.  9:00  a m.,  Rm.  5403,  AHSC, 
Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 

Weekly,  Wed.,  8.00  am..  Contact:  Dr. 

Wangensteen. 

Trauma  Conference 

Thursday,  4:00-5:00  p.m..  AHSC,  Rm.  5505 
Toxicology  Conference 
Weekly,  Tuesday,  8:00  a m..  Contact:  Dr. 
Keith  Likes. 

Tucson  Ultrasonography  Group 

Weekly,  Wed.,  4:30  p.m  , AHSC,  Contact:  Dr. 
I.  Freundlich 

General  Urology  Conference 

Weekly,  Tue.  & Thurs.,  12:00  noon.  AHSC  & 
VA  Hospital  Contact:  Dr.  G.W.  Drach. 
Vascular  Surgery  Conference 
Weekly,  Tuesday,  4-6  p.m.,  AHSC,  Contact: 
Dr.  J.  Goldstone. 
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“FREE”  — 1 year  or  25,000  Copies 

(which  ever  comes  first) 

(the  little)  GIANT 


SF-750 


The  (little)  GIANT,  the  SF-750 
"ANY  PAPER"  COPIER  FROM  SHARP 
designed  with  the  medical  field  in  mind 


• ANY  PAPER  (Dry  Toner) 

• COMPACT  (17"  X I6V2"  X 11") 

• STATEMENT  SIZE  (5V2"  X 8V2") 
COMPUTER  SIZE  (10"  X 14") 

• FAST  (10  Copies  a minute, 

First  Copy  7.5  Sec.) 

• SELF  DIAGNOSTIC 


YES,  SIMS  COPY  SYSTEMS  will  include 
"FREE"*  25,000  copies  (Paper,  Toner. 
Developer,  Masters)  with  a copy  of  this 
advertisment 

(offer  expires  August  31,  1982) 

CALL  NOW  — LIMITED  OFFER 

SIMS  COPY  SYSTEMS  INC. 
968-9091 
SIMS  AND  SHARP 


AN  UNBEATABLE  COMBINATION! 

‘With  purchase  of  SF-750  at  suggested  retail  price 


I , , I 

NowThatlbuVe  Finished  Medical  School, 
GottenlJ)iirF*ractice  EstabEshed, 
Been  Married  (and  perhaps  Divorced),  and 
Boughtlfoiir  First  Mercedes, 
It’sTimeTb  Look  Into  Royal  Riviera 


A condominium  at  Royal  Riviera  will  spoil  you!  Located  within  the 
prestigious  North  Central  Corridor,  you’re  only  a few  walking  minutes 
to  the  Rosenzweig  Complex,  only  a little  further  to  Park  Central 
Shopping  Plaza  and  the  Financial  Center. 

Nestled  all  around,  adequately  distant  from  the  noise  and  bustle 
of  Central  Avenue,  are  dozens  of  restaurants,  retail  shops,  and  bank- 
ing  establishments.  Even  a post  office. 

Experience  the  luxury  of  a mid-town  residence... with  full  security 
and  low-rise  convenience... just  a stone’s  throw  from  the  finest 
amenities  in  Phoenix. 

2 Bedrooms/2  Baths  From  the  high  $80  s 

12.90%  Assumable 
30-Year  Mortgage  (A.R.M.) 

MODELS  OPEN  DAILY,  Noon  to  7 PM 
Brokers  Welcome 
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Practice  what  we  teach 


Today  there  are  over  31 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach" 
programs— as  well  as  the 
'Bulletin  on  the  Rheumatic 
Diseases"  "Arthritis  and 
Rheumatism  Journal^' 
'Primer  on  the  Rheumatic 


Diseases!'  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION. 


A public  service  of  this  magazine. 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “DA.  W,  ” “No  Sub, ''  or  “Medically  Necessary,  ’’ 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Weifcome  / North  Carolina  27709 


sponsored 
group  insurance 


As  a member  of  the  Arizona  Medical  Association,  you  can 
take  advantage  of  life,  health  and  accident  insurance 
selected  to  meet  your  needs,  with  the  savings  available 
through  group  insurance. 

The  Arizona  Medical  Association  has  provided  its  members 
with  sponsored  insurance  programs  for  over  25  years. 

The  programs  currently  available  are:  disability,  term  life 
(for  members  and  their  spouses),  defendant's  reimbursement, 
accidental  death  and  overhead  expense. 

Companies  and  policies  are  selected  to  provide  coverage  and 
service  that  meets  a professional's  needs  and  standards. 

The  Arizona  Medical  Association  provides  supervision  of 
the  administration  of  these  programs  as  needed  to  insure 
that  they  continue  to  merit  your  suppc^rt. 


ARIZONA 
MEDICAL 
ASSOCIATION 


life,  health  & accident  insurance 

administerd  by 

HEALTH  AGENCIES  OF  THE  WEST,  INC. 

local  service  by 

DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  IN 

4620  North  16th  Street,  #200,  Phoenix,  Arizona  277-6672 
or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 


Partnership  with  Arizona 
medicine  for  one  quarter  century! 


For  25  years,  Camelback  Hospitals  have 
maintained  a working  partnership  with 
Arizona’s  medical  profession  in  offering 
eminent  psychiatric  facilities  for  the  care 
and  treatment  of  emotionally  and  mentally 
ill  patients. 

Services  doctors  understand  & appreciate 

\s  non-profit  community  facilities,  Camel- 
)ack  Hospitals  offer  psychiatric  services 
mavailable  at  most  institutions: 

• Totally  separate  programs  for  adults, 
young  adults,  adolescents  and  older  adults. 

» Intensive  diagnostic  and  short-term 
treatment  for  all  age  groups. 

, Progressive  approaches  to  the  treatment 
of  alcohol  and  drug  abuse. 

• A special  Activity  Center  with  art,  music, 
dance,  recreation,  occupational  therapy 
and  personal  effectiveness  programs. 

» Individual,  group  and  family  therapy 
with  special  psychodrama  sessions. 

• Day  Treatment  Program. 


A pleasant,  different  kind  of  atmosphere 

Patients  enjoy  bright,  sunny  buildings, 
designed  for  psychiatric  treatment  and 
rehabihtation.  Special  emphasis  is  placed 
on  providing  each  patient  with  a more 
complete  understanding  of  himself,  so  that 
he  can  participate  in  his  therapy  with 
insight  and  intelligence. 


Camelback  Hospitals 

Scottsdale  Camelback  Hospital  Phoenix  Camelback  Hospital 
7575  E.  Earll  Drive  5055  N.  34th  Street 

Scottsdale,  AZ  85251  Phoenix,  AZ  85018 

(602)  941-1108  (602)  955-6200 


This  pHibfication 


is  available  in  microform. 


University  Microfilms  International 

Please  send  additional  information 

Name 

Institution 

Street 

City 

State  Zip 

300  North  Zeeb  Road  30-32  Mortimer  Street 

Dept.  PR.  Dept.  PR. 

Ann  Arbor,  Mi.  48106  London  WIN  7RA 

U.S.A.  England 


Our  Start-Up  Practice  Progn 
goes  far  beyond  your  office 

We  can  set  you  up  in  the  commuu 

You’re  ready  to  start  practice.  But  where  and  Y 
NME’s  a good  answer.  First,  you  have  a ch 
of  locations  nationwide.  Then  we  help  you 
up  in  solo,  partnership,  or  group  practice . . . p 
you  on  the  active  staff  of  one  of  our  well-equip 
acute-care  hospitals.  Beyond  that,  we  introt 
you  to  your  new  community,  so  you  can  quii 
efficiently  meet  the  right  people  in  civic  life 
develop  a patient  base. 

In  short,  you  know  how  to  be  a good  physit 
NME  can  help  you  to  become  a good  business: 
too . . . quickly  and  effectively. 

For  complete  information,  please  call  or  v 
to;  Raymond  C.  Pruitt,  Director,  Physician 
lations-9E,  National  Medical  Enterprises,  11 
Wilshire  Blvd.,  Los  Angeles,  CA  90025.  (I 
421-7470  outside  Calif.,  or  collect  (213)  479-5 

NATIONAL 
MEDICAL 
ENTERPRISES,  INC 

We  understand  what  doctors  nec 
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THE  ARIZONA  MEDICAL  ASSOCIATION 

Offers 

!-•  - 

SUBSTANTIAL  SAVINGS  TO  MEMBERS 

■.  : 

Call  or  Write  "Press"  Preston 
Printing  Department 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Phoenix  Members 

Telephone  246-8901 

Tucson  Members 

Ask  Operator  for  Enterprise  265 

Afl  Other  Members 

Call  Collect  246-8901 

MEDICAL  X-RAY  SYSTEM  WITH  AUTOMATIC 

PROCESSOR 


Bennett  300Ma  at  125Kv  Solid  State  Generator  1/120  Second  solid  state 
timer/SCR  contactor 

Bennett  Horizontal  Radiographic  DeluxeTable  Parspeed  bucky, 60  line- 
12:1  grid 

Bennett  Floor/Ceiling  Tubestand,  Heavy-Duty  Vertical  travel  58", 
longitudinal  travel  82"  Electric  locks,  angulation-height-distance  scale 
Dial-X  Fully  Automatic  Motor-Driven  Collimator  Positioning  light  and 
timer 


Machlett  X-Ray  Tube,  1 & 2mm,  140,000  H.U. 


Pair  H.V.  Cables,  Federal  Standard 


14x17  Wall  Cassette  Holder,  BRH  Sensing 

ECOMAT  Automatic  Film  Processor,  “Energy  Saver”  Water  saver, 
automatic  shut-off  valve  Base,  6-gallon  fixer  and  developer  tanks. 


7825  E.  REDFIELD  ROAD,  BLDG.  F 
SCOTTSDALE,  ARIZONA  85260 
(602)  998-3008 


ESTERN  X-RAY  SYSTEMS,  INC. 


2-  14x17  Cassettes  with  Hi  Speed  & Detail  Screens 
2-  10x12  Cassettes  with  Hi  Speed  & Detail  Screens 
2-  8x10  Cassettes  with  Hi  Speed  & Detail  Screens 
2-  14x17  Illuminators,  wall  or  desk-mounted 
1-  Lead  Apron  32",  .5mm 
1-  Lead  Marker  Set 
1-  Lead  Film  Blocker  7X17 
1-  Darkroom  Film  Bin 
1-  CM  and  Inch  Caliper 
1-  Darkroom  Safelite  and  Filtei;, 

Total,  Installed  $23,812.00 

Plus  tax  and  freight 

Price  includes  5-year  warranty 
on  all  parts  including  the 
x-ray  tube. 


60  Month  Lease  $607.00  / Month,  Appx. 
(‘Lease  subject  to  Market) 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


|.  Prekup  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central,  Suite  509-C  Phoenix,  Az  85012 
(602)  279-1884 


Louis  Jacob 

General  Agent 
10210  N 32nd  Street 
Suite  210 

Phoenix,  Arizona  85028 
(602)  971-2632 

• Tax  Shelter  Programs 

• Individual  & Group 

• Life.  Health  and  Pensions 

• Aulo.  Fire.  Theft 


We  Want  You  With  Us 


L Louis  Jacob  Agency 

Complete  Insurance  Services 
Call  Us  for  an  Auto  Quote 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY  ' 

1101  W.  Indian  School  Road 

264-4684  ' 

representing  St.  Paul,  The  Home,  Safeco,  j 
and  other  reliable  companies 

i 


PROFESSIONAL 

OPPORTUNITIES 

DICAL  STUDENT 
RTH  AMERICAN 

ering  fourth  year  (September  1982) 
an  approved  Medical  School  in 
<ico,  URGENTLY  seeks  guidance 
financial  support  from  a sponsor 
anization.  The  multilingual  adver- 
r will  sign  a contract  to  serve  one 
r for  each  year  of  support  after 
aining  herU.S.  license.  Reply  to:  P.O. 

; 517,  c/o  Arizona  Medicine,  810  West 
hany  Home  Road,  Phoenix,  Arizona 
13. 

flILY  PRACTICE 
) SALE 

eptional  opportunity  in  community 
i0,000.  Hospital  within  five  minutes. 
:tice  currently  is  grossing  $224,000 
can  be  expanded.  No  OB.  Owner 
les  to  retire,  but  would  be  available 
itroduce  buyer.  After  downpayment, 
ncing  can  be  arranged  for  balance, 
rent  lease  assumable  at  advan- 
jous  low  rate.  Contact:  Professional 
iagement  Midwest,  5150  North  16th 
et,  C-256,  Phoenix,  Arizona  8501 6 or 
(602)  277-1006. 

)W  WITH  US  IN  SUNNY  ARIZONA 

INA  Healthplan  needs  physicians  in 
ly  practice  and  most  specialties  in 
son  and  Phoenix.  Competitive 
ries  and  comprehensive  benefits 
Jding  a professional  development 
jram,  retirement  plan,  and  group 
ntive  bonus  are  provided.  If  team 
■action  and  casual  living  interest 
send  your  CV  to:  Professional 
tions,  INA  Healthplan,  Inc.,  6115 
h 7th  Street,  Phoenix,  Arizona 
4. 

CHELL  AND  ASSOCIATES,  INC. 

statewide  and  national  search  and 
Jiting  firm  specializing  in  physician 
medical  placements.  For  further 
mation  on  our  services  and  avail- 
opportunities,  call  (602)  344-2350. 
iquires  are  confidential. 


REAL  ESTATE 

SAN  CARLOS,  MEXICO 

Condominios  Pilar,  2 bedrooms,  2 
baths.  Maid  Service  included.  Call  (602) 
327-4983. 


POINT  BREEZE 

A prestigious  Medical/Dental  Center  at 
Tatum  and  Shea  Boulevard  is  now 
leasing.  Cccupy  in  July.  Design  your 
suite.  Terms  flexible.  Improvement 
allowance.  Serves  Scottsdale,  Northeast 
Phoenix  and  Paradise  Valley.  Call  John 
Powell,  (602)  266-5990 


PINETOP  MOUNTAIN  CABIN 
FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  summer  activities,  such  as 
hiking  the  White  Mountains  of  Arizona. 
Call  Dr.  Carl  Peiser  in  Winslow  - (602) 
289-2371  days,  289-5081  evenings. 


BEAUTIFUL  CONDOMINIUM 

Condominios  Pilar  - San  Carlos  Bay, 
Mexico,  For  Rent,  Two  Bedroom,  Two 
Bath,  Fully  equipped.  Beautiful  180 
degree  view  of  the  ocean.  Swimming 
pool.  Boating.  Fishing.  Restaurant.  $65  a 
day  plus  utilities  and  maid  service.  Call 
(602)  795-4925  for  reservations.  Ask  for 
Marge. 


PACIFIC  OCEAN  FRONT 
APARTMENTS  FOR 
SUMMER  RENTALS 

Cne  1-bedroom  (sleeps  four)  ground 
floor,  $550  per  week.  Two  larger  units  - 
Each  sleeps  four  - all  units  modern  and 
brand  new.  $700  per  week.  All  in 
Carlsbad,  California.  Contact:  Robert  H. 
Joseph,  M.D.  2141  Westminster  Drive, 
Riverside,  California.  (714)  780-1686. 


ATTENTION  PROFESSIONALS 

Why  rent  when  you  can  own?  Are  you 
renting  your  telephone  system  from 
Mountain  Bell?  If  so,  you  are  over- 
paying! Why  not  let  the  professional  at 
Interstate  Telecommunications,  Inc. 
compare  your  Bell  system  against  our 
systems.  We  can  show  you  a cost 
effective,  state-of-the-art,  telephone 
system  for  a fraction  of  the  cost; 
because  with  the  money  you  normally 
pay  Bell,  you  will  be  paying  on  yourown 
system.  Give  us  a call  today!  We’ve  got 
your  number! 

Interstate  Telecommunications,  Inc., 
3507  North  Central  Avenue,  Suite  300, 
Phoenix,  Arizona  85012. 

Telephone:  (602)  263-5332. 


FLAGSTAFF  OFFICE 
FOR  RENT 

Available  for  rent.  1382  square  feet,  two 
examining  rooms,  surgery  room,  lab, 
lead  shielded  x-ray  room,  nurse’s 
station,  office,  waiting  room;  under 
$6.00.  Contact:  Fred  Croxin,  Box  542, 

Flagstaff,  Arizona  86002.  Telephone: 
(602)  774-1020. 


FOR  SALE 

Copy  machine  MITA  DC  131,  1 year  old, 
used  6 months  only.  Price:  $2200.  For 
information:  Call  Dr.  Tien-Boh  Kwee 
(602)  943-6465. 


FOR  SALE 

Strip  Centers.  Anchor  Tenant,  Conven- 
ient Food  Mart.  A National  Franchise. 
Centers  from  9,000  to  23,000  square 
feet.  Excellent  tax  shelter  and 
appreciation.  For  more  details  call: 
C’Keefe  Development  Company,  (602) 
933-7375. 
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had  Notch  build  a 
lake  cabin  in  our  backyard!” 


Dr.  and  Mrs.  Jim  Perry  chose  Notch  to 
design  and  create  their  living  system, 
and  are  now  enjoying  their  very  own 
personalized  family  lifestyle  at  home, 
every  day  — without  the  time  and  cost  of 
driving  to  and  from  the  lake! 

Last  fall  Notch  designed  Perry’s  year 
around  living  system  and  built  it  through 
the  winter  months.  This  assured  the 


Perry  family  completion  of  their  new 
environment  by  spring. 

Each  “Notch  Total  Living  System”  is 
unique  and  one  of  a kind.  Our  signature 
brand  is  your  assurance  of  top  quality 
construction  and  workmanship! 

Plan  now  for  the  best  investment  you 
can  make! 


notch  sys^ms 

CUSTOm  DESIGN  y INSTflLLflTION 
outdoor  living  spaces,  rooms  cxrtd  additions 
(complete  home  entertoJnment  centers) 

2407  E.  SHEfi  BLVD.,  PHOENIX.  flZ.  85028  (602)  867-9788 


Creativity  in  Living 

You  have  fu>o  choices  in  life:  you 
can  dissolve  into  the  mainstream, 
or  you  can  be  distinct.  To  be  dis- 
tinct.  you  must  be  different.  To  be 
different,  you  must  strive  to  be 
what  no  one  else  but  you  con  be . . . 

Your  individuality  should  extend 
beyond  yoursel^ and  out  into  your 
everyday  surroundings. 

Our  business  is  creating  individual 
distinctive  environments:  a gift  of 
/iuing  for  the  present  . . . 


ponsored 
;roup  insurance 

a member  of  the  Arizona  Medical  Association,  you  can 
e advantage  of  life,  health  and  accident  insurance 
^cted  to  meet  your  needs,  with  the  savings  available 
ough  group  insurance. 

B Arizona  Medical  Association  has  provided  its  members 
h sponsored  insurance  programs  for  over  25  years. 

? programs  currently  available  are:  disability,  term  life 
- members  and  their  spouses),  defendant's  reimbursement, 
idental  death  and  overhead  expense. 

Tipanies  and  policies  are  selected  to  provide  coverage  and 
\/ice  that  meets  a professional's  needs  and  standards. 

? Arizona  Medical  Association  provides  supervision  of 
administration  of  these  programs  as  needed  to  insure 
t they  continue  to  merit  your  support. 


ARIZONA 
MEDICAL 
ASSOCIATION 


life,  health  & accident  insurance 

administered  by 

HEALTH  AGENCIES  OF  THE  WEST,  INC. 

local  service  by 

DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC. 

4620  North  16th  Street,  #200,  Phoenix,  Arizona  85016  277-6672 

or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 


A Family 
I n vestment 
the  Arabian 
Horse. 

More  and  more  people  in  high  tax  brackets  are  finding 
the  Arabian  Horse  to  be  an  excellent  investment.  There 
are  many  investments  which  offer  similar  opportunities 
for  tax  benefits,  capital  gains,  income,  etc.,  but  we  think 
Arabian  horses  give  one  big  bonus  that  most  of  the 
others  don’t  ...  an  investment  in  your  family.  Each 
member  of  the  family  can  have  an  active  part  in  your 
Arabian  horse  business.  Find  out  more  from  the  farm 
which  has  bred  more  Arabian  horses  than  any  other  in 

the  country. 


Al-Marah  Arabians 

4101  North  Bear  Canyon  Road 
Tucson,  Arizona  85715 
Phone  (602)  749-1162 


LOS  ARCOS  MEDICAL  PLAZA 
1402  North  Miller  Road 
Scottsdale,  Arizona 

Suites:  900— 1 100  sq.  ft. 

$1 1 .50  a sq.  ft. 

Complex  Services  Available 
Clinical  Laboratory 
Physical  Therapy 
Radiology 

Call:  264-5553 

Five  minutes  away  from 
Scottsdale  Memorial  Hospital 


Arizona  Medicine  (ISSN  0004-1556)  is  the  offi 
monthly  publication  of  the  Arizona  Medi 
Association  (810  W.  Bethany  Home  Rd.,  Phoenix, 
85013)  and  the  Medical  Society  of  the  United  Stf 
and  Mexico.  Subscription  price  $20.00  per  year. 
single  copy.  Second-class  postage  paid  at  Phoe 
Arizona  and  at  additional  mailing  offic 
POSTMASTER:  Send  address  changes  to  Ariz 
Medicine  810  W.  Bethany  Home  Rd.,  Phoenix,  ' 
85013.  i 

Arizona  Medicine  does  not  hold  itself  responsi 
for  statements  made  by  any  contributor.  Althougf 
advertising  is  expected  to  conform  to  ethical  med 
standards,  acceptance  does  not  imply  endorsemen 
this  journal.  ’{ 

For  information  on  the  preparation  of  articles  w 
the  Managing  Editor,  810  W.  Bethany  Home  Rc 
Phoenix,  AZ  85013.  (602)  246-8901. 
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An  added  complication... 
n the  treatment  of  bacterial  bronchitis'^ 


If  Summary. 

iiult  the  package  literature  for  prescribing  Information, 
icatlons  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
treatment  of  the  following  infections  when  caused  by  susceptible 
ins  of  the  designated  microorganisms: 
ower  respiratory  infections,  including  pneumonia  caused  by 
'ptococcus  pneumoniae  (Diplococcus  pneumoniae), 
mophilus  influenzae,  and  S.  pyogenes  (group  A beia-hemolytic 
ptococci) 

ppropriate  culture  and  susceptibility  studies  should  be  performed 
etermine  susceptibility  of  the  causative  organism  to  Ceclor. 
ttraindicatlon:  Ceclor  is  contraindicated  in  patients  with 
wn  allergy  to  the  cephalosporin  group  of  antibiotics, 
mings:  in  penicillin-sensitive  patients,  cephalosporin 
IBIOTICS  should  be  ADMINISTERED  CAUTIOUSLY  THERE  IS 
ilCAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
EHGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 

I THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
CTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
intibiotics,  including  Ceclor.  should  be  administered  cautiously 
ny  patient  who  has  demonstrated  some  form  of  allergy, 
icularly  to  drugs 

icautlons:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
uid  be  discontinued,  and.  if  necessary,  the  patient  should  be 
ted  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
orticosteroids 

’rolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
susceptible  organisms  Careful  observation  of  the  patient  is 
ential  If  superinfection  occurs  during  therapy,  appropriate 
isures  should  be  taken. 

*ositive  direct  Coombs  tests  have  been  reported  during 
itment  with  the  cephalosporin  antibiotics.  In  hematologic 
ties  or  in  transfusion  cross-matching  procedures  when 
globulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
ling  of  newborns  whose  mothers  have  received  cephalosporin 
ibiotics  before  parturition,  it  should  be  recognized  that  a 
itive  Coombs  test  may  be  due  to  the  drug 
Sector  should  be  administered  with  caution  in  the  presence  of 
1(ediy  impaired  renal  function  Under  such  a condition,  careful 
iical  observation  and  laboratory  studies  should  be  made 
ause  safe  dosage  may  be  lower  than  that  usually  recommended, 
ts  a result  of  administration  of  Ceclor,  a false-positive  reaction 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
ledict's  and  Fehling’s  solutions  and  also  with  Clinitest* 
lets  but  not  with  Tes-Tape”-  (Glucose  Enzymatic  Test  Strip, 

P.  Lilly), 

Jsage  in  Pregnancy -Mhough  no  teratogenic  or  antifertility 
:cts  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
to  12  limes  the  maximum  human  dose  or  in  ferrets  given  three 
es  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
nan  pregnancy  has  not  been  established.  The  benefits  of  the 
g in  pregnant  women  should  be  weighed  against  a possible 
1 to  the  fetus 

Jsage  in  Infancy- Safety  of  this  product  for  use  in  infants 
s than  one  month  of  age  has  not  been  established 
verse  Reactions:  Adverse  effects  considered  related  to 
aclor  therapy  are  uncommon  and  are  listed  below 
jastrointestinal  symptoms  occur  in  about  2.5  percent  of 
lents  and  Include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
in  90) 

As  With  other  broad-spectrum  antibiotics,  colitis,  including  rare 
tances  of  pseudomembranous  colitis,  has  been  reported  In 
^junction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  ^ pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 


Cefaclor 


Putvules*,  250  and  500  mg 


percent  of  patients  and  Include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  mulliforme  or  the  above  skin  manifestations  accompanied 
by  arthriiis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor^  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a tew  days  after  initiation  of  therapy  and  subside  within  a 
tew  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Offte/' effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain -ImsWory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic -Slight  elevations  in  SCOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic -JmslQfW  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

flenaZ-Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 1n  200).  moozbiri 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae  ® 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 

References 

1 Antimicrob  Agents  Chemolher , 5:91, 1975 
2.  Antimicrob.  Agents  Chemother , f/-470, 1977, 

3 Antimicrob  Agents  Chemother . /5:584, 1978 

4 Antimicrob  Agents  Chemother , 12  A%.  1977 

5.  Current  Chemotherapy  (edited  by  W Siegenthaler  and 

R.  Luthy),  II 880  Washington,  O.C..  American  Society  for 
Microbiology,  1978. 

6.  Antimicrob  Agents  Chemother , /5;861. 1978 

7 Data  on  file.  Ell  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases  (edited  by 
G.L  Mandell,  RG  Douglas.  Jr,,  and  J.E.  Bennett),  p.  487 
New  York;  John  Wiley  & Sons,  1979. 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285. 

Eli  Lilly  Industries.  Inc. 

Carolina  Puerto  Rico  00630 
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Howto  prevent  a hold  up. 


We  don’t  like  holding  up  payment  on  your  insurance 
claims  any  more  than  you  like  the  delay.  So  to  assure  prompt 
and  accurate  payment  always  turn  to  the  CPT-4  or  ’74 
CRVS  procedure  coding  manuals  for  the  proper  numerical 
code  and  description  to  use  when  indicating  the  diagnosis 
and  treatment.  And  when  filing  always  use  the  imprinted 
claim  form  provided  by  Blue  Cross  and  Blue  Shield  of 
Arizona. 

When  we  receive  the  completed  forms  with  the  correct 
information,  we’ll  have  a check  in  the  mail  to  you  for  all 
the  services  covered  by  the  patient’s  contract. 

For  further  infonnation  contact  the  Professional 
Relations  Department  of  Blue  Cross  and  Blue  Shield  today. 
So  you  can  prevent  a hold  up  in  what’s  coming  to  you. 


Blue  Cross® 
Blue  Shield® 

of  Arizona 


Phoenix  864-4403 
Tucson  795-8029 
Flagstaff  526-0232 


(a)  Registered  Mark  Blue  Cross  Association  ©'Registered  Mark  Blue  Shield  Association 


MEDICAL 

SCHOLARSHIPS 


THE  NAVY  IS  OFFERING  4 YEAR 
MEDICAL  SCHOLARSHIPS  TO  ENTERING 
AS  WELL  AS  ENROLLED  MEDICAL  STUDENTS 


ANY  AMA  APPROVED  MEDICAL  OR  OSTEOPATHIC  SCHOOL  IN  THE  U.S.  OR  PUERTO  Rl 
ALL  TUITION  AND  AUTHORIZED  FEES 
REIMBURSEMENT  FOR  BOOKS  AND  SUPPLIES 
$530  PER  MONTH 

PAY  AND  BENEFITS  OF  AN  ENSIGN  (0-1)  WHILE  ON  45  DAYS  ACTIVE  DUTY  EACH  YE; 


NO  OBLIGATION  DURING  APPLICATION  OR  SELECTION  PROCESS. 


CALL 

MEDICAL  PROGRAMS  OFFICER 
AT 

(714)  293-6444  (COLLECT) 
FOR  FURTHER  INFORMATION 


Every  month,  literally  thousands  of  Arizona  residents 
owe  their  lives  to  the  quick  response  and  skilled  care 
provided  by  Arizona  Medical  Transport  (AMT). 

Survival  Flight  . . . the  state’s  first  hospital-based 
emergency  helicopter  service,  and  Associated  Ambulance 
. . . the  state’s  largest  ground  ambulance  service, 
affiliated  to  form  AMT  in  1980.  They  have  since  been 
joined  by  Survival  Flight  fixed  wing  service.  Aircraft 
based  in  Phoenix  provide  patients  requiring  long  distance 
transport  with  the  same  excellent  care  that  AMT  insists 
upon  for  all  its  patients. 

To  learn  more  about  Arizona  Medical  Transport  and 
how  we  serve  you,  or  to  obtain  index  cards  and  phone 
stickers  with  our  number,  call  our  offices  in  Phoenix  at 
241-0500  or  Tucson  at  623-4326. 


ARIZONA  MEDICAL  TRANSPORT,  INC. 


In  an  emergency,  call  246-HELP  or  1-800-352-0605  toll-free  statewide 


Practice  v^at  we  teach 


Today  there  are  over  31 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach" 
proCTams — as  well  as  the 
"Bulletin  on  the  Rheumatic 
Diseases,"  "Arthritis  and 
Rheumatism  Journal" 
"Primer  on  the  Rheumatic 


Diseases"  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION. 


A public  service  of  this  magazine. 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/ conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would 


Write  ^D.A.  W,  ” ‘!/Vo  Sub, or  ''Medically  Necessary, 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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Others  to  look  for: 

agitation 
anorexia 
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and  worthlessness 
fatigue 
palpitations 
headache 
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and  pains 
sadness 
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LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
tor  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  doily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

liTibitroie 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL®  TABLETS  ITanquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  informotion, 

0 summary  of  which  follows; 

Indications;  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  ond  deoths  hove  occurred  with  cohcomitont  use, 
then  initiate  coutiously  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings;  Use  with  great  core  ih  potiehts  with  history  ot  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  onticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tochycordio  and  prolongation  of 
conduction  time  reported  with  use  ot  tricyclic  ontidepressohts,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  ot  this  doss  ot 
drugs  ) Caution  patients  about  possible  combined  eftects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  mochinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avaided  because  of  increased 
risk  at  cangenital  malformatians  as  suggested  in  several  studies. 
Cansider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiozepoxide  hove  been 
reported  rarely  use  caution  in  administering  Limbitrol  to  oddiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  hove  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiozepoxide) 
Precautions;  Use  with  caution  in  patients  with  o history  ot  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  fuhction  Because  ot  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  ot 
guanethidine  or  similar  anti  hypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limif  concomitant  administration  ot 
ECT  to  essential  treatment  See  Warnings  tor  precautions  about  pregnancy 
Limbitrol  should  not  be  token  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions;  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  totigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  eftects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial inforction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extropyromidol  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  [Disturbance  of  occommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilio,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  block  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parofid  swelling 
Overdosage;  Immediofely  hospitalize  patient  suspected  of  having  token  on 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  ot  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage;  Individualize  accarding  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  ot  bedtime  SingJe  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  doily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12.5,  initial  dosage  of  three  to  tour  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied;  White,  film-cooted  tablets,  each  contammg  10  mg  chlor- 
diozepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiozepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose" 
packoges  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Poks  of  50 
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The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
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emporary  Pacemakers  in 
cute  Myocardial  infarction 

1 

chard  Gerkin,  M.D. 
jnneth  B.  Desser,  M.D. 

Iberto  Benchimol,  M.D. 

iitor: 

;nneth  B.  Desser,  M.D. 

The  indications  for  a temporary  pacemaker  in  the 
lurse  of  acute  myocardial  infarction  (AMI)  have  been 
e subject  of  some  controversy.  Indeed,  prophylactic 
sertion  of  a pacemaker  in  anticipation  of  advanced 
agrees  of  heart  block  has  been  examined  in  numerous 
jdies.  Certain  trends  have  been  noted  and  reasonable 
jidelines  suggested.  Interestingly,  no  study  has  yet 
)nclusively  shown  that  pacing  in  acute  myocardial 
farction  has  significantly  affected  hospital  mortality.^ 
order  to  ascertain  the  influence  of  pacing  in  this 
tting,  prospective  randomization  of  subjects  with 
adyarrhythmias  and  certain  types  of  advanced  heart 
ock  would  be  required.  The  risk  inherent  in  per- 
•rmance  of  such  a study  is  obvious.  The  purpose  of  this 
aper  is  to  review  indications  for  the  use  of  temporary 
acemakers  in  patients  with  AMI.  Specifically, 
sturbances  of  sinoatrial  impulse  formation  and  of 
induction  through  the  A-V  node  and  bundle  branches 
ill  be  considered. 

om:  The  Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
edical  Center,  1111  East  McDowell  Road,  Phoenix,  Arizona  85006. 
!print  requests  to  Alberto  Benchimol,  M.D.,  Good  Samaritan 
edical  Center,  P.  O.  Box  2989,  Phoenix,  Arizona  85062.  Supported  in 
irt  by  the  E.  Nichols  Memorial  Fund,  and  The  Institute  for 
irdiovascular  Diseases,  Inc. 


Sinus  Node  Dysfunction 

Sinus  node  dysfunction  occurs  in  approximately  five 
percent  of  AMI  and  usually  in  association  with  inferior 
wall  myocardial  infarction.  Dysfunction  is  manifested  by 
sinus  bradycardia,  sinus  exit  block  and  sinus  arrest.  The 
abnormality  is  usually  transient  and  a temporary  pace- 
maker is  indicated  in  symptomatic  patients  refractory  to 
treatment  with  atropine.  In  asymptomatic  patients,  most 
authorities  suggest  pacing  for  a persistent  heart  rate  less 
than  40/minute  or  frequent  pauses  greater  than  two 
seconds  in  duration.  In  addition,  bradycardia- 
dependent  ventricular  arrhythmias  may  be  abolished  by 
the  use  of  a pacemaker. 

Atrioventricular  Block 

A pacemaker  is  not  indicated  for  isolated  first  degree 
A-V  block.  Prolongation  of  the  P-R  interval  combined 
with  other  types  of  block  may  represent  a potentially 
dangerous  setting  which  will  be  discussed  in  detail 
below. 

Second  degree  A-V  block  occurs  more  commonly 
with  inferior  wall  infarction  rather  than  with 
anteroseptal  myocardial  infarction.  Ninety  percent  of  all 
second  degree  block  is  Type  I,  or  intranodal.  When 
second  degree  block  occurs  in  association  with 
anteroseptal  myocardial  infarction  there  is  a greater 
likelihood  that  the  block  is  infranodal,  that  is,  in  the  His 
bundle  or  bundle  branches.  With  Type  I second  degree 
A-V  (Wenckebach)  block  most  authors  suggest  pacing 
only  if  the  patient  has  a heart  rate  less  than  40/minute  or 
is  hemodynamically  compromised.  Gann  et  al.,^  and 
Mullins  et  al.,®  suggest  pacing  for  Type  I block  in  the 
presence  of  an  anteroseptal  myocardial  infarction  even 
if  the  patient  is  asymptomatic.  For  Type  II  block,  Gann  et 
al.,^  and  Chung^  support  pacing  for  symptoms, 
bradycardia  or  if  the  infarct  is  anteroseptal.  Many 
clinicians  insert  a pacemaker  for  any  episode  of  Type  II 
block  since  with  rare  exception  there  is  no  gradual 
prolongation  of  the  P-R  interval  and  an  abrupt  change  to 
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complete  A-V  block  with  an  unstable  idioventricular 
rhythm  may  ensue. 

Complete  heart  block  occurs  in  about  five  percent  of 
patients  with  AMI.  In  the  presence  of  inferior  wall 
myocardial  infarction  a pacemaker  is  not  necessary 
unless  the  patient  is  symptomatic,  hemodynamically 
compromised  or  has  a heart  rate  less  than  40/minute.  Lie 
et  al.,^  add  another  indication  in  this  setting,  namely  an 
unstable  escape  mechanism,  such  as  a wide  right  bundle 
branch  block  (RBBB)  QRS  configuration.  When  an 
anteroseptal  myocardial  infarction  is  operative, 
temporary  pacing  is  universally  espoused  for  complete 
heart  block. 

Fascicular  and  Bundle  Branch  Block 

Left  anterior  hemiblock  (LAH)  complicates  two 
percent  to  eight  percent  of  AMI.  Three  percent  of 
patients  with  this  intraventricular  conduction  defect 
develop  complete  heart  block.®  Most  authorities  do  not 
advocate  routine  temporary  pacing  for  LAH  alone. 
Escher,®  however,  advises  pacing  for  LAH  complicating 
anteroseptal  myocardial  infarction.  Isolated  left 
posterior  hemiblock  (LPH)  is  rare,  probably  occurring  in 
less  than  one  percent  of  AMI.  The  scant  data  available 
concerning  this  variety  of  fascicular  block  does  not 
permit  the  establishment  of  firm  guidelines  for 
temporary  pacing. 

Left  bundle  branch  block  (LBBB)  occurring  in  AMI 
progresses  to  complete  heart  block  in  approximately 
twenty  percent  of  cases.®  Pacemaker  insertion  is 
indicated  when  LBBB  intervenes  in  AMI  of  any  site. 
Escher®  furthermore  advises  standby  pacing  even  for 
incomplete  LBBB.  When  first  degree  A-V  block  occurs 
with  LBBB,  is  advanced  heart  block  more  common? 
Waugh  et  al.,'°  studied  538  patients  with  AMI.  The  risk  of 
Type  II  second  degree  A-V  block  with  either  bifascicular 
block  (RBBB  + LAH,  RBBB  + LPH)  or  LBBB  and  first  degree 
A-V  block  was  35%,  compared  with  20%  for  LBBB  alone. 
Hindman  et  al.,"  in  a study  of  432  patients  with  AMI  and 
bundle  branch  block  found  that  patients  with  first 
degree  A-V  block  had  no  increased  risk  for  developing 
advanced  A-V  block. 

Lie  et  al.,'^  examined  50  patients  with  anteroseptal 
myocardial  infarction  and  new  bundle  branch  block.  His 
bundle  studies  were  performed  in  all  patients.  Subjects 
with  a prolonged  His  bundle-ventricular  conduction 
interval  (H-V)  had  a higher  mortality  tfian  those  with  a 
normal  H-V  interval.  A prolonged  H-V  interval 
predicted  those  patients  who  developed  a third  degree 
A-V  block.  The  P-R  interval  had  no  correlation  with  H-V 
interval  and  did  not  predict  complications. 

Right  bundle  branch  block  occurs  in  2.5%  of  AMI.  It 
may  be  associated  with  LAH  or  LPH,  the  former  being 
five  times  more  likely.  RBBB,  whenever  alone  or  with  a 
hemiblock,  progresses  to  complete  heart  block  in  about 
40%  of  cases.®  Pacing  is  indicated  for  RBBB  regardless  of 
the  infarct  site.  If  RBBB  is  old,  pacing  is  indicated  if  new 
LAH  or  LPH  develops. 

Hindman's  study  examined  mortality  and  pacemaker 
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use."  One  hundred  and  two  patients  had  prophylac 
pacemaker  insertion.  Thirty-two  subjects  died 
congestive  heart  failure.  Two  died  of  complete  he 
block  after  the  pacing  wires  had  been  remov 
Seventy-eight  patients  had  therapeutic  pacemal 
placement  with  nine  dying  during  the  procedu 
Twenty-five  subjects  expired  with  congestive  he 
failure  and  four  died  after  pacemaker  removal,  w 
three  of  these  deaths  due  to  complete  heart  block.  T 
study  suggests  a beneficial  response  to  pacing 
preventing  death  due  to  a remediable  abnormality 
conduction.  It  is  clear  that  many  patients  with  A 
develop  conduction  disturbances  with  concomit, 
severe  pump  failure.  In  this  setting  the  extent 
myocardial  necrosis  rather  than  conduction  block  ist 
main  determinant  of  patient  survival.  Unfortunately,! 
not  infrequent  combination  and  its  dismal  outcome  I 
been  misconstrued  to  indicate  the  failure  of  pacing 
alter  mortality.  Pacing,  per  se,  does  not  limit  infarct  si 
unless  there  is  reduced  coronary  perfusion  due 
bradycardia  or  bradycardia  dependent  ventricu 
dysrrhythmias.  It  is  precisely  the  group  withe 
coexisting  severe  pump  failure  which  benefits  mi 
from  pacemaker  insertion. 

Summary 


Condition 

Indications  for  Pacemaker 

Sinus  node  dysfunction 

Symptoms,  heart  rate  < 40 
or  pauses  > 2 seconds 

1°  A-V  Block 
2°  A V Block: 

None 

Type  1 

Symptoms,  heart  rate  < 40 

Type  II 

Most  authors  recommend 
pacing  especially  in  antero 
septal  myocardial  infarctioi 

3°  A-V  Block 

Inferior  myocardial  infarc- 
tion— Symptoms,  heart  ratr 
< 40,  or  unstable  escape 
mechanism.  Anteroseptal 
myocardial  infarcion — All 

LAH  (Isolated) 

Most  authorities  suggest  ri( 
pacer 

LPH 

Unknown 

LBBB (New) 

All 

LBBB  (Old) 

None 

RBBB (New) 

All 

RBBB  (Old) 

New  LAH  or  LPH 

*A  reductiot)  of  heart  rate  < 60/min  in  association  wi 
hypotension,  disturbed  sensorium,  continued  chest  pain  i 
reduced  urinary  output  (not  explained  by  an  obvious  facti 
other  than  the  bradycardia)  represents  an  indication  f( 
pacing. 
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Abstract 

Three  well-documented  cases  of  carpal  tunnel 
syndrome  (CTS)  were  associated  with  polymyalgia 
rheumatica  (PR).  Two  cases  of  CTS  occurred  two  weeks 
prior  to  the  onset  of  the  PR.  A third  case  occurred  two 
weeks  before  symptoms  of  PR  were  exacerbated.  This 
close  temporal  relationship  may  indicate  that  CTS  in  an 
elderly  patient  is  a precursor  of  PR. 

Although  carpal  tunnel  syndrome  (CTS)  is  frequently 
associated  with  many  rheumatic  diseases,  its  association 
with  polymyalgia  rheumatica  (PR)  has  infrequently  been 
reported.  We  are  aware  of  only  one  well-documented 
case  of  CTS  associated  with  giant  cell  arteritis,  reported 
by  Kovarsky  and  associates,^  and  of  six  other  PR  cases 
cited  by  other  authors. Healey  and  Wilske"*  also 
mentioned  that  two  of  their  patients  had  CTS.  Ahmed 
and  Braun^  recently  described  five  PR  patients  with  CTS 
(in  whom,  however,  no  nerve  conduction  studies  were 
performed).  The  latest  reported  cases  were  from 
Richards,®  who  had  12  patients  with  PR  and  CTS,  three  of 
whom  had  the  CTS  confirmed  by  nerve  conduction 
studies.  We  report  in  detail  three  additional  cases  of  CTS 
associated  with  PR. 


From:  The  Division  of  Rheumatology  (MKLC)  Department  of 
Medicine,  Kaiser-Permanente  Medical  Center,  San  Francisco, 
California  94115:  the  Divisions  of  Rheumatology  (MKEC)  and 
Immunology  (RLK),  Department  of  Medicine,  Stanford  University 
Medical  Center,  Palo  Alto,  California  94305:  and  the  Department  of 
Medicine  (REK),  Palo  Alto  Medical  Clinic,  Palo  Alto,  California  94305. 
Reprint  request  to  Michael  Kwok  L.  Chan,  M.D.,  Oak  Hill  Medical 
Group,  3100  Telegraph  Avenue,  Oakland,  California  94609. 
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Report  of  Cases 

Case  1 ; A 67-year-old  white  woman  complained  of  the 
gradual  onset  of  bilateral  wrist  swelling  and  pain  with 
numbness  and  tingling  sensations  in  the  fingers, 
increasing  at  night  and  awakening  the  patient.  Physical 
examination  of  the  wrists  revealed  a tender  and 
thickened  synovium.  Tinel  and  Phalen  signs  were 
negative.  Nerve  conduction  studies  showed  that  the 
distal  motor  latency  of  the  left  median  nerve  was  6.5 
msec  (normal,  < 4.4  msec)  and  of  the  right  median  nerve 
was  3.1  msec.  We  injected  the  left  wrist  with  40  mg 
methylprednisolone  acetate,  and  her  symptoms 
improved.  When  she  returned  two  weeks  later,  she 
complained  of  morning  stiffness  for  an  hour  with  minor 
pain  in  her  proximal  muscles  and  increased  difficulty 
rising  from  bed  or  a chair  due  to  joint  stiffness  and  pain. 
She  denied  fever,  headache,  weight  loss,  jaw  claudi- 
cation, or  visual  problems.  At  physical  examination, 
minimal  proximal  muscle  tenderness  and  moderate  pain 
with  passive  range  of  motion  was  more  noticeable  in  the 
lower  than  in  the  upper  extremities,  and  there  was  no 
muscle  weakness  or  synovitis.  Laboratory  test  results 
included:  erythrocyte  sedimentation  rate  (ESR), 

Westergren  method,  85  mm/h  (15  mm/h);  a negative 
latex  fixation  test.  We  treated  her  with  10  mg  prednisone 
daily.  Over  the  next  24  to  48  hours,  the  patient  reported 
dramatic  changes.  She  had  no  further  morning  stiffness 
or  muscle  pain.  One  week  later,  the  ESR  was  54  mm/h. 
The  patient’s  therapy  was  maintained  at  7.5  mg 
prednisone  daily,  then  tapered  off  in  one  year.  The  ESR 
was  12  mm/h  when  she  was  last  seen  in  March  1979. 

Case  2;  A 71-year-old  white  woman  complained  of  a 
two-month  history  of  moderate  pain  in  her  right 
shoulder  and  upper  arm  and  marked  morning  stiffness 
and  daytime  gelling.  She  had  no  muscle  weakness  or 
joint  symptoms.  At  physical  examination,  she  had  mild 
pain  at  the  shoulder  girdles  with  passive  range  of 
motion.  Muscle  weakness  or  synovitis  was  not  noted. 
Laboratory  testing  showed:  ESR,  Wintrobe  method,  36 
mm/h  (20  mm/h);  negative  latex  fixation.  A temporal 
artery  biopsy  was  normal.  Polymyalgia  rheumatica  was 
diagnosed,  and  the  patient  was  treated  with 
intramuscular  methylprednisolone  acetate  and 
adrenocorticotropic  hormone  (ACTH).  Eler  symptoms 
were  markedly  improved.  Seven  months  after  the  PR 
symptoms  were  quiescent  with  the  pahent  taking  no 
medication,  she  complained  of  the  gradual  onset  of  pain 
in  both  hands  associated  with  aching  and  paresthesias  in 
her  fingers.  She  had  negative  Tinel  and  Phalen  signs.  The 
nerve  conduction  studies  showed  the  distal  motor 
latency  of  the  right  median  nerve  to  be  6.55  msec  and  of 
the  left,  7.35  msec  (normal,  < 4.4  msec).  The  ESR  was 
normal.  Two  weeks  later,  the  symptoms  of  aching  and 
morning  stiffness  in  both  shoulder  girdles  and  thighs 
had  returned.  The  ESR,  Wintrobe  method,  was  46 
mm/h;  results  of  latex  fixation  were  negative.  When  she 
was  given  40  mg  intramuscular  methylprednisolone 
acetate  and  60  units  ACTEH,  her  symptoms  improved 


within  24  hours.  We  operated  on  the  right  carpal  tunn 
the  excised  histopathologic  material  showed  chroi 
synovitis.  The  left  carpal  tunnel  was  injected  w 
methylprednisolone.  She  had  no  complaints  and  v\ 
not  taking  medication  when  she  was  last  contacted 
telephone  in  March  1979. 

Case  3:  A 67-year-old  white  woman  complained 
progressive  stiffness  and  an  aching  sensation  withe 
muscle  tenderness  of  the  shoulder,  neck,  and  E 
girdles.  She  had  no  headache,  visual  complaints,  or  j. 
claudication.  In  addition,  approximately  two  wee 
before  her  symptoms  developed,  she  complained 
some  pain  and  paresthesias  of  the  second  and  thi 
digits  of  her  right  hand  when  she  awakened.  Results 
joint  examination  did  not  show  any  synovitis,  must 
weakness,  or  tenderness.  There  were  positive  Tinel  a 
Phalen  signs  at  the  right  wrist.  Laboratory  data  include 
ESR,  Wintrobe  method,  51  mm/h;  negative  latex  fixatii 
results.  Nerve  conduction  studies  revealed  thatthedis 
motor  latency  of  the  right  median  nerve  was  5.0  mst 
The  left  median  nerve  conduction  was  normal.  V 
administered  60  U intramuscular  ACTH  and  40  r 
methylprednisolone.  Her  symptoms  improved.  Tv 
weeks  later,  the  ESR  was  32  mm/hr.  All  the  symptoi 
were  stable  when  she  was  seen  at  follow-up  in  Ap 
1979. 

Discussion 

Kovarsky  and  associates'  showed  that  CTS  developt 
in  their  patient  seven  months  before  the  onset  of  PR; 
two  cases  reported  by  Ahmed  and  Braun,^  the  onset 
CTS  occurred  prior  to  PR  (one  week  before  in  oi 
patient  and  three  months  before  in  another  patien 
The  cases  described  by  Miller  and  Stevens,^  and  Heali 
and  Wilske^  define  a clear  temporal  relationship, 
reviewing  our  three  cases,  it  is  important  to  note  that 
two  of  the  patients  (Cases  1 and  2),  CTS  developed  aboi 
two  weeks  before  the  onset  of  the  PR.  In  Case  3,  C 
occurred  at  a time  when  the  symptoms  of  PR  we 
quiescent;  two  weeks  after  the  CTS  became  apparer 
the  PR  flared  again.  Richards,®  in  his  recent  report,  h; 
five  patients  in  whom  CTS  developed  two  to  ten  wee^ 
before  the  onset  of  PR.  These  cases  raise  the  questic 
whether  CTS  is  associated  causally  with  PR  or  the 
occurrence  in  the  same  patient  is  unrelated.  In  the  pa:. 
CTS  has  rarely  been  reported  to  be  associated  with  P 
although  the  joint  scans  done  by  O’Duffy  and  coworke 
showed  the  wrists  to  be  abnormal  in  44%  of  PR  patient: 
Despite  the  small  number  of  cases  reported  in  tf 
literature,  four  well-described  cases  (including  the  thrt 
in  our  series),  the  two  cases  reported  by  Ahmed  ar 
Braun,®  and  the  five  cases  by  Richards®  demonstrate  th 
CTS,  either  unilateral  or  bilateral,  occurred  prior  to  tf 
onset  of  PR.  Thus,  when  CTS  develops  in  elderly  patien 
without  any  known  cause,  clinicians  should  considi 
that  this  syndrome  might  be  the  precursor  of  PR. 
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itroduction 

A genetically  determined  deficiency  in  alphai  anti- 
ypsin  (AAT)  was  first  discovered  twenty  years  ago.  At 
le  same  time,  the  striking  association  between  early 
nset  emphysema  and  the  deficiency  was  observed;  five 
ears  later  the  relationship  to  childhood  cirrhosis  was 
oted. 

iase  Report 

The  patient  was  a 62-year-old  white  male  with 
ulmonary  emphysema  associated  with  alphai  anti- 
■ypsin  deficiency.  The  diagnosis  was  made  15  years 
arlier  when  his  AAT  level  was  less  than  ten  percent  of 
ormal.  The  patient  was  chronically  dyspneic  and 
ulmonary  function  testing  demonstrated  severe 
irflow  limitation  with  hyperinflation  and  air  trapping 
lespite  a history  of  less  than  15-pack  years  tobacco  use. 

rom:  Veterans  Administration  Medical  Center/Good  Samaritan 
Jospital  Pulmonary  Fellowship  Program  and  Gastroenterology 
ection.  Veterans  Administration  Medical  Center,  Phoenix,  Arizona. 


He  presented  with  an  abdominal  mass  and  had 
hepatosplenomegaly  with  evidence  of  portal 
hypertension.  The  alkaline  phosphatase  was  282  U/L 
(115),  the  bilirubin  1.4  mg/dl  (1.2),  the  SGPT  73  U/L  (45), 
and  the  SCOT  72  U/L  (41).  The  albumin  and  the 
prothrombin  time  were  normal.  The  hepatitis  B screen 
was  negative  and  there  was  no  history  of  alcohol  abuse. 

A laparoscopically-directed  liver  biopsy  wasobtained. 
Microscopically,  cirrhosis  with  broad  fibrotic  bands  was 
found.  Intrahepatic  intracytoplasmic  globules  were 
present.  These  globules  were  PAS  positive  and  resistant 
to  diastase  digestion.  (Figure) 

The  alphai  antitrypsin  level  was  less  than  150  mg/dl 
(normal  210  to  500)  and  the  serum  trypsin  inhibitory 
capacity  0.2  (normal  greater  than  0.7  mg  trypsin 
inhibited/ml  serum).  Protease-inhibitor  (Pi)  typing  was 
performed,  and  the  patient  was  phenotype  ZZ. 

Both  the  hepatic  cirrhosis  and  emphysema  were 


Figure 

High  power  view  of  liver  biopsy.  Arrows  indicate  PAS  positive 
globules  in  degenerating  hepatocytes. 
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thought  to  be  secondary  to  a Iphai  antitrypsin  deficiency. 

Several  months  later  the  patient  was  readmitted  with 
abdominal  pain.  He  required  surgery  for  diverticulitis 
and  a sigmoid  resection  under  epidural  anesthesia  was 
done.  He  died  in  the  late  postoperative  period  with 
progressive  hepatic  insufficiency. 

Discussion 

Alphai  antitrypsin  is  an  alphai  globulin,  accounting  for 
approximately  90%of  that  globulin  measured  on  routine 
serum  protein  electrophoresis.  It  is  a glycoprotein  with  a 
54,000  molecular  weight,  consisting  of  a single  poly- 
peptide chain  with  four  carbohydrate  side  chains  of  two 
different  types.  It  is  found  in  tears,  lymph,  saliva, 
duodenal  fluid,  cervical  mucus,  aminotic  fluid,  and 
serum  where  it  has  a half-life  of  about  one  week. 

Alphai  antitrypsin  acts  by  inhibiting  various 
proteolytic  enzymes,  and  for  that  reason  the  name 
alphai  proteases  inhibitor  may  be  a better  label. 
Enzymes  inhibited  include  trypsin,  chymotrypsin,  and 
various  polymorphonuclear  leukocyte  proteases  such  as 
elastase  and  collagenase- 

The  deficiency  is  detected  in  two  ways.  The  first  is  by 
determining  the  trypsin  inhibitory  capacity  (T.I.C.)  of 
serum.  Ninety-one  percent  of  this  is  attributable  to 
alphai  antitrypsin.  A spectrophotometer  is  used  to 
measure  the  ability  of  trypsin  to  degrade  synthetic  esters 
before  and  after  the  addition  of  a patient's  serum 
containing  AAT.  The  degree  of  inhibition  is  then 
compared  to  a standard. 

The  second  method  is  to  measure  the  alphai  globulin 
concentration  directly  by  either  routine  protein 
electrophoresis  or  by  radial  immunodiffusion  wherein 
the  concentration  of  antitrypsin  (the  antigen)  is 
determined  from  the  area  of  circular  immune  pre- 
cipitate that  forms.  Levels  above  40%  of  the  mean  for 
either  test  rule  out  serious  deficiency.  Serum  with  lower 
levels  should  be  further  examined  with  protease 
inhibitor  typing  described  below. 

Protease  inhibitor  (Pi)  typing  has  greatly  improved  our 
understanding  of  the  antitrypsin  system.  This  is  done  by 
electrophoresis  on  starch  gel  at  pH  4.9.  Here  the  alpha 
globulins  appear  as  a series  of  characteristic  bands 
migrating  at  different  speeds.  The  variants  are 
designated  by  letters— M,  Z,  S.  F.,  etc.  Letters  early  in  the 
alphabet  indicates  fast  mobility  toward  the  anode.  The 
whole  system  is  titled  “Pi”  for  protease  inhibitor.  The 
electrophoretic  pattern  is  the  only  means  of  dis- 
tinguishing some  globulin  variants  because  they  are 
functionally  and  immunologically  indistinguishable. 
However,  some  variants  are  associated  with  different 
levels  of  TIC  and  AAT  concentration. 

Peptide  mapping  has  demonstrated  that  several  of 
these  electrophoretic  variations  are  secondary  to  amino 
acid  substitutions.  For  example,  in  the  “Z”  variant,  a 
single  glutamic  acid  of  the  “M”  variant  has  been 
replaced  by  lysine. 

The  trait  is  thought  to  be  inherited  in  an  autosomal 
dominant  fashion  wherein  each  subject  carries  two 


alleles,  each  controlling  the  production  of  one  typi, 
AAT  molecule  independent  of  that  controlled  by 
corresponding  allele  on  the  matched  chromosome.  T 
normal  protease  inhibitor  (Pi)  genotype  is  written  Pi\ 
and  is  found  in  87%  of  the  population.  PiMZ  is 
example  of  a heterozygotic  genotype.  At  least  26  si 
variants  have  been  reported,  many  in  but  one  individ 
or  family.  Heterozygotes  have  lower  than  norr' 
concentration  of  AAT  but  most  have  no  clini 
disability. 

The  most  serious  deficiency  is  ZZ.  It  is  more  frequ< 
in  Northern  Europe  than  in  the  United  Stat 
nevertheless,  population  studies  in  Arizona  indicatetl 
one  person  in  every  368  has  either  ZZ  or  SZ.  An  AAT  le  i 
of  15%  is  found  in  ZZ  patients,  and  of  40%  in  SZpatieni' 
Pulmonary  Disease 

The  most  common  disorder  caused  by  AAT  deficien 
is  severe  emphysema.  It  is  distinguished  from  the  usi 
cent ri lobular  emphysema  common  in  cigarette  smokf 
by  its  occurrence  in  non-smokers,  earlier  age  of  onS( 
panlobular  distribution  and  predominant  involveme 
of  the  lower  lobes.  (Centrilobular  or  smokers’  emph 
sema  tends  to  involve  the  upper  lobes).  The  chest  x-r 
film  of  a patient  with  AAT  emphysema  is  qui 
characteristic:  There  is  decrease  in  peripher 

vasculature  most  prominent  in  the  lower  lobes.  In  tl 
original  group  of  patients  described,  the  onset 
symptoms  occurred  under  40  years  of  age  in  60%  ar 
under  50  years  of  age  in  90%.  Minimal  tobac( 
consumption  in  association  with  the  deficiency  caus 
symptoms  very  early  in  life.  All  severely  deficie 
patients  are  at  risk  for  the  development  of  lung  disea' 
but  it  is  unclear  whether  the  moderately  deficiei 
heterozygote  is  also  at  risk.  Heterozygotes  may  deveic 
subtle  abnormalities  in  the  mechanical  properties  < 
their  lungs,  but  these  abnormalities  are  not  manifeste 
by  clinical  disease,  except  perhaps  in  the  case  ( 
smokers.”'^ 

Why  a deficiency  of  the  AAT  enzyme  should  produc 
pulmonary  emphysema  remains  speculative.  AAT  me 
protect  pulmonary  structures  from  proteolysis  cause 
by  proteases  released  in  the  alveolar  spaces  t 
leukocytes  and  macrophages. 

There  is  no  specific  therapy  for  AAT  emphysema  an 
these  patients  are  treated  as  any  other  patient  wit 
emphysema.  However,  when  the  deficiency 
recognized  it  is  doubly  important  to  get  the  patient  t 
stop  smoking  and  genetic  counseling  should  beofferer 
The  deficiency  follows  simple  mendelian  inheritanc( 
When  both  parents  have  intermediate  AA 
concentration — MZ  and  MS,  for  example — the  childre 
will  have  low,  intermediate  and  normal  values  in  th 
ratio  of  1 ;2:1.' 

Liver  Disease 

More  recently  liver  disease  has  been  found  i 
association  with  AAT  deficiency.  The  onset  of  live 
disease  may  be  childhood  or  adulthood.  Ten  cases  c 
childhood  cirrhosis  were  recognized  first  from  a routin 
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/ey  of  serum  electrophoretic  patterns  in  which  all  the 
dren  with  cirrhosis  of  undetermined  etiology  had 
Teased  AAT.  In  contrast,  children  and  adults  with 
hosis  of  known  etiologies  had  normal  AAT/ 
hortly  thereafter,  the  characteristic  histologic  finding 
delineated:  Livers  of  the  severely  deficient 

iriably  demonstrate  globules  of  an  amorphous 
erial  in  hepatocytes/  The  material  stains  with  P.A.S. 
n but  is  resistant  to  diastase  digestion.  (Glycogen  also 
ns  with  P.A.S.  but  is  digested).  Fluoroscent  tagged 
serum  to  AAT  reacts  with  this  P.A.S.  positive 
erial,  thereby  identifying  it  as  immunologically 
ilar  to  AAT.  This  material  is  a precursor  of  AAT  that 
never  been  excreted.  These  histologic  findings  are 
sistent,  sensitive  and  specific  for  patients  with  an 
r deficiency. 

/egar  prospectively  screened  200,000  infants  in 
iden  for  AAT  associated  liver  disease.^  The  results 
it  be  interpreted  recognizing  that  the  Swedish 
(ulation  is  more  inbred  than  that  of  the  United  States, 
ong  the  PiZ  homozygotic  infants,  7%  developed 
?re  obstructive  jaundice,  3%  subclinical  jaundice, 
6%  variable  symptoms  of  liver  disease.  An  additional 
. of  the  total  had  biochemical  evidence  of  hepatic 
lage.  No  PiSZ  infants  had  liver  disease  and 
rhemical  abnormalities  were  rare  suggesting  that 
;ls  of  AAT  greater  than  40%  were  protective.  Severe 
lestasis  had  a striking  tendency  to  be  familial  and  two 
ds  of  the  newborns  afflicted  were  male,  perhaps 
ause  there  are  additional  genetic  and  hormonal 
ors.  Several  authors  have  concluded  that  after  biliary 
sia,  AAT  deficiency  is  the  most  common  defect 
)ciated  with  infantile  cirrhosis. 

ame  early  deaths  occur  among  these  children  but  in 
it  the  jaundice  subsides  and  the  patient  thrives  until 
y adolescence.  At  the  time,  clinical  manifestations  of 
nosis  begin  to  occur.  Most  children  then  die  in  late 
lescence  of  the  complications  of  cirrhosis.  The 
?rity  of  adolescent  disease  is  not  correlated  with  the 
ree  of  infant  jaundice,  but  most  who  had  definite 
ormalities  in  infancy  do  develop  disease.  It  is  a 
zie  why  only  a minority  of  PiZZ  infants  develop  liver 
ase. 

le  same  histologic  changes  are  found  in  the  livers  of 
1 homozygous  and  heterozygous  PiZ  adults.  All 
tain  the  characteristic  P.A.S.  globules.  Berg  and 
sson^  reported  the  first  adult  liver  disease  series, 
rteen  patients  with  homozygous  AAT  deficiency 
e evaluated.  All  had  P.A.S.  positive  globules,  five  had 
Tosis  and  three  fibrosis.  Three  of  those  with  fibrosis 
cirrhosis  had  hepatomas.  Twelve  patients  with  liver 
ase  had  emphysema.  In  some  the  lung  disease  was 
clinical. 

aese  findings  were  expanded  by  Eriksson^  in  1974. 
ong  two  hundred  adult  patients  with  PiZZ  AAT 
ciency,  nine  had  cirrhosis.  Most  had  the  acute  onset 
ortal  hypertension.  The  prognosis  was  gloomy,  with 
dly  progressive  cirrhosis  producing  death  from 


hepatic  coma  or  bleeding.  Most  patients  were  over  fifty, 
and  associated  emphysema  was  common.  There  was  no 
history  of  childhood  jaundice  and  other  causes  of  liver 
disease  were  excluded.  Six  of  the  nine  patients  with 
cirrhosis  had  primary  liver  cell  carcinoma  at  autopsy. 
Eriksson  therefore  concluded  that  cirrhosis  in  AAT 
deficiency  is  a precancerous  condition  and  estimated  a 
10%  risk  of  cirrhosis  with  PiZZ  phenotypes. 

Other  authors  have  not  reported  this  high  prevalence 
of  carcinoma  or  chronic  liver  disease.  Geographic 
variations  suggest  there  are  other  culturally-determined 
or  genetic  factors. 

Despite  the  presence  of  P.A.S.  positive  globules  in 
their  liver,  heterozygous  subjects  were  not  thought  to 
be  at  increased  risk  until  a 1981  study  identified  an 
increased  prevalence  of  PiMZ  phenotypes  in  patients 
with  cryptogenic  cirrhosis  and  chronic  active  hepatitis.® 

There  are  two  major  proposed  mechanisms  for  the 
pathogenesis  of  liver  disease  in  AAT  deficient  patients: 
The  “toxic  factors  theory”  and  the  “storage  disease 
theory.”  The  former  proposes  that  the  deficiency  allows 
the  accumulation  of  uninhibited  proteolytic  enzymes 
that  cause  tissue  damage.  The  latter  proposes  that  the 
accumulated  clumps  of  AAT  render  the  hepatocytes 
more  vulnerable  to  damage.  More  study  is  needed  to 
determine  why  some  patients  never  develop  liver 
disease  and  whether  the  liver  disease  that  occurs  in 
adults  has  a different  etiology  from  that  in  children. 

As  with  pulmonary  emphysema,  no  specific  therapy  is 
available  for  the  liver  disease,  nor  are  prophylactic 
measures  to  forestall  its  development  known.  T reatment 
is  that  of  the  end  result,  cirrhosis,  and  its  associated 
complications  such  as  portal  hypertension. 
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Abstract 

A revolutionary  development  in  medicine  has  been 
the  arrival  of  genetic  engineering  in  the  form  of 
recombinant  DNA  technology.  The  applications  of  this 
new  technology  include  gene  mapping,  prenatal 
genetic  diagnosis,  gene  carrier  detection,  early 
preclinical  diagnosis  and  the  potential  for  treating 
“incurable”  genetic  diseases.  The  new  technology  is 
outlined  here  in  simple  terms. 

The  most  heralded  advance  today  in  medicine  is 
recombinant  DNA.  As  in  many  new  areas,  a new 
language  comes  with  a new  territory.  This  is  true  in 
recombinant  DNA:  it  utilizes  a new  language. 

I am  not  an  expert  in  recombinant  DNA,  but  in 
beginning  to  learn  this  newarea,  I haveoutlined  its  basic 
boundaries  to  some  extent  and  present  them  to  you, 
together  with  part  of  the  necessary  new  language  of 
recombinant  DNA  technology. 
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An  Analogy 

The  hereditary  material  in  humans  can  be  likened  t 
piece  of  white  string.  Take  a pair  of  scissors  and  cut  r 
white  string  into  pieces.  Then  take  a circle  of  bluestrii 
Cut  the  circle  of  blue  string  at  one  spot  and  tie  in  a pit 
of  white  string,  so  now  you  have  a circle  of  string  tha 
blue  with  one  stretch  that  is  white.  Repeat  this  w 
various  pieces  of  white  string.  Now  take  the  blue  a 
white  circles  of  string  to  a factory  and  the  factory  v 
make  many  copies  of  the  original  blue  and  white  circ 
of  string.  Then  select  the  circles  of  string  (containin 
particular  segment  of  white  string)  that  you  wish.  T 
anology — involving,  string,  scissors  and  a factory 
provides  the  general  idea  behind  the  new  recombinj 
DNA  technology. 

Initial  Terminology 

DNA:  The  hereditary  (genetic)  material  in  human 

Genes:  Segments  of  DNA. 

Recombinant  DNA:  The  incorporation  of  hum 
DNA,  for  example,  into  the  DNA  of  another  organis 

Vector:  The  organism  into  which  the  human  DN 
for  example,  is  incorporated  (recombined). 

Host:  The  factory  (usually  E.  coli)  into  which  t 
vector  is  inserted.  j 

Clones:  Multiple  identical  copies,  for  example, 
DNA. 

Recombinant  DNA 

The  technology  of  recombinant  DNA  involves,  as  t 
term  implies,  DNA.  DNA  is  the  hereditary  material 
humans.  The  technology  is  as  follows: 
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rst,  fragments  of  DNA  are  generated.  These 
;ments  contain  genes  of  special  interest, 
econd,  the  fragments  of  DNA  are  recombined,  that  is 
jrporated,  into  a vector.  A vector  in  this  case  may  be, 
example,  a bacterial  plasmid  (that  also  confers 
biotic  resistance  upon  bacteria), 
hird,  the  vector  is  then  incorporated  into  a host.  The 
t most  often  utilized  is  Escherichia  coli  (E.  coli). 
aurth,  the  host  is  then  grown  in  culture  to  produce 
les  with  many  copies  of  the  incorporated  fragments 
luman  DNA. 

fth  and  finally,  clones  are  selected  that  contain  a 
ired  DNA  fragment. 

re  Terminology 

ases:  The  complementary  bases  which  make  up 
\ are:  adenine  (A)  and  thymine  (T);  cytosine  (C)  and 
nine  (G). 

estriction  enzymes:  These  are  endonuclease 
ymes  which  cleave  DNA  at  restricted  sites;  sites  with 
;rtain  sequence  of  bases. 

[aggered  ends:  Uneven  ends  of  DNA  such  that  the 
complementary  strands  of  fragmented  DNA  are  of 
qual  length. 

lunt  ends:  Even  ends  of  DNA  with  both 
iplementary  strands  of  fragmented  DNA  being  of  the 
e length  exactly. 

epiicon:  A vector  (see  above  under  Initial 
abulary). 

lasmid:  An  organelle  with  a single  circle  of  DNA; 
fers  bacterial  resistance  upon  bacteria  it  infects; 
'es  as  a vector. 

hage:  A virus  that  infects  bacteria;  serves  as  a vector. 

re  Technology 

he  opening  step  into  the  new  DNA  technology  is  to 
:ment  DNA.  This  is  performed  by  restriction 
ymes. 

he  restriction  enzymes  in  current  use,  number  more 
^ two  hundred  different  enzymes.  Each  is  highly 
cific  and  cleaves  DNA  at  restricted  sites, 
hese  sites  are  restricted  by  the  specific  sequence  of 
as.  For  example,  the  restriction  enzyme  EcoRI  cleaves 
A between  the  bases  G and  A when  the  sequence  of 
as  reads  GAATTC.  Since  DNA  is  double  stranded  in 
nans,  this  produces  staggered  ends: 

G|  A A T T C 


C T T A A|  G 

hese  staggered  ends  of  DNA  are  sticky  and  will 
ambine  with  complementary  base  sequences  in  the 
A of  the  vector.  The  human  DNA  and  the  vector  DNA 
treated  with  the  same  restriction  enzyme  to  produce 
Igered  ends  which  then  recombineto  form  a circle  of 
tor  DNA  containing  a fragment  of  human  DNA. 
ertain  restriction  enzymes  do  not  produce  staggered 
Is,  but  instead  yield  blunt  ends.  For  example,  the 
riction  enzymes  Smal  cleaves  DNA  between  C and  G 
an  the  sequence  of  bases  reads  CCCGGG.  This 
duces  blunt  ends: 


c c c 


G G G 


C C C 


These  blunt  ends  can  then  be  treated  in  oneof  several 
ways  to  make  them  staggered  (i.e.,  sticky)  ends  suitable 
for  recombination  between  human  fragment  DNA  and 
circular  vector  DNA. 

The  vectors  are  carriers  of  human  DNA.  The  vectors 
commonly  used  are  plasmids  and  phage.  Another  vector 
involves  a plasmid  within  a phage.  Vectors  replicate 
themselves  independently  of  their  host  and  so  are  also 
termed  replicons. 

Final  Terminology 

Kilobase:  A thousand  (1,000)  base  pairs;  abbreviated 


Kb. 


cDNA:  Complementary  copy  of  DNA. 

mRNA:  Messenger  RNA  transcribed  from  the  DNA. 

Reverse  transcriptase:  Enzyme  reversing  the  process 
of  transcription,  i.e.,  from  cDNA  to  mRNA. 

Library:  A set  of  cloned  DNA  fragments. 

Southern  blot:  A special  method  invented  by  Dr.  E. 
M.  Southern. 

Final  Technology 

The  recombination  of  human  DNA  fragments  into 
vector  DNA  then  permits  the  human  DNA  fragments  to 
be  cloned  by  growing  the  vector  in  a suitable  host  such 
as  E.  coli. 

The  length  of  the  human  DNA  fragments  in  these 
clones  varies  from  very  short  to  very  long.  A 1 Kilobase 
(^Kb)  fragment  can  be  cloned.  Or,  for  example,  a much 
longer  fragment  measuring  50  Kb  (50,000  bases  long). 

The  fragment  of  DNA  cloned  may  be  naturally 
occurring.  Or  it  may  be,  for  example,  cDNA  previously 
produced  from  mRNA  by  the  use  of  a reverse 
transcriptase  enzyme.  Thus  one  can  make  a library  of 
cloned  DNA  fragments. 

To  localize  a particular  DNA  fragment  of  interest,  a 
key  technique  utilizes  a Southern  blot.  This  is  a 
separation  method  using  electrophoresis  and  a series  of 
subsequent  steps  to  identify  specific  fragments  with 
individual  probes. 

Afterward  and  Applications 

I recognize  that  all  of  this  may  sound  like  Latin  to  you, 
but  here  I have  introduced  you  to  the  technology  and 
terminology  of  recombinant  DNA.  My  reason  for  so 
doing  is  that  recombinant  DNA  will  change  the  face  of 
medicine  in  this  decade. 

The  applications  of  recombinant  DNA  technology 
include  mapping,  prenatal  genetic  diagnosis,  gene 
carrier  detection,  early  preclinical  diagnosis  and  the 
curing  of  currently  incurable  diseases.  These 
applications  will  be  the  subject  of  the  second  article  in 
this  series. 
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Colorectal  carcinoma  accounts  for  the  vast  majority  of 
new  cases  and  deaths  secondary  to  gastrointestinal 
malignancies.  In  1981  120,000  new  cases  were 

anticipated  in  the  United  States  with  almost  55,000 
deaths.'  In  contrast  to  lung  cancer  for  which  a cause  is 
known  and  significant  efforts  can  and  should  be 
directed  toward  prevention,  the  etiology  of  colorectal 
carcinoma  remains  elusive  and  health  efforts  must 
currently  be  directed  towards  therapy. 

Two  important  biologic  characteristics  of  colorectal 
carcinoma  are  its  tendency  to  invade  the  intestinal  wall 
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without  lateral  spread  and  to  involve  lymph  nodes  i i 
orderly  fashion.  Both  are  independent  progno 
factors  and  are  the  basis  for  the  Duke’s  Classificai 
System  and  its  many  modifications.  If  the  malignancy; 
not  involved  the  lymph  nodes  and  invades  only  ■ 
mucosa  of  the  colon,  five  year  survivals  are  high,  ranj; 
from  75%  to  100%.  If  the  lesion  has  not  involved  lyn 
nodes  but  has  invaded  into  or  through  the  musculan 
the  bowel  wall,  five  year  survival  drops  to  40%  to  64' 
there  are  lymph  nodes  containing  carcinoma,  five  '! 
survivals  fall  to  15%  to  44%  with  the  lowest  survival  b(i 
in  patients  with  serosal  penetration.'^ 

The  proper  design  of  adjuvant  clinical  trials  incki 
the  treatment  of  patients  at  high  risk  of  develof 
recurrent  disease  with  drugs  effective  in  the  therap 
metastatic  disease.  For  colorectal  carcinoma, 
availability  of  effective  anti-cancer  drugs  presen 
problem.  In  metastatic  colorectal  carcinoma,  sevi 
agents  have  undergone  extensive  testing  as  sir 
treatment  modalities.  Therapy  with  5-FU  has, 
cumulative  reports,  demonstrated  a 21%  response  i 
in  trials  involving  over  2,000  patients.  Other  drugs  v 
proven  but  not  superior  activity  when  compared  to  5 
are  the  nitrosoureas  and  mitomycin.  Combinat 
chemotherapy  has  also  been  used  in  a large  numbe 
patients  with  advanced  disease,  but  no  combinatior 
drugs  appears  to  be  clearly  superior  to  5-FU  used  alci 
Despite  this  less  than  satisfactory  chemosensitivity, 
conduct  of  adjuvant  trials  is  at  least  partially  explainer 
the  fact  that  less  than  50%  of  all  patients  are  cured  v 
surgery  and  this  poses  an  enormous  health  probli 
Consequently,  colorectal  carcinoma  has  been  a tar 
for  adjuvant  chemotherapy  trials  for  more  the  ten  ye 
At  least  12  large,  well-designed,  adjuvant  trials  h 
been  carried  out  in  patients  with  resected  colorenj 
carcinoma.  In  the  late  1960’s  and  early  1970’s  the  VAS 
(Veterans  Administration  Surgical  Adjuvant  Group)  aj 
the  University  Surgeons  Group  each  conductec 
controlled  study  of  surgery  plus  or  minus  thio-TEPA.  T 
surgery  alone  control  groups  in  both  studies  had  eqi 
or  superior  survivals  when  compared  with  the  surg 
plus  thio-TEPA  arms."^'^  Four  trials  have  utilized  5d 
alone  as  adjuvant  therapy.  Only  one  of  the  four 
demonstrated  benefits  for  5-FU  treated  patients  anc' 
that  study  comparison  was  made  to  historical  controls) 
The  surgery  plus  chemotherapy  arms  of  controlled  tr ; 
utilizing  FUDR  or  intraluminal  5-FU  or  BCG  ± 5-FU  h.) 
also  not  had  superior  survivals.""^ 

Beginning  in  1975,  the  Gl  Tumor  Study  Group  ll 
randomized  621  patients  with  Stages  B2,  Cl  and  I 
resected  colon  carcinoma  to  surgery  alone  ver  l 
surgery  plus  adjuvant  therapy  with  Methyl  CCNU  plu'* 
FU  or  BCG  or  combined  chemoimmunotherapy.  Al 
median  follow-up  of  three  years  there  has  been  i 
benefit  for  any  of  the  groups  receiving  adjuv.l 
therapy."*  A similar  study  conducted  by  the  Southwl 
Oncology  Group  (SWOG)  appears  to  have  obtaini 
equally  discouraging  results." 
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reviewing  adjuvant  therapy  in  colon  cancer,  there 
be  some  merit  to  evaluating  rectal  carcinoma 
rately  where  an  additional  adjuvant  modality  can  be 
ied — radiotherapy.  However, thusfar,  this  remainsa 
?ly  untested  concept.  The  GITSG  has  reported  on 
I results  in  rectal  carcinoma  from  a controlled  study 
surgery  alone  versus  adjuvant  therapy  with 
Dtherapy,  chemotherapy  with  5-FU  plus  MeCCNU, 
adiotherapy  plus  chemotherapy  with  5-FU  alone. 

study  appears  to  show  some  benefit  for  the 
bined  adjuvant  chemotherapy-radiotherapy  arm, 
he  trial  is  flawed  by  a high  number  of  ineligible  and 
patients  in  this  arm.'^ 

summary,  to  date,  the  adjuvant  therapy  of 
rectal  carcinoma  with  chemotherapy  has  been 
^pointing.  Future  advancements  in  this  area  must 
t trials  of  the  use  of  one  or  more  of  the  following: 
acious  drugs,  better  methods  of  individually 
:ting  drugs,  improved  methods  of  delivering  drugs, 
ell-designed  multi-modality  therapies. 
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The  learned  professions  have  their  ground  and 
planting  in  language.  Hence  perhaps  their  weed-grown 
failures.  For  language  and  all  of  its  crops  are  still 
downtrodden  by  the  tyranny  of  usage  or  custom,  or  to 
use  our  term,  emergence.  Intimidated  by  ecclesiastical 
and  other  self-anointed  authorities,  we  expect  to  be 
burned  at  the  stake  when  we  proclaim;  T radition,  perse, 
is  worthless! 

The  curse  of  custom  and  emergence  is  most  evident  at 
the  intersections  of  religion  and  psychiatry  and  the  law. 

A well-dressed  juror  is  overheard:  “The  murderer 
must  have  been  insane  because  a normal  person 
wouldn’t  have  done  it.”  The  imperatives,  must  and 
because,  are  infantile,  of  course.  And  the  either-or 
fallacy  (either  insane  or  normal)  preempts  all  other 
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diagnoses  and  precludes  any  consideration  of  degrees 
of  culpability. 

But  most  stupid  and  inexcusable  of  all  is  the  fact  that 
every  legal  test  of  criminal  responsibility  defines  insanity 
by  what  it  isn't.  A negative  definition  (the  inability  to 
know  the  difference  between  right  and  wrong,  etc.)  is 
not  a definition  at  all.  (One  cannot  prove  that  a man  is  in 
New  York  by  showing  that  he  isn’t  in  Los  Angeles.  A 
catalogue  advertisement  reads:  “These  sweaters  are  not 
made  in  the  Far  East,  a feature  that  assures  perfect 
workmanship  and  perfect  fit.’’) 

The  absurdity  of  negative  definition  is  extended  into 
the  court’s  instruction  to  the  jury:  not  to  find  guilty  if 
there  is  reasonable  doubt.  How  much  more  intelligent 
would  be  the  positive  instruction:  find  guilty  if  the 
evidence  is  reasonably  convincing.  (Convince  and  con- 
vict are  from  the  same  Latin  root,  a tautology.) 

The  law  is  not  even  embarrassed  by  its  obsequious 
dependency  on  precedent.  The  word,  precedent, 
deserves  a closer  look.  Precedent,  from  precede,  to  go 
before — is  this  not  kin  to  that  recurring  fallacy,  post  hoc, 
ergo  propter  hoc?  No  wonder  the  entangled  under- 
growth of  the  law  with  its  meaningless  definitions,  its 
demands  for  yes  or  no  answers  to  loaded  questions,  its 
archaic  confusions  of  language  and  basic  grammer. 

While  we  are  on  this  subject  we’ll  bring  up  a gross 
example  of  emergence.  We  may  have  become  a bit 
more  tender  hearted,  but  our  reasoning  has  not  yet 
advanced  beyond  Lex  Talionis:  an  eye  for  an  eye,  a tooth 
for  a tooth;  let  the  punishment  fit  the  crime,  etc.  We  still 
put  people  in  penitentiaries  (housing  for  penitents)  and 
we  debate  about  crime  and  punishment,  cruel  and  un- 
usual punishment,  capitol  punishment. 

No!  This  notion  of  punishment  is  nonsense.  It  is 
burdened  with  such  irrational  and  conflicting  emotions 
that  intelligence  can  hardly  be  expected  to  function. 

Whenever  an  individual  has  demonstrated  that  he 
cannot  be  trusted  with  the  person  or  property  of  others, 
then  society  owes  it  to  itself  to  get  rid  of  him.  Since  there 
are  no  more  frontiers  or  unclaimed  regions,  geographic 
exile  is  not  feasible,  and  so  criminals  have  to  be  walled 
in,  like  cysts  in  the  body  of  society.  And  the  individual 
who  persists  in  inflicting  terror  or  torture  on  his  fellows, 
even  in  prison,  will  have  to  be  executed,  exiled  to 
another  world. 

Until  we  find  an  effective  vaccine  or  safe  treatment  of 
rabies,  the  mad  dog  has  to  be  destroyed.  Society  is  not 
wreaking  vengeance  on  the  culprit.  Whether  the  animal 
is  at  fault  or  culpable  is  irrelevant.  Punishment  has 
nothing  to  do  with  it! 

One  of  these  days  we  had  better  make  up  our  minds: 
The  responsibility  of  society,  through  the  law,  begins 
and  ends  with  protecting  itself.  We’d  be  wise  to  start 
practicing  what  we  preach  about  not  trying  to  legislate 
morality.  We’d  be  wise  to  quit  making  divine  judgments 
about  punishment,  based  on  our  profound  ignorance  of 
human  responsibility. 

Some  religious  folk,  even  including  educated 


preachers,  take  a fierce  uncompromising  pride  ii) 
fact  that  their  reasoning,  too,  has  progressed  not  at 
several  thousand  years.  Overlooking  the  logic  o] 
grammatical  form,  adjective  (modifies  a noun),  they 
ask  for  a Christian  psychiatrist.  They  thus  beti, 
warped  view  of  both  Christianity  and  psychiatry.  V\; 
it  not  be  hard  to  identify  a Presbyterian  gall  bladde ; 
Catholic  hernia?  It  is  not  disrespectful  to  point  ou  I 
“Christian  Science’’  is  a contradiction  in  terms,  ! 
“Church  of  Religious  Science.’’  Science  deals  only 
the  worldly  or  mundane. 

One  of  the  most  ruinous  flaws  in  language  is  its  fj' 
to  differentiate  physical  matters  from  those  tha 
meta-physical.  Even  philosophy,  another  spinster  i 
household  of  language  and  emergence,  fail 
recognize  or  correct  this  flaw. 

Take  the  muddled  ambiguities  of  the  word,  b 
Precisely  defined,  it  means  conviction  of  the  trutf 
statement  or  the  reality  of  a phenomenon,  when  t 
on  examination  of  evidence.  Evidence  (videre,  to  s' 
that  which  can  be  observed  and  known  througf 
senses,  rather  than  by  thought  or  intuition. 

There  is  no  legitimate  use  for  the  word,  believe,  i 
non-sensory  (sic! ) worlds  of  religion  and  metaphysi 
these  worlds,  by  definition,  there  is  no  evidence  i 
examined.  Yet  wars  have  been  fought  over  “relij 
beliefs’’  and  people  have  been  imprisoned  and  tort 
because  of  slogans  and  absurd  demands  for  “belie 
democracy  or  Marxism  or  papal  infallibility  or  bap' 
by  immersion.  Setting  aside  the  Scriptures  as  sacros 
we  find  millions  of  people  paying  unquestic 
homage  to  faulty  translations  of  ridiculous  staten 
consecrated  by  age. 

It  is  nonsense  to  ask  whether  we  “believe’’ 
rainbow  or  a symphony  or  Freud  or  Buddhism.  Ther 
reverent  wisdom  in  appreciating  rather  than  tryir 
believe  in  any  or  all  of  the  sundry  religious  der 
inations.  One  does  not  believe  in  a theory  sue 
evolution;  any  theory  is  only  to  be  used 
appreciated. 

Physics  seeks  numbered  degrees  of  probability 
engages  mental  mechanisms  of  belief.  The  realiti<! 
science  can  be  observed  and  counted  or  measuredij 
concerns  of  metaphysics  cannot  be  weighed  or  r^ 
bered.  The  statue  of  David  is  not  true  or  false,  goc 
bad,  right  or  wrong.  Any  such  subject  as  love  or  cou| 
or  morality  calls  for  mental  treatment  quite  outside' 
scope  of  scientific  method. 

Beauty  is  not  a fact  and  is  not  in  the  object  and  n| 
the  eye  of  the  beholder.  It  is  a transaction!  Cause, 
does  not  reside  in  an  object  but  is  in  the  no-man’s 
between  related  objects.  (More  about  this  below. 

Secondly,  things  that  cannot  be  measured  sh' 
never  be  put  in  competition  or  compared.  The  v\' 
rhetoric,  for  example,  in  such  usage  as  “rheto 
question,’’  has  come  to  suggest  more  style  ' 
substance.  Such  a statement  illustrates  another 
recognized  corruption  of  our  reasoning.  Styleobvic 
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ot  be  weighed  or  measured.  It  cannot  be  more  or 
mportant  than  substance.  It  is  like  arguing  whether 
side  of  a coin  is  worth  more  than  the  other, 
etaphysical  unities  cannot  be  measured,  and  so  they 
ot  be  divided.  Whenever  we  try  to  separate  style 
substance,  structure  and  function,  cause  and  effect, 
' and  mind,  we  inevitably  somersault  into 
shness. 

;runds  are  an  example  and  a common  source  of 
usion.  Bastard  words  like  sight,  behavior,  thought, 
action, digestion — such  should  beconverted  tothe 
ng”  form  to  indicate  that  they  are  abstractions,  half 
IS  and  half  verbs,  with  one  foot  on  the  ground  of 
ics  and  the  other  in  the  air  of  metaphysics.  This 
■rfection  of  language  is  further  illustrated  by  foolish 
s like  alcoholism  or  patriotism:  We  cannot  tell 
her  they  are  functioning  as  judgments  or  nouns  or 
notions  or  willingnesses  or  actual  behaviors, 
eaky,  too,  is  that  little  verb,  “is.”  it  is  often  mistaken 
lean  equivalency  or  identify.  In  the  proposition, 
is  sodium  chloride,”  the  “is”  does  mean  “equals” 
t balances  or  completes  the  equation.  But  when  we 
‘She  is  pretty”  or  “He  is  a Democrat”  or  “Smith  is  a 
nal,”  the  “is”  relates  not  to  the  subject  but  to  only 
af  its  various  uniforms  or  stereotypes  or  attributes  or 
ities.  Failure  to  make  this  distinction  forecloses  all 
r considerations,  a polite  way  of  indicating  narrow- 
ledness.  Any  statement  such  as  “He  is  diabetic”  or 
is  a surgeon”  should  alert  us  to  ask  whether  “is” 
t correctly  be  replaced  by  “has”  or  “does.” 
iwitting  “all-ness”  in  the  use  of  the  verb  “is” 
titutes  an  adjacent  quicksand  of  reasoning.  We 
tioned  that  cause  and  effect  do  not  reside  in  things 
■vents  but  in  the  vacuum  of  their  reciprocal 
onships.  The  point  is  hard  to  grasp:  One  thing  does 
ause  another.  Even  in  1982  weare asked:  Iscooking 
aluminum  utensils  the  cause  of  cancer?  Is  the 
ayal  of  violence  on  television  the  cause  of  juvenile 
quency?  The  sorrowing  father  of  the  man  who  shot 
)resident  and  his  companions  is  quoted:  “I  am  the 
? of  my  son’s  tragedy.”  (Whose  tragedy?) 

:iently  gathering  dust  in  their  museums  are  the 
ographers  and  other  experts  on  language.  They  wait 
I to  see  whether  this  or  that  neologism  or  gram- 
:al  error  has  had  sufficiently  vulgar  usage  to  merit 
sion  in  their  dictionaries.  They  wait  centuries  for 
lission  to  encase  a dried-up  word  or  phrase  as 
lete. 

are  actively  destructive  are  most  teachers  of  English, 
want  to  be  popular  at  the  childish  levels  of  their 
2nts  and  they  want  to  demonstrate  how 
locratic”  and  liberated  they  are.  So  they  ratify 
?tives  and  obscenities  which  simply  betray  lack  of 
ement  and  leaden  dullness  of  imagination.  With 
emic  superciliousness  they  resist  any  notion  that 
?ct  English  might  be preferabletotheinane garbage 
verhear  in  a barracks  or  a low  class  bar. 
is  is  not  just  elitism.  We  demand  clear  and  correct 


instructions  in  everything  from  traffic  control  to  the 
building  of  bridges.  One  had  rather  not  have  a surgeon 
who  operates  with  an  unscrubbed  thumbnail  or  a Stone 
Age  chisel.  The  operations  of  the  mind  are  not  less 
critical. 

In  the  history  of  reasoning  there  have  been  a few 
unsung  heroes  who  were  not  subservient  to  tradition 
and  who  called  attention  to  the  wasting  effect  of 
emergence.  Alfred  Korzybski  (“Science  and  Sanity”) 
comes  to  mind,  with  his  disciples  in  general  semantics. 
Maybe  in  a couple  hundred  years  the  law  and 
philosophy  and  psychiatry  will  begin  to  familiarize 
themselves  with  their  constructive  suggestions. 

A more  timely  candle  of  hope  has  appeared.  The 
programming  of  computers  may  finally  pull  into  focus 
the  need  for  rigidly  precise  wording  which  (alone) 
represents  clear  thinking. 

Once  upon  a time  a talented  and  ambitious  person 
could  enter  one  of  the  learned  professions  as  a stairway 
to  the  peerage.  Terms  like  estate,  as  in  the  fourth  estate 
of  journalism,  commonly  called  for  the  adjective, 
honorable.  Such  ideas  now  seem  archaic.  And  one  says 
“honorable”  with  tongue  in  cheek. 

The  learned  professions  have  an  opportunity  to 
reclaim  some  of  that  honor,  that  ancient  respect.  Unlike 
physics  and  the  other  sciences,  they  work  only  in 
language.  Language  in  turn  ought  not  have  to  depend 
(depend  means  hang  down)  on  usage  or  await 
emergence.  When  the  value  and  absolute  need  of  good 
English  are  realized,  then  our  reasoning  in  medicine  and 
law  and  religion  and  philosophy  may  approach  the 
beautiful  precision  and  progress  which  we  find  in 
science. 
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Case  History 

A 69-year-old  white  male  presented  with  six  months  of 
vague  upper  abdominal  pain  and  an  18  pound  weight 
loss.  He  had  experienced  nausea  and  noted  dark  urine 
and  clay  colored  stools  for  the  preceeding  three  weeks. 

Physical  examination  revealed  a jaundiced  elderly 
man  with  an  enlarged  liver.  The  laboratory  reported  a 
total  bilirubin  of  15.4,  direct  bilirubin  of  8.1,  and  alkaline 
phosphatase  of  420  (N1  = 30-100),  and  an  SCOT  of  126 
(N1  = 4-20).  The  patient  was  admitted  and  a radiologic 
study  performed. 

What  kind  of  study  is  this? 

What  do  the  radiographs  show? 

What  is  the  differential  diagnosis? 

What  therapy  could  be  offered? 


From:  Department  of  Radiology,  University  of  Arizona  Health  Scienes 
Center,  Tucson,  Arizona  85724. 
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Gas  Chromatography 
Mass  Spectrometry 
and  Medicine 

Much  of  the  health  of  the  human 
organism  is  determined  by  a complex 
system  of  biochemical  reactions.  These 
biochemical  reactions  or  processes 
involve  a large  number  of  specific 
compounds.  Quantitative  analysis  of 
these  compounds  in  body  fluids  thus 
gives  insight  into  the  health  of  an 
individual  patient. 

The  ability  to  analyze  blood  and  urine 
for  various  compounds  has  necessitated  a 
continual  evolution  of  analytical  tech- 
niques and  instrumentation  capable  of 
detecting  trace  amounts  of  critically 
important  biological  or  toxicological 
compounds.  Some  of  these  compounds 
have  proven  to  be  very  important  in  the 
control  of  heart  rate,  blood  pressure  and 
even  specific  aspects  of  personality  and 
behavior,  at  the  part  per  trillion  level. 
Other  groups  of  compounds  such  as 
pollutants  and  toxins  may  be  monitored 
to  be  certain  that  the  health  of  the 
organism  is  not  compromised. 

It  is  necessary  for  a research  center, 
such  as  the  Arizona  Health  Sciences 
Center,  to  have  the  capability  of 
providing  these  analyses.  We  are 
fortunate  in  that  we  presently  have  at  our 
disposal  a unique  "state-of-the-art” 
laboratory  which  offers  various  powerful 
tools  for  studying  complex  mixtures  of 
compounds  from  blood,  urine,  air,  water, 
or  virtually  any  organic  material  of 
interest.  The  “Laboratory  of  Analytical 
Chemistry  and  Mass  Spectrometry”  is 
administered  through  the  Department  of 
Pharmacology  in  the  College  of 
Medicine. 

The  charter  of  the  laboratory  is  to 
support  the  research  and  clinical  needs  of 
the  College  of  Medicine  and  the  citizens 
of  the  state  through  the  application  of 
analytical  techniques  such  as  gas  liquid 
chromatography  (GLC),  high  perform- 
ance liquid  chromatography  (HPLC),and 
gas  chromatography/mass  spectrometry 
(GC/MS).  The  latter  analytical  tool, 
GC/MS,  is  a powerful  technique  that  can 
identify  virtually  any  organic,  biological 
or  pollutant  substance  and  break  it  down 
to  its  component  parts  or  “fingerprint” 
for  unambiguous  identification. 

The  Laboratory  of  Analytical  Chemistry 


and  Mass  Spectrometry  uses  the  GC/MS 
in  its  daily  routine  to  provide  researchers, 
clinicians  and  state  health  personnel 
confirmation  and  analysis  of  various 
compounds  of  interest.  The  GC/MS 
provides  the  "fingerprint”  of  the 
compound  in  the  form  of  a hard  copy  or 
"spectra”  which  contains  various 
“spectral  lines”  or  relative  abundances  of 
chemical  elements.  By  studying  the 
“spectra”  one  can  actually  build  tbe 
chemical  compound  of  interest  in  a 
similar  manner  as  putting  together  a 
“jigsaw”  puzzle.  Therefore,  any  un- 
known organic  compound  such  as  a 
pollutant,  toxin,  or  poison  can  be 
identified. 

The  instrumentation  of  the  laboratory 
is  being  put  to  a number  of  uses  at  the 
Arizona  Health  Sciences  Center  and  by 
users  from  throughout  the  state.  In 
addition  to  analyzing  various  biological 
compounds,  the  GC/MS  is  being  used  to 
help  physicians  monitor  patients  who 
have  taken  “unique”  street  drugs  or  toxic 
substances  that  are  not  commercially 
available.  In  many  cases,  the  drug  or  toxin 
ingested  may  not  be  known  and  the 
GC/MS  is  the  only  analytical  instrument 
capable  of  identifying  it  so  that  proper 
therapy  can  be  started. 

Other  applications  consist  of  moni- 
toring air  and  water  for  potentially  toxic 
pollutants  such  as  trichloroethylene  (TCE) 
and  phthalate  esters  from  plastics.  The 
laboratory  is  currently  working  with  the 
Arizona  State  Department  of  Health 
Services  to  become  a primary  site  for  tbe 
analysis  of  water  and  air  pollutants.  It 
presently  monitors  tbe  environment  of 
the  clinics  and  laboratories  of  the  Arizona 
Health  Sciences  Center  for  any  problem 
substance  that  may  be  a concern. 

The  analytical  services  of  the  laboratory 
are  available  to  users  in  the  state  on  a cost 
of  service  basis.  This  important  resource 
for  research,  service  and  teaching  has 
added  a crucial  dimension  to  the 
maintenance  of  health  for  the  people  of 
Arizona. 


Thomas  P.  Davis,  Ph.D. 
Assistant  Professor 
Department  of  Pharmacology 
Arizona  Health  Sciences  Center 

Louis  J.  Kettel,  M.D. 

Dean 

College  of  Medicine 
Arizona  Health  Sciences  Center 
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The  “Growth  Disease” 
in  American 
institutionai  Medicine 

An  Open  Letter  to 
Physicians  and  Hospital 
Board  Members 

The  medical  system  has  become  huge, 
having  followed  an  explosive  industrial- 
type  growth  pattern.  Hospitals  and 
medical  centers  have  been  oriented  to 
expansion,  and  medical  administrators — 
both  lay  and  physician — have  been  bred 
according  to  the  growth  concept.  The 
rule  has  been  that  growth  equals  progress 
and,  hence,  success.  Hospital  leaders  are 
loath  to  give  up  this  measure  of 
achievement,  which  they  have  learned 
from  industry,  although  it  is  a concept 
that  leads  to  great  costs  in  money  and 
efficiency  and  that  runs  contrary  to  our 
social  needs. 

The  growth-oriented  administrators  of 
our  medical  institutions  are  generally 
supported  by  strikingly  passive  governing 
boards,  almost  always  consisting 
predominantly  of  businessmen,  who 
casually  provide  their  legal  authority  and 
psychological  support  to  the  admin- 
istration. The  resultant  growth  includes 
more  buildings,  more  facilities,  larger 
staff,  more  support  personnel,  more 
administrators,  and  more  power  concen- 
trated in  a central  administrative  office. 
Ironically,  the  boards  of  these  institutions 
allow  the  administrators  to  violate  good 
business  principles.  Examples  include  the 
expansion  of  physicial  facilities  and  the 
purchase  of  costly  equipment  without 
adequate  financial  resources  and  the 
increased  hiring  of  administrative 
planners  and  service  personnel  despite 
overburdened  budgets.  Thus,  patient- 
care  fees  are  forced  ever  higher  without 
due  consideration  to  the  long-term  con- 
sequences of  such  violation  of  good  fiscal 
practice. 

At  the  end  of  each  year,  hospital 
administrators  turn  to  the  community  to 
be  bailed  out  of  their  financial  deficits. 
Why  do  governing  boards  support  such 
patently  poor  business  practice? 
Unfortunately,  few  medical  institution 
board  members  become  experts  in  the 
provision  of  medical  care.  Most  are  far 
too  successful  and  busy  on  their  own 
economic  battlefields  and  fail  to  use  their 
management  and  financial  skills  in  their 
function  as  board  members.  Thus,  feeling 
inadequate  to  assess  medical-care 
provision  systems,  inspired  by  the  usual 
institutional  loyalties,  and  lacking  any 
personal  stake  in  the  fiscal  success  of  the 
institution,  they  do  not  effectively 


challenge  or  monitor  the  strong 
administrative  leadership  that  they  install. 

While  there  is  relative  fiscal  chaos  in  so 
many  hospitals  and  medical  institutions, 
increases  in  physicians’  fees  roughly 
parallel  the  rate  of  inflation.  Some 
medical  centers  have  wisely  resisted 
u n rest  rained  expansion  in  favor  of 
carefully  defined  goals.  It  should  also  be 
noted  that  there  is  a movement  in  the 
country,  a classic  capitalistic  approach, 
which  has  demonstrated  a remarkable 
ability  to  run  medical  institutions 
effectively — usually  pleasing  both  phy- 
sicians and  patients — and  to  make  a 
substantial  profit.  Corporations  that  own 
and  administer  hospitals  under  contract, 
particularly  in  the  South  and  Southwest, 
have  been  expanding  with  impressive 
speed.  These  organizations  have  learned 
how  to  control  administration,  how  to 
provide  for  selective  growth,  and  how  to 
make  a good  profit.  Unlike  the 
businessmen  on  nonprofit  hospital 
boards,  they  have  applied  their  business 
experience  to  the  management  of 
hospitals.  The  criticism  that  they  restrict 
their  activities  to  profit-making  areas  is 
undoubtedly  valid.  But  their  effective 
fiscal  policies  should  be  noted.  Such 
corporations  obviously  represent  a threat 
to  the  vast  number  of  hospital 
administrators  who  still  believe  that  the 
ultimate  bailout  for  financial  deficit  will 
come  either  from  the  government  or 
from  wealthy  donors.  The  political 
climate  suggests  that  the  former  will  be  an 
increasingly  unlikely  source  of  aid,  and 
the  latter  have  already  proved  to  be  a 
fickle  Galahad. 

The  lay  members  of  hospital  and 
medical  center  governing  boards  should 
carefully  assess  their  roles.  If  they 
conclude  that  they  have  been  passive  and 
have  inadvertently  been  aiding  and 
abetting  poor  fiscal  policies,  they  should 
either  become  experts  in  the  fiscal 
aspects  of  medical  care  provision 
systems — thus  properly  fulfilling  their 
responsibility  to  the  community — or 
consider  resigning.  Most  lay  members  of 
medical  boards  are  genuinely  interested 
in  serving  well;  such  service  must  include 
more  than  seeking  a strong  chief 
executive  officer. 

We  need  strong,  committed  boards 
with  members  who  will  take  real 
responsibility  for  institutional  fiscal 
sanity.  But  an  effective  hospital  board 
must  consist  of  physicians  as  well  as 
dedicated  lay  members  who  establish 
sound  financial  management;  the 
physicians  must  define  appropriate 
patient-care  goals  for  medical  insti- 
tutions. 

Physicians  should  sit  on  hospital  boards 
and  actively  accept  responsibility  for 
running  their  institutions.  They  should 
and  can  limit  costs,  and  they  can  do  so 
only  if  they  are  in  positions  of  authority. 


Physicians  know  what  is  needed 
effective  and  humane  patient  care 
can  recognize  what  is  superfluous 
what  is  essential.  Moreover,  if  they 
responsibility  and  authority,  they  ca 
held  properly  accountable  by 
community. 

The  medical  care  delivery  systerr 
gotten  out  of  hand.  We  must  unders 
that  our  society  requires  priorities 
that  certain  goals  take  precedence 
increasingly  complicated  mec 
technology.  The  development  of  me 
center  boards  composed  of  physi( 
who  understand  medical  care 
knowledgeable  laymen  committee 
sensible  fiscal  policies  of  restraint 
balance  would  do  much  to  bring  hos 
medical  care  out  of  its  present  i 
morass. 

Albert  J.  Miller.  M.D. 

Department  of  Medicine, 
Northwestern  Memorial  Hospital, 
Chicago,  Illinois 


Reprinted  with  permission  from  JA 
1982;247:469,  Copyright  1982,  Amei 
Medical  Association. 


A Time  of  High  Adventt 

Presented  to  the  House  of  Delegates  o 
American  Medical  Association,  June 
1982 


One  year  ago,  in  my  inaugural  add 
to  this  Association,  I said,  “The  Amer 
Medical  Association’s  agenda  for  the 
must  include  innovative  and  dyne 
cost  programs.  If  we  do  not  affirmati 
lead  the  private  sector  in  ( 
containment,  that  initiative  will  be 
from  our  grasp.” 

Last  December  at  the  Interim  Sessic 
said,  “Cost  of  medical  care  is  a leac 
national  concern.  . .”  In  the  ensuinj 
months,  that  concern  has  dramatic 
increased  to  an  explosive  level, 
today,  at  a time  of  great  anxiety  over 
fiscal  affairs  of  our  country,  the  dem 
for  innovative  and  dynamic  leader 
has  never  been  greater. 

Our  Nation’s  health  care  expendit 
in  1981  rose  to  about  $278  billion 
increase  of  12.7  percent  over 
preceding  year,  and  9.5  percent  of 
gross  national  product.  Hospital  expe 
tures  alone  rose  to  $112  billion,  ove 
percent  of  the  total.  The  nationv 
average  cost  of  hospitalization  is  ( 
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) per  day,  and  in  some  areas  higher, 
re  are  more  people  who  need  care, 
care  they  need  is  more  intense  and 
e complicated,  and  the  higher  cost  of 
care  intimately  reflects  our  national 
nomic  condition. 

jr  its  entire  life,  the  American  Medical 
relation  hasturned  itsfull  capability  to 
erment  of  the  public  health  through 
scientific  and  educational  programs, 
has  woven  a private  health  care 
=m  within  the  sturdy  fabric  of  profes- 
alism  and  freedom.  And  as  you  know, 
American  Medical  Association  has 
ertaken  a variety  of  activities  aimed 
dfically  at  cost  containment.  These 
rts  have  primarily  stressed  economics 
elivery  and  perforce  are  limited  by  the 
ities  of  inflation  and  the  national 
nomy.  An  added  thrust  is  needed, 
ist  December  I discussed  perspectives 
cost,  pointed  out  that  preventable 
!ss,  which  includes  trauma,  accounts 
one  half  of  our  total  health  care 
enditures,  and  I outlined  an  approach 
cost  containment  that  focused  on 
Licing  demand  for  health  care, 
,erving  quality  and  availability,  and 
great  potential  for  combined  health 
cost  benefits  through  prevention.  In 
light  of  current  economic  events,  and 
it  I sense  to  be  a surge  of  intense 
lie  interest  in  prevention  and  good 
Ith  habits,  I feel  compelled  to  further 
ance  this  somewhat  straightforward 
Tiise,  and  strongly  emphasize  again 
far  reaching  economic  and  public 
Ith  consequence  of  preventable 
?ss. 

eventable  illness  is  one  of  the  great- 
alagues  ever  to  beset  mankind.  It  kills, 
bles,  insidiously  erodes  our  health, 
quality  of  our  lives,  and  our  resources, 
truly  a modern  American  tragedy.  In  a 
le  year,  preventable  illness  alone 
T1S  as  many  American  lives  as  the 
id  total  of  all  American  lives  claimed 
>attle  wounds  in  all  the  wars  fought  by 
country  from  the  Revolution  in  1776 
)ugh  Viet  Nam. 

ardiovascular  disease,  our  leading 
je  of  death,  accounts  for  nearly  one 
of  our  annual  mortality.  Smoking  is  a 
or  etiologic  factor  in  cardiovascular 
ase.  Cancer  is  our  second  most 
ortant  cause  of  death.  The  American 
icer  Society  estimates  that  smoking 
aunts  for  30  percent  of  all  cancer 
ths,  about  129,000  Americans  this 
r,  111,000  from  lung  cancer.  The  total 
aber  of  premature  deaths  attributed 
moking  is  estimated  to  be  350,000  per 
r,  primarily  from  cardiovascular 
■ase  and  cancer. 

ccidents  are  the  third  leading  cause  of 
th  in  the  United  States,  and  claim  well 
r 100,000  lives  per  year.  Vehicular 
dents  alone  kill  well  over  50,000 
|ericans  every  year,  more  than  the  total 

n battle  wounds  in  Viet  Nam,  or 
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Korea.  In  addition,  every  year  there  are 
approximately  ten  million  non-fatal 
disabling  accidental  injuries  from  all 
causes  in  the  United  States,  and  about 
360,000  result  in  permanent  disability. 
Automobile  accidents  alone  cause  two 
million  of  those  non-fatal  disabling 
injuries,  again,  more  injuries  in  a single 
year  than  the  grand  total  of  all  the 
nonfatal  battle  wounds  sustained  by 
Americans  in  all  our  wars  from  the 
Revolution  in  1776  through  Viet  Nam. 

Alcohol  is  a major  factor  in  both 
accidents  and  disease,  accounts  for  one 
half  of  the  fatal  vehicular  accidents,  and 
about  one  half  of  the  deaths  from  falls, 
drownings,  burns  and  suicides.  Alto- 
gether, alcohol  is  estimated  to  cause 
about  205,000  premature  deaths  each 
year. 

Finally,  the  cost  of  preventable  illness  is 
as  devastating  and  tragic  as  the  conse- 
quences to  life,  health  and  happiness. 
According  to  federal  estimates,  prevent- 
able illness  accounts  for  at  least  one  half 
of  the  total  annual  health  care 
expenditures  in  the  United  States.  In  1981 
that  amount  was  $139  billion.  Even  a 
modest  five  percent  savings  would 
reduce  costs  in  a year  by  some  $9  billion, 
more  than  current  proposed  cuts  in 
federal  health  care  spending. 

In  my  opinion,  there  is  no  greater 
opportunity  simultaneously  to  better  the 
public  health  and  lower  health  expendi- 
tures than  prevention.  And  although 
prevention  actually  postpones  medical 
need  to  a later  time,  the  overall  benefits 
through  improved  productivity  and 
quality  of  life  will  provide  substantial 
human  profit. 

Therefore,  I call  upon  this  Flouse  of 
Delegates  and  the  American  Medical 
Association  to  lead  all  physicians,  and 
Americans,  in  an  aggressive  nationwide 
crusade  to  better  the  public  health  and 
conserve  our  national  resources  for 
health  care  through  prevention.  I ask  that 
you  adopt  the  following  action  plan: 

1.  Reaffirm  the  Association’s  past 
actions  that  pertain  to  the  health  hazards 
of  tobacco,  alcohol,  accidental  injuries, 
unhealthy  life  styles,  and  all  forms  of 
preventable  illness. 

2.  Intensify  the  Association’s  leader- 
ship in  promoting  better  health  for 
Americans  through  prevention. 

3.  Recognize  that  preventable  illness  is 
a major  deterrent  to  good  health  and 
accounts  for  a major  portion  of  our 
country’s  total  health  care  and  expendi- 
tures. 

4.  Actively  initiate  and  support 
appropriate  scientific,  educational,  and 
legislative  activities  that  have  as  their 
goals:  a)  prevention  of  smoking  and  its 
associated  health  hazards,  b)  avoidance 
of  alcohol  abuse,  particularly  that  which 
leads  to  accidental  injuries  and  deaths, 
c)  reduction  of  death  and  injury  from 


vehicular  and  other  accidents,  and 
d)  encouragement  of  healthful  life  style 
and  personal  living  habits. 

5.  Strongly  emphasize  the  important 
opportunity  for  savings  in  health  care 
expenditures  through  prevention. 

This  kind  of  plan  will  further  strengthen 
the  American  Medical  Association’s 
visible  leadership  in  matters  pertaining  to 
public  health,  will  signify  our  intent  to 
respond  positively  to  the  health  and 
economic  needs  of  our  country,  will 
enable  the  public  to  better  comprehend 
the  true  perspectives  and  realities  of  the 
health  care  cost  issue,  and  will  enhance 
our  overall  cost  containment  program.  It 
is  a plan  which  draws  upon  established 
Association  Policy,  such  as  proposed  by 
our  distinguished  Council  on  Scientific 
Affairs,  and  requires  only  a reshaping  of 
our  effort  with  minimal  additional 
expense.  But  it  will  be  a vital  and  vigorous 
undertaking,  and  one  which  will  clearly 
say  to  Americans:  “Your  better  health  is 
our  concern.’’  I ask  your  approval. 

As  a further  consequence  of  my  great 
concern  over  the  cost  issue,  I suggested  to 
this  House  of  Delegates  last  December 
that  we  "should  aggressively  promote  a 
fundamental,  coherent,  and  long  range 
national  policy  on  the  cost  of  medical 
care.  . .’’  and  that  such  a policy  should 
address  cost  containment  in  a way  that 
protects  quality  and  availability.  Your 
Board  of  Trustees  subsequently  approved 
and  expanded  this  proposal,  and  you 
have  it  before  you  at  this  session  in  Report 
S of  the  Board.  It  was  my  great  honor,  on 
behalf  of  the  Association,  to  carry  the 
message  of  our  intent  to  Congress  earlier 
this  year.  In  my  opinion,  the  project  to 
develop  a National  Health  Policy  will  be  a 
landmark  undertaking  for  the  Assoc- 
iation. I urge  you  to  give  it  your  most 
careful  consideration,  and  your  approval. 

For  seven  years  the  American  Medical 
Association  has  fought  Federal  Trade 
Commission  intrusion  into  the  medical 
profession.  We  spent  millions  of  dollars. 
We  have  gone  to  court.  When  the 
Supreme  Court  deadlocked  on  the  issue  a 
few  weeks  ago,  it  was  clear  there  would 
be  no  judicial  relief.  So  we  took  the  case 
to  Congress — and  now  people  are  paying 
attention.  But  there  is  much  misunder- 
standing about  the  American  Medical 
Association  rationale  and  about  the  FTC’s 
abilities.  Now  that  we  have  everyone’s 
attention,  we  must  clearly  make  our  case. 

We  believe  the  Congress  of  the  United 
States  did  not  intend  the  FTC  to  have 
jurisdiction  over  or  pre-empt  state  laws 
governing  the  professions.  The  FTC  was 
formed  to  have  jurisdiction  over  business 
and  industry.  In  our  battle  to  get  out  from 
under  unwarranted  FTC  attack,  the 
American  Medical  Association  has  been 
accused  of  asking  for  exemption  from 
federal  antitrust  laws.  That  is  simply  not 
true.  We  specifically  told  Congress  we  did 
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not  want  to  be  exempt. 

The  federal  antitrust  laws  are  enforced 
by  the  U.S.  Department  of  Justice  and 
serve  this  country  and  the  professions 
well.  What  we  ask  is  that  charges  of 
improper  conduct  by  professional  groups 
be  tried  in  courts  with  impartial  judges, 
not  tried  in  administrative  hearings 
before  salaried  employees  of  the  agency 
making  the  charges. 

Over  the  next  several  weeks,  we  must 
wage  a powerful  campaign  that  clearly 
convinces  Congress,  the  public,  the  press, 
and  our  membership  that  the  FTC  is  not 
capable  of  regulating  the  professions, 
that  it  does  not  have  the  expertise  to 
understand  the  kinds  of  judgments 
physicians  make  every  day  in  treating 
their  patients.  We  will  need  to  mobilize 
every  resource  of  organized  medicine, 
local,  state  and  specialty  societies  must 
join  forces  with  the  leadership  of  the 
American  Medical  Association  and  go 
forward — more  assertively  than  ever 
before.  The  time  is  now  and  the  issue  has 
never  been  more  important.  I ask  for  your 
support. 

The  American  Medical  Association  is  a 
great  cornerstone  of  freedom  in  our 
country,  and  we  have  fought  with 
courage  and  success  to  preserve  that  free 
environment  which  is  the  essential 
ingredient  of  true  professionalism.  I say 
again  to  you:  We  must  never  fail  in  that 
effort.  We  have  much  to  be  proud  of,  and 
I,  as  your  President,  am  extremely  proud. 
I am  proud  of  the  strength  of  the 
American  Medical  Association,  your 
response  to  the  call  to  build  membership, 
unity,  and  participation,  and  your 
dedication  to  our  goals  and  principles. 

I am  proud  of  our  vast  scientific  and 
educational  achievements,  the  great 
good  we  have  done  in  our  country,  and  in 
the  world,  as  we  reach  out  to  share  our 
rich  bounty  of  knowledge  and  capability 
with  others  less  fortunate.  I am  proud  of 
the  growing  enthusiasm  for  the  American 
Medical  Association  by  young  people — 
medical  students  and  house  officers — 
whom  I am  delighted  to  see  participate  so 
effectively  throughout  the  Federation,  in 
leadership  roles  within  this  House,  and 
now  so  capably  with  our  Board  of 
Trustees.  I am  proud  of  our  Auxiliary— 
the  equal  partners — who  share  our  goals, 
our  achievements  and  our  heartaches.  I 
am  proud  of  our  battle  to  free  professions 
from  the  unwarranted  intrusions  of  the 
Federal  Trade  Commission,  our  respon- 
sible policy  on  nuclear  warfare,  our 
proposed  National  Health  Policy,  our 
computer  technology,  our  plan  for 
continuing  medical  education,  our 
patient  medication  information  program, 
our  socioeconomic  monitoring,  and  the 
whole  incredible  array  of  people  and 
machinery  and  knowledge  and  actions 
that  make  our  great  Federation  come 
alive  and  move — day,  after  day,  after  day. 


I could  not  have  found  a more  thrilling 
time  to  be  your  president,  for  this  decade 
of  the  80s  will  stand  as  one  of  the  most 
exciting  and  memorable  times  in  the 
history  of  our  great  country.  We  are 
beholding  a political,  economic  and 
social  renaissance,  a dramatic  time  of 
renewal,  and  extraordinary  events  are 
taking  place.  And,  characteristically,  our 
Federation  stands  out  front.  1 am 
confident  it  will  stay  out  front. 

As  your  President  this  year,  1 have 
received  far  more  than  I possibly  could 
give.  My  professional  and  personal  being 
has  been  lavishly  enriched.  It  has  been  a 
time  of  exhilaration,  color,  and  of  great, 
high  adventure.  I humbly  thank  you  for 
giving  me  the  great  honor  to  serve  you. 

Daniel  T.  Cloud,  M.D. 

President, 

American  Medical  Association 


Chairman’s  Report 
Your  Health  Manpower 
Committee 

Too  many  physicians?  Too  few 
physicians?  Poor  distribution  of 
physicians?  Too  many  specialists?  Too  few 
primary  physicians?  These  questions  are 
being  asked  by  government,  industry, 
consumers  and  physicians.  The  answers 
to  these  questions,  as  it  applies  to  the 
physicians  in  the  State  of  Arizona,  are 
being  addressed  by  your  Committee  on 
Health  Manpower.  As  the  cost  of  caring 
for  the  sick  of  this  nation  continues  to 
escalate  faster  than  the  cost  of  most  other 
services  in  the  past  decade,  the  interest  in 
physician  manpower  continues  to  grow. 

In  1976,  Congress  commissioned  the 
Graduate  Medical  Education  National 
Advisory  Committee  to  assess  the  nation’s 
physician  manpower  needs  to  the  year 
2000  and  recommend  changes  in 
physician  education  to  accommodate 
those  projections.  Four  years  later  the 
report  was  made  to  the  Secretary  of  the 
Department  of  Health  and  Human 
Services.  In  spite  of  considerable  criticism 
concerning  the  accuracy  of  the  six 
volume  report  it  will  remain  the  standard 
for  decision  makers  until  a better 
physician  manpower  assessment  docu- 
ment is  available. 

The  essential  of  the  report  states  that 


there  will  be  an  excess  of  70,000  p 
sicians  by  1990  and  145,000  in  2000. 
lessen  the  potential  impact  of  this  glu 
physicians  on  the  nations  health  costs 
recommendations  were  made.  1 
majority  of  these  recommendatii 
affect  medical  training  in  some  way,  si 
as  reduction  of  medical  school  enr 
ment  coupled  with  an  alteration  in 
curriculum  to  both  discourage  ; 
encourage  certain  specialty  train! 
projected  to  be  in  either  excess  or  sh 
supply  by  the  Committee.  The  premisi 
the  CEMENAC  report  is  that 
counteract  the  presumed  surplus 
physicians,  government  regulatory  for 
must  be  put  in  place.  Your  He; 
Manpower  Committee’s  position  is  t 
such  government  intervention 
response  to  a needs  assessment  has 
proven  successful  in  the  past,  and  ther 
nothing  to  suggest  success  at  the  pres 
time.  It  is  known  that  arbitrary  regulat 
forces  stifle  opportunities  for  mark 
place  forces  to  operate. 

The  Health  Manpower  Committee 
also  focused  attention  on  the  operat 
of  the  National  Health  Service  Corps 
Arizona.  This  agency  attempts  to  pi, 
physicians  and  other  health  professior 
in  shortage  areas  through  its  scholars 
program.  Designated  shortage  ar^ 
assigned  by  the  NHSC  program  are  i 
always  consistant  with  opinions  of  hea 
professionals  in  those  locations.  Fort 
reason  local  input  is  being  soui 
through  ArMA  and  interaction  with  i 
American  Medical  Associatioi 
Physician  Placement  Service.  This  rr 
prove  to  demonstrate  that  an  effect 
working  relationship  between  gove 
ment  and  local  and  national  provii 
forces  to  solve  a complex  medi 
manpower  problem  can  work. 

Finally,  we  members  of  the  Hea 
Manpower  Committee  maintain 
constant  awareness  of  current  positic 
taken  by  other  licensed  hea 
practitioners  (chiropractors,  naturopat 
etc.)  and  allied  health  profession 
(nurses,  dentists).  Position  papers  h; 
been  developed  that  seek  to  insure  tl 
those  licensed  to  deliver  health  servii 
have  appropriate  education  and  train! 
to  adequately  serve  those  who  seek  th 
help. 

The  future  problems  involving  hea 
manpower  will  not  be  easy  to  solve  bul 
stated  by  Doctor  William  Holden  in  I 
New  England  Journal  of  Medicine,  Mar 
1, 1979,  “the  issue  of  physician  manpovi 
can  be  addressed  only  when  adequ; 
data  are  available  concerning  t 
regional  epidemiology  of  disease  a 
trauma,  the  medical  services  provid 
and  the  productivity  of  physicians.” 

Laurence  M.  Linkner,  M.D. 

Chairman 

Health  Manpower  Committee 
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Joseph  Blech,  M.D.  and  Grace  L.  Busch, 
M.D.,  Chandler,  were  among  the  more 
than  1,000  physicians  attending  the  34th 
annual  meeting  of  the  Illinois  Academy  of 
Family  Physicians  in  Chicago  in  May. 

Dennis  D.  Patton,  M.D.,  Tucson,  and 
Robert  E.  Stejskal,  M.D.,  Phoenix,  have 
been  selected  for  Fellowship  in  the 
American  College  of  Radiology  (ACR) 
and  will  receive  their  awards  at  the  ACR's 
annual  meeting  in  Boston  in  September. 

Philip  B.  Serlin,  M.D.,  Tucson,  was 
recently  appointed  Medical  Director  for 
St.  Mary’s  Hospital  and  Health  Center’s 
Spalding  Diagnostic  Center. 

William  A.  Sibley,  M.D.,  Tucson, 
professor  and  head  of  the  Department  of 
Neurology,  University  of  Arizona  Health 
Sciences  Center,  received  the  Hope 
Chest  Award  from  the  National  Multiple 
Sclerosis  Society  in  May.  The  award,  the 
society’s  highest  honor,  was  given  to  Dr. 
Sibley  for  his  scientific  and  clinical 
leadership  during  the  past  several  years. 

John  M.  Johnson,  M.D.,  Phoenix,  was 
reappointed  Councillor  to  the  State  of 
Arizona,  The  Southwestern  Surgical 
Congress,  at  that  organization’s  34th 
annual  meeting  in  Coronado,  California, 
in'  April.  Vice  Councillors  appointed  for 
tne  State  of  Arizona  are  Neil  C.  Clements, 
M.D.,  Tucson;  Robert  B.  Gilsdorf,  M.D., 
^nd  Robert  B.  Leonard,  M.D.,  Phoenix; 
Ijlichard  T.  McDonald,  M.D.,  Flagstaff; 
and  Dennis  E.  Weiland,  M.D.,  Scottsdale. 
Howard  D.  Cogswell.  M.D.,  George  H. 


Mertz,  M.D.,  and  MacDonald  Wood, 
M.D.,  Phoenix,  are  past  presidents  of  The 
Southwestern  Surgical  Congress. 

Meet  the  Press  — TFie  following 
physicians  presented  medicine’s  view  of 
the  news  when  they  were  interviewed 
recently  on  radio  and  television:  Thomas 
M.  Foreman,  M.D.,  Tucson,  appeared  on 
KGUN  TV  to  answer  questions  about  the 
rising  cost  of  insurance  and  its  effect  on 
physicians.  In  Phoenix,  Edward 
Sattenspiel,  M.D.,  explained  the  medical 
facts  concerning  the  royal  birth  to  viewers 
of  KTVK  TV;  John  Bruner,  M.D.,  discussed 
the  fiber  diet  and  its  relationship  to 
cancer  on  KPNX  TV;  and  ArMA’s  immed- 
iate past  president,  Clyde  W.  Kurtz,  M.D., 
told  the  KTAR  radio  audience  what 
physicians  were  doing  about  health  care 
costs. 


What  They  Are  Saying 

Same  Story — Different  Verse. 

A Medical  Riddle 

“It  puzzles  me  that  if  everyone’s 
physician  is  great,  how  is  it  that  all  of 
medicine  is  looked  upon  as  bad?’’ 
Michael  I.  Frelich,  M.D.,  LACMA 
Physician,  June  21,  1982. 

“My  doctor  is  nice;  every  time  I see  him 
I’m  ashamed  of  what  I think  of  doctors  in 
general.”  — Mignon  McLaughlin. 


Louis  J.  Kettel,  M.D.,  Dean  of  the  College  of  Medicine  accepts  a check  for  $12,691.46 
from  Jeanne  Weiland,  Chairperson  of  the  Arizona  Medical  Association  Auxiliary’s 
Education  and  Research  Foundation.  The  unrestricted  grant  was  presented  at 
ArMA’s  recent  91st  annual  meeting. 
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Radiology  Case  of  the  Month  Continued 


Answer: 


The  study  is  a Percutaneous  transhepatic  cholangio- 
gram.  There  is  “encasement”  and  partial  obstruction  of 
the  bile  ducts  (curved  arrow).  Contrast  has  passed 
through  the  sphincter  of  Oddi  into  the  duodenum 
(straight  arrow).  The  differential  diagnosis  includes 
metastases  to  the  porta  hepatis,  cancer  of  the  bile  ducts, 
cancer  of  the  pancreas,  and  cancer  of  the  gall  bladder. 
Since  CT  and  ultrasound  had  revealed  liver  metastases,  a 
catheter  was  placed  percutaneously  into  the  dilated 
distal  bile  ducts.  This  paliative  procedure  allowed  relief 
of  the  obstructive  jaundice  without  major  surgery.  The 
patient  eventually  succumbed  to  his  disease,  and  an 
autopsy  revealed  widely  metastatic  bile  duct  cancer. 

Cholangiocarcinoma  occurs  in  the  elderly  and  isoften 
associated  with  liver  disease,  gall  stones,  ulcerative 
colitis,  and  biliary  fibrosis.  Infestations  of  Clonorchis 
sinensis,  the  Chinese  Liver  Fluke,  increase  the  risk  of 
cholangiocarcinoma  in  Vietnamese  and  other  Oriental 
immigrants. 

The  presenting  symptoms  are  vague  upper  abdominal 
pain,  malaise,  nausea,  and  weight  loss,  jaundice  occurs 
with  obstruction  of  bile  ducts.  Most  patients  die  within 
four  to  six  months  of  the  initial  symptoms. 

Percutaneous  transhepatic  cholangiography  with  a 
“skinny  needle”  is  a relatively  safe  procedure.  It  helps 
differentiate  between  obstructive  and  hepatocellular 
jaundice.  It  defines  the  anatomy  and  narrows  the 
differential  diagnostic  list.  Often  a decompressing 
catheter  can  be  placed  during  the  same  procedure 
relieving  the  jaundice  and  its  unpleasant  symptoms. 
Both  reduction  of  surgical  mortality  and  prolonged 
survival  of  nonoperated  patients  can  be  accomplished 
by  percutaneous  catheter  drainage. 
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Medical 

1^1  History 

J 

lie  Practice  of 
sdicine  By  Four 
Inerations  of  the 
Slick-Dodge  Family 

icompassing  the  years 
20  through  1982 

mont  W.  Melick,  M.D. 


tor: 

in  W.  Kennedy,  M.D. 


oduction 

will  first  introduce  you  to  the  indi- 
lals  who  make  up  the  four  gener- 
ns  of  physicians  who  have  practiced 
Heine  within  the  confines  of  the 
ted  States.  I will  then  make  some 
:inct  remarks  about  each  one  so  that 
know  where  and  how  they  practiced, 
I a few  remarks  as  to  my  opinion  as  to 
r dedication  and  accomplishment, 
ne  of  the  most  delightful  discoveries  I 
le  in  my  research  for  this  paper  has  to 
with  my  Great  Grandmother  Sally 
Ige  Morris.  At  age  82  she  wrote  of  her 
erience  on  the  wild  Western  frontier 
I will  excerpt  from  her  memory  of 
le  times  so  that  you  know  that 
ternized  easterners  were  a hardy  and 
lurceful  group  of  individuals  who 
f from  day  to  day  with  danger  and 
th  not  far  away.  The  four  physician 
estors  were: 

Leonard  Dodge. 

r.  Leonard  Dodge  was  a medical 
Honary  among  the  Osage  Indians.  He 
ned  his  medicine  by  rote  from  one  Dr. 
liam  Belcher,  with  his  beginning 
:hing  dated  as  of  1820  when  he  was  16 
rs  of  age.  At  the  age  of  20  he  was  as 
I versed  in  the  methodology  of  the 
:tice  of  medicine  as  could  be  obtained 
n Dr.  Belcher,  and  he  was  thereafter 
his  own.”  He  may  have  administered 
he  Indians  but  bis  main  concern  was 


rented  to  the  historians  at  The  Arizona 
>eum  on  March  7,  1982. 


for  the  emigrants  from  the  east  who  took 
on  the  assignment  of  establishing  two 
missions  in  the  Osage  country — the 
Harmony  Mission  and  the  Boudinot 
Mission  under  the  leadership  of  his 
father,  a well  regarded  and  capable 
Congregationalist  minister  from  Massa- 
chusetts, Nathaniel  Brown  Dodge. 

Dr.  Wesley  Melick. 

Dr  Wesley  Melick  obtained  a formal 
four  year  medical  education  at  the 
University  of  Pennsylvania.  He  departed 
Pensylvania  for  Missouri  soon  after 
graduation  on  the  advice  of  his  first 
cousin.  Dr.  Josephus  Leidy,  who  was  his 
anatomy  teacher  during  his  freshman 
year  in  medical  school  1853.  He  settled 
seven  miles  from  Nevada,  Missouri,  in  a 
small  village  called  Horton,  and 
established  himself  in  practice  with  a Dr. 
Redfield.  He  was  a well  regarded  phy- 
sician, and  a serious  farmer  and  raised  and 
cured  hogs  as  an  addendum.  He  was 
known  over  Southern  Missouri  as  the 
owner  and  landscape  artist  for  Evergreen 
Farm. 

Dr.  Prince  Albert  Melick 

The  name  is  astonishing  to  most  people 
as  they  presume  that  he  was  a prince  with 
the  blue  blood  of  English  nobility 
coursing  through  his  veins.  Not  so  at  all. 
The  name  is  explained  by  the  fact  that  his 
mother  was  an  anglophile.  He  was  born  in 
1869  and  as  you  will  readily  recall  this  was 
during  the  hey  day  of  Queen  Victoria, 
and  Prince  Albert  was  the  consort. 
Although  I never  heard  my  father  remark 
about  his  mother’s  choice  of  names,  I can 
assure  you  that  he  never  introduced 
himself  to  anyone  as  “Prince  Melick”.  He 
was  content  with  the  cognomen  of  “Doc 
Melick”  although  his  classmates  in 
medical  school  gave  him  surcease  from 
the  awkward  Prince  Albert  by  calling  him 
Duke.  My  mother,  Cora  Desiree  Wilson 
Melick,  never  called  him  Prince  except 
on  one  occasion.  She  was  mightily 
irritated  with  him  for  something  I cannot 
recall.  To  emphasize  her  irritation  she 
emptied  a handy  gravy  boat  over  his 
head,  gave  him  a rap  with  the  empty  gravy 
boat  and  said:  “Prince  I trust  I am  coming 
in  loud  and  clear.” 

My  father  practiced  in  Williams  for  34 
years  after  one  year  of  practice  with  his 
father  in  Missouri.  His  father  advised  him 
to  go  West  to  a milder  climate  when  he 
came  near  death  with  pneumonia  that 
first  year  in  practice. 

It  is  curious  that  my  father  did  not  seek 
a formal  four  year  education.  I think  this 
can  be  explained  on  the  fact  that  he 
wanted  to  get  married  and  it  was  too 
much  bother  to  delay  marriage  by  four 
years  of  formal  education.  So  he  attended 
a proprietary  medical  college  Beaumont 
Medical  School  where  they  graduated 
him  at  the  end  of  two  years.  At  age 
twenty-three  he  was  a “full  fledged” 
doctor  and  married  to  Cora  Desiree 


Wilson.  In  these  days  of  extensive  study 
demanded  of  each  and  every  physician, 
be  they  allopathic  or  osteopathic,  it  seems 
obvious  that  my  father  was  ill  prepared  to 
treat  the  lame,  the  halt,  the  blind,  or  the 
sick  of  any  kind.  He  learned  his  medicine 
by  practicing  on  patients.  This 
connotation  “practicing”  differs  from  the 
present  day  connotation  which 
guarantees  that  no  modern  doctor  gets  to 
treat  a patient  until  he  is  well  indoc- 
trinated and  given  approbation  by  his 
medical  teachers,  beginning  in  medical 
school,  through  internship  and  specialty 
training.  Possibly  the  categorization  of  my 
father  as  a cross  between  a minister  and  a 
doctor  was  the  proper  one.  He  was  able  to 
create  a certain  charisma  that  allowed  his 
patients  to  believe  that  he  knew  every- 
thing about  everything.  His  mistakes  (and 
there  were  some  of  these)  were  passed  off 
as  the  will  of  God  without  any  thought  of 
malpractice.  He  practiced  medicine 
exactly  like  the  old  grizzled  airplane 
pilot — by  the  seat  of  his  pants,  hoping  for 
miracles  to  keep  him  out  of  trouble. 
Dermont  Wilson  Melick,  M.D. 

Dermont  Wilson  Melick,  M.D.  was 
born  in  the  territory  of  Arizona, 
(Williams,  Arizona)  in  1910, and  remained 
in  Williams  until  age  17  when  I attended 
the  University  of  Arizona,  graduating  in 
1931.  I attended  my  grandfather’s  medical 
school  (University  of  Pennsylvania)  grad- 
uating in  1935.  I took  a two  year  internship 
at  the  Graduate  Hospital  in  Philadelphia 
and  went  directly  from  there  to  Williams 
to  take  over  the  practice  of  my  father 
(who  died  in  1934)  and  act  as  Super- 
intendent of  the  Williams  Hospital 
(constructed  by  my  father  in  1898).  I 
remained  in  general  practice  for  fourteen 
months,  then  decided  I wanted  to  be  a 
surgeon. 

I took  a postgraduate  nine  month 
course  in  surgery  at  the  Graduate  School 
of  Medicine,  University  of  Pennsylvania.  I 
went  from  there  to  a residency  in  surgery 
at  the  University  of  Wisconsin  for  three 
years,  capping  off  my  medical  education 
with  a residency  in  Thoracic  Surgery  at 
the  University  of  Michigan  before 
returning  to  the  University  of  Wisconsin 
as  an  instructor  in  surgery. 

I met  and  married  Dorothy  Helen 
Marvel  in  Madison,  Wisconsin  and  our 
first  son  Richard  was  born  there.  I made 
the  move  to  Phoenix,  Arizona  in  1945  to 
accept  a partnership  with  Dr.  Fred 
Holmes  and  Dr.  Howell  Randolph.  This 
partnership  lasted  twenty-two  years. 

I then  went  to  the  College  of  Medicine 
in  Tucson  as  Professor  of  Surgery  (the  first 
such  appointment  in  that  school)  and 
Director  of  the  Arizona  Regional  Medical 
Program.  I remained  in  harness  in  the 
College  of  Medicine  for  nine  and  one  half 
years.  I finally  decided  I liked  Phoenix 
better  than  I liked  Tucson  so  I returned 
here  in  1977  to  accept  an  offer  with  my 
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previous  partner.  Dr.  Austin  Grant,  and 
the  recently  arrived  Dr.  Neil  Steinhoff  to 
become  a partner  in  Phoenix  Heart  and 
Lung  Surgeons. 

Due  to  age  and  certain  physical  dis- 
abilities I “hung  up  the  gloves’’  of  clinical 
practice  as  of  June  1,  1981,  much  to  the 
relief  of  my  surgically  involved  partners, 
who  made  it  plain  that  there  are  old 
surgeons  and  there  are  bold  surgeons  but 
neither  one  is  conducive  to  a smooth 
working  surgical  team  committed  to  the 
take-over  of  all  of  the  cardiac  and  pul- 
monary surgery  in  Phoenix.  I therefore 
took  a General  MacArthur  powder  and 
faded  away  in  the  mists  of  yesteryear. 

Not  to  be  discouraged,  I now  am 
deeply  involved  in  the  practice  of 
Administrative  Medicine,  and  with  my 
son  Richard  I am  looking  forward  to  the 
activation  of  the  Sahuaro  Medical  Arts 
Foundation.  This  is  a foundation  I 
organized  in  1961  and  the  President  of  the 
Foundation,  my  son  Dick,  is  gung  ho  to 
get  it  activated  and  on  the  road  in  the  near 
future. 

We  can  now  turn  to  the  group  as 
physicians  as  they  appear  to  me  in  their 
chosen  profession  and  how  they 
conducted  their  practices  for  the 
conservation  of  the  health  of  their 
patients. 

Dr.  Leonard  Dodge. 

Unfortunately  I cannot  report  any 
especially  good  or  bad  points  about  his 
practice.  It  is  obvious  that  he  was  as  much 
of  a missionary  as  he  was  a physician  and  it 
has  made  me  wonder  why  he  did  not 
follow  in  the  footsteps  of  his  father 
Nathaniel  Brown  Dodge  as  one  would 
have  expected  one  of  the  sons  to  do  this. 
Nathaniel  Junior  was  killed  by  the  Indians 
before  he  had  a chance  to  make  up  his 
mind  what  he  wanted  to  do  with  his  life. 
We  can  be  sure  that  Leonard  had  a good 
deal  of  intestinal  fortitude,  as  he  ran  the 
risk  of  suffering  the  same  fate  as  his 
brother  on  at  least  one  occasion.  His  sister 
Sally  Dodge  describes  his  action  when 
confronted  by  an  Osage  Indian  brand- 
ishing a tomahawk  and  bent  on  taking  the 
scalp  of  Leonard.  This  Indian  buck 
pushed  his  way  into  the  cabin  where  Sally 
and  Leonard  were  housed  and  made  no 
bones  about  the  fact  that  he  was  on  the 
war  path.  As  he  approached  Leonard  with 
mayhem  in  mind,  the  doctor  picked  up  a 
long  metal  pole  used  for  log  placement  in 
the  fireplace  and  before  our  Indian  friend 
knew  what  was  up,  he  was  confronted  by 
Leonard  who  rammed  the  pointed  end  of 
the  fireplace  iron  into  the  middle  of  his 
belly.  Sally  said  “Tbe  doctor  punched  the 
Osage  out  the  door.”  He  departed 
grunting  and  groaning  from  a very  sore 
belly  and  he  never  returned. 

Not  to  be  outdone  by  her  brother,  Sally 
had  an  even  more  hair-raising  experi- 
ence. She  was  sitting  in  the  cabin  door 
amusing  one  of  the  children  when  seven 

536  AUGUST  1982  • XXXIX  • 8 


of  the  Osages  presented  themselves  with 
the  terse  demand  that  the  white  lady 
bring  to  them  all  of  the  cooking  utensils  in 
the  cabin.  She  could  speak  their 
language.  This  was  the  first  surprise  they 
had.  Nevertheless,  the  Indians  began 
twanging  the  buckskin  strands  on  their 
bows  and  making  motions  as  if  they  were 
going  to  use  Sally  for  target  practice. 
Using  decisive  and  loud  Osage  Indian 
language  she  said  she  would  not  give 
tham  anything  at  all.  As  they  lingered  and 
pow-wowed  Sally  picked  up  a club  and 
made  a run  at  the  group.  The  combin- 
ation of  her  speaking  the  language  of  the 
Osage  and  the  fact  that  she  was  a 
beligerent  female  made  the  Indians 
believe  she  was  a devil  in  disguise  and 
they  departed  on  a high  gallop.  One 
wonders  if  they  might  have  been 
influenced  by  the  fact  that  most  Indians 
labor  under  a “matriarchy,”  and  they 
were  simply  responding  to  the  command 
of  a mother  figure.  The  length  of  time 
Leonard  remained  in  the  Osage  Country 
is  unknown.  Sally  departed  for  California 
in  a Conestoga  covered  wagon  and  she 
never  set  down  any  further  tales  of  the 
fate  of  Leonard  or  her  father  Nathaniel. 
Dr.  Wesley  Melick: 

I visted  my  father’s  home  in  Horton, 
Missouri  on  only  one  occasion  when  I was 
around  four  years  old.  I remember 
Wesley  as  a tall,  dark,  dour  man  who  had 
long,  boney,  Lincolnesque  hands.  The 
latter  I recall  as  my  mother  asked  him  to 
take  me  to  the  pig  pen  and  watch  them 
slop  the  hogs.  I remember  my  small  hand 
in  his  large  one  as  we  walked  down  to  see 
this  interesting  morning  ritual.  The  smell 
convinced  me  at  that  early  age  that  hogs 
were  not  then  nor  were  they  ever  to  be 
my  cup  of  tea. 

Dr.  Wesley’s  saddle  bags  are  here  for 
your  viewing.  He  made  his  rounds  on 
horse- back.  He  was  often  gone  for  days  at 
a time  in  case  he  had  a number  of  women 
wbo  were  about  to  deliver.  He  lived  by 
the  word  of  God.  It  was  a ritual  each 
evening  to  gather  round  the  fireplace  and 
read  from  the  Bible.  Sunday  was  spent  in 
the  usual  religious  services  at  the  nearest 
church.  My  father  was  thoroughly 
indoctrinated  in  this  routine  but  when  he 
finally  managed  to  escape  this  envi- 
ronment he  never  attended  church  or 
read  from  the  Bible.  He  never  made  any 
attempt  to  carry  out  the  same  kind  of 
religious  discipline  with  his  three  sons.  He 
said  at  one  time  that  he  had  had  his  fill  of 
religion  as  a youngster  and  he  put  his 
belief  in  the  fact  that  if  one  lived  a clean 
wholesome  life  with  dedication  to  the 
care  of  the  sick  that  St.  Peter  would  treat 
him  kindly  despite  his  disavowance  of 
religion  as  an  adult. 

Wesley  visited  Prince  only  one  time  in 
Williams,  Arizona.  I was  not  born  at  that 
time,  but  I do  know  my  Dad  (who  was  an 
avid  hunter)  took  him  out  in  the  woods 


hunting.  There  is  a photo  preserved 
that  occasion.  They  managed  to  kill  th 
deer  on  that  hunt. 

Wesley  joined  up  with  the  Union  ar 
and  was  given  a commission  as  a Ma 
The  abdominal-aortic  “tourniquet” 
carried,  and  evidently  used,  is  here  in 
memorabilia.  It  appears  to  me  to  b 
useless  piece  of  equipment  as 
presumably  would  close  off  the  aorta 
extreme  external  pressure  by  usinj 
metal  screw  device.  It  was  something 
be  doing  when  it  was  obvious  a sole 
was  bleeding  to  death.  Wesley  carrie 
flutethroughthewarwhichhecouidp 
with  some  facility,  but  I never  heard 
saw  him  use  it.  My  mother’s  father  \ 
Lorenzo  Wilson,  and  I mention  him 
passing  only  to  tell  you  that  he  fought  i 
surrended  with  Lee  at  Appamatox. 
seems  paradoxical  that  my  Uni 
oriented  father  and  and  my  mother 
dedicated  supporter  of  General  Rober 
Lee  and  the  south)  could  find  things 
common  to  allow  marriage,  but  that’s 
way  it  turned  out.  My  mother  to  her  dy 
day  bewailed  the  fact  that  Lee  ran  oui 
food.  She  was  convinced  a victory  by 
South  was  much  to  be  hoped  for  at 
time.  In  my  medical  school  days  we  ha 
goodly  number  of  Southern  gentlerr 
studying  in  Philadelphia.  I can  assure) 

I was  well  received  when  I told  about 
granddad  Wilson  and  General  Lee.  Its 
occasionally  better  to  make  talk  about' 
North  and  again  I turned  chameleon  a 
professed  that  my  granddad  Melick  v 
for  Lincoln  all  the  way. 

Wesley  became  known  throughi 
Southern  Missouri  for  his  beautiful  fa 
(which  he  called  Evergreen  Fat 
because  of  the  evergreen  trees 
planted  in  a large  expanse  in  front  of 
house.  He  trimmed  these  evergret 
meticulously  and  when  he  was 
doctoring,  or  farming  or  slopping 
hogs  he  was  up  and  down  a 15  foot  ladi 
making  his  evergreen  trees  look  preti' 

Wesley  had  occasion  to  discipline 
father  and  his  brother  Victor.  The  he 
discipline  made  them  restless  a| 
resentful.  I understand  they  “jumpi 
freight  trains”  all  the  way  to  Tucs 
Arizona  and  then  decided  that  starvat  i 
was  not  a way  to  go.  They  returned' 
Horton,  Missouri  much  chastened.  ‘ 

Wesley  practiced  until  age  seventy 
lived  a quiet  life  up  until  age  91.  One  f ' 
day  my  grandmother  Mary  Ann  Buri« 
Choate  Dodge  Melick  was  found  deaC 
bed  (age  84).  Thereafter  Wesley  refuiJ 
food  and  he  died  30  days  later.  One  fi 
remark  about  Wesley  is  not  a happy  o' 
He  disowned  his  first  born,  Anna  ' 
marrying  a man  of  whom  he  did  i 
approve.  Anna  was  heartbroken,  F 
determined.  She  died  in  childbirth  af 
producing  three  sons  (by  Whitfield' 
have  never  been  able  to  understand  h 
my  grandfather  could  have  been  cr 


lUgh  to  do  this,  but  I presume  there 
two  sides  to  every  story. 

ice  Albert  Melick. 

rince  Albert  Melick,  as  I remarked 
piously  practiced  medicine  by  the  seat 
his  pants.  He  was  kindly,  ever 
□mistic,  overly  trustful  of  his  fellow 
1,  and  one  who  was  either  loved  or 
ply  regarded  by  anyone  touching  his 
He  was  a pre-Will  Rogers  advocate  in 
he  never  met  a man  hedidn’t  like.  He 
er  had  a critical  word  to  say  about 
one,  at  least  not  in  my  presence.  He 
y believed  in  doing  unto  others  as  he 
jld  have  them  do  unto  him.  He  never 
d a profane  word  or  at  least  he 
ided  such  language  in  my  presence.  I 
ned  early  in  my  childhood  and  youth 
ly  profane  words  which  I used  so 
n and  to  such  an  extent  that  I received 
one  and  only  licking  from  my  father 
) insisted  such  foul  words  be 
;otten. 

e was  a tireless  practitioner  of 
Jicine.  As  a child,  I can  remember  him 
vering  the  phone  at  night  and  very 
luently  following  that  with  a trip  to  the 
bed  of  the  one  in  distress.  This  would 
sometimes  two  or  three  times  per 
It.  He  truly  practiced  twenty-four 
rs  a day  all  of  his  professional  life, 
lere  was  one  two-week  period  each 
• when  he  departed  for  the  hunting 
jnds  and  he  was  not  to  be  found.  This 
us  started  on  his  birthday,  October  15, 
ended  on  November  first.  When  he 
ted  he  believed  in  walking  at  full 
le  hour  after  hour.  I found  I could  not 
p up  with  this  pace  and  when  we  were 
lotion  an  hour  or  so  I was  glad  for  him 
arry  my  gun  for  me,  as  I had  lost  all 
rest  in  the  deer  we  were  after.  He  was 
best  rifle  and  shotgun  shot  in 
them  Arizona.  I have  in  my  pos- 
ion  the  large,  solid  silver  cup  he  won 
922  as  Northern  Arizona  Champion 
trap  shooting.  I also  have  the  cup  I 
1 in  the  same  year.  It  is  exactly  the  size 
thimble  and  my  only  consolation  is 
I won  it  by  being  a better  shot  than 
's  medical  competition — a Doctor 
ner  Jeffries. 

ly  father  and  another  Missourian 
ided  it  was  high  time  to  bring  utilities 
Williams.  Between  them  they 
structed  a light  plant.  They  erected 
t poles  on  some  of  the  prominent 
lers  of  the  streets.  My  Uncle  Victor 
hired  to  turn  the  lights  on  in  the 
ning  and  off  in  the  morning.  The  light 
It  looked  like  a huge  success.  The 
iams  Hospital,  which  was  also  built  by 
ce,  was  the  first  to  have  electric  lights 
the  first  to  have  steam  heated 
ators  for  warming  the  hospital, 
nagine,  the  shock  it  must  have  been  to 
concerned,  but  particularly  to  my 
er  and  his  partner  when  the  light 
It  burned  to  the  ground  one  cold 
ter  night.  No  attempt  was  made  to 
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The  minutes  appearing  in  this  section 
have  been  condensed.  A complete  copy 
of  the  minutes  will  be  sent  to  any 
member  requesting  them. 


EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on  June 
18,  1982. 

Dr.  Sarn,  Director  of  the  State  Depart- 
ment of  Health  Services  reported  on  the 
status  of  the  AHCCCS  program.  He 
advised  that  the  emergency  rules  and 
regulations  had  been  issued  and  they 
would  be  followed  by  the  final  rules  and 
regulations.  Public  hearings  are 
scheduled  to  begin  on  Monday,  June  21 , 
and  McDonnell  Douglas  has  been 
selected  as  administrator.  Great  interest 
has  been  shown  by  provider  groups  in 
Pima  and  Maricopa  Counties,  with 
medium  interest  in  three  of  the  smaller 
counties  and  none  in  those  remaining. 

Subjects  which  were  additionally 
touched  on  by  Dr.  Sarn  were:  Certificate 
of  Need  activities;  budget  cuts  which 
had  affected  many  of  the  department’s 
services,  including  Crippled  Children’s 
Hospital;  changes  in  health  planning 
and  HSAs;  and  the  existing  need  for 
assistance  for  the  maternal  and  child 
health  programs  carried  on  by  the 
department,  which  are  currently  sup- 
ported primarily  by  contributions  from 
physicians  and  hospitals. 

The  committee  reviewed  and  dis- 
cussed the  policy  statement  issued  by 
Dr.  Oakley  regarding  legal  protection 
for  team  physicians  and  others  and 
published  in  the  6/1 1/82  Medical  Memo. 
It  was  moved  and  carried  to  approve  and 
ratify  the  policy  statement  by  Dr.  John  E. 
Oakley  on  behalf  of  the  Arizona  Medical 
Association  made  on  June  11,  1982, 
regarding  legal  protection  for  team 
physicians  and  others,  the  statement  is 
attached  as  “Exhibit  A”  and  by  refer- 
ence made  a part  of  these  minutes.  (A 
copy  of  the  statement  can  be  obtained 
from  the  ArMA  office  and  will  not  be 
reprinted  here). 

It  was  moved  and  carried  that  a letter 
be  drafted  to  the  members  of  the  Arizona 
Medical  Association  again  setting  forth 
what  the  “Good  Samaritan"  law  is;  the 
recent  decision  of  the  Arizona  Superior 
Court  which,  if  upheld,  could  have 
significant  impact  on  the  current  law; 
and  the  ongoing  activity  of  the 


rebuild  as  the  city  fathers  decided  it  was 
time  for  incorporation  and  time  for  the 
responsibilities  of  utilities  to  be  assumed 
by  the  town  of  Williams. 

Dad  went  broke  twice  in  the  cattle 
business,  once  in  the  copper  mining 
business,  once  in  the  lumber  business  and 
finally  to  cap  it  all  his  dream  of  colonizing 
Carrizo  Springs,  Texas  went  a glimmering. 
He  had  visions  of  a small  city  which  he 
named  Denton  Colony  as  an  agricultural 
haven  for  emigrants  from  the  East.  It 
proved  to  be  an  expensive  and  totally 
unsuccessful  venture.  In  all  of  this 
recounting  for  you  at  this  time,  I am  sure 
you  must  have  concluded  that  Prince  was 
either  snake  bit  or  he  was  totally  ignorant 
of  every  venture  he  launched.  Could  be, 
but  an  old  friend  of  his  said  this  to  me, 
“your  father  was  a poor  business  man  but 
he  had  a heart  of  gold  and  the  moral 
strength  of  a lion — he  had  misadventures 
but  he  never  uttered  a word  of  complaint 
and  he  never  looks  back.  He  is  the  true 
optomist  in  that  he  sees  tomorrow  as  a 
new  day  of  surprise  and  opportunity  and 
he  looks  to  the  future  with  the  wide  eyed 
innocence  of  a new  born  babe.” 

In  the  deep  Winter  of  1934  he  was 
called  at  night  to  go  see  an  old  cowboy 
friend  of  his,  Tom  Wagner,  who  lived  ten 
miles  distant  from  Williams.  Dad  was  sick 
himself,  and  my  mother  tried  to  get  him 
to  ask  Dr.  Rounseville,  or  Dr.  Jeffries  to 
make  the  call.  With  snow  three  feet  deep 
and  the  usual  cold  of  winter  my  father  got 
out  of  his  sick  bed  to  care  for  his  friend. 
Ten  days  later  he  died  of  pneumonia  in 
the  Santa  Fe  Hospital  in  Los  Angeles,  April 
16,  1934. 
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Association  as  it  relates  to  sports 
injuries,  their  treatment,  and  the 
physicians  involved. 

It  was  further  moved  and  carried  that 
the  section  on  Sports  Medicine  of  the 
Professional  Committee  be  delegated 
1)  to  develop,  with  the  assistance  of 
ArMA’s  legal  counsel  and  others, 
recommendations  for  legislative 
changes  which  would  provide  greater 
protection  for  those  physicians  involved 
in  athletic  events  and  the  care  of  sports 
injuries;  2)  to  attempt,  via  the  Depart- 
ment of  Education,  to  obtain  school 
participation  in  the  provision  of  such 
protection;  and  3)  to  develop  a program 
involving  the  training  of  physicians, 
which  would  increase  their  awareness 
and  education  in  the  care  and  treatment 
of  those  injuries  occurring  during  any 
type  of  athletic  event. 

It  was  moved  and  carried  to  refer  the 
June  4,  1982  request  from  the  Assoc- 
iation for  Retarded  Citizens  of  the 
United  States  relating  to  a resolution  on 
medical  treatment  for  the  mentally 
retarded  to  the  Professional  Committee, 
for  review,  comment,  and  recommenda- 
tion. 

Opinion  rendered  by  the  U S.  Sup- 
reme Court  on  June  18,  1982  in  Arizona 
V.  Maricopa  County  Medical  Society  was 
received  by  the  committee  and  Mr. 
Jacobson  briefly  reviewed  some  of  the 
effects  that  decision  would  have  on  the 
Foundation 

The  committee  discussed  the  pending 
federal  legislation  relating  to  pension 
profit-sharing  plans  and  its  impact  on 
professional  corporations  and  it  was 
agreed  that  the  membership  be 
immediately  notified  of  the  provisions  of 
the  proposed  legislation  and  requested 
to  immediately  contact  their  congress- 
men about  it. 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  Scientific  Assembly  Committee 
met  on  June  19,  1982.  The  purpose  of 
the  meeting  was  to  establish  guidelines 
for  discussions  to  be  held  later  in  the  day 
with  representatives  of  various  pharm- 
aceutical companies  and  previous 
exhibitors  regarding  possible  sponsor- 
ship of  the  ongoing  “Current  Perspec- 
tives” program. 

The  committee  felt  for  a $300 
sponsorship  fee,  they  could  provide  a 
company  with  exposure  to  42,000 
licensed  physicians  in  Arizona  by 
including  the  company  name  on  the 
Current  Perspectives  brochure.  The 
company  could  display  brochures  and 
materials  during  the  program  and  could 
have  a representative  available  through- 
out the  program  to  meet  with  the 
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attendees.  It  was  also  determined  if  the 
company  would  like  to  provide  a 
speaker  and  the  chairman  for  that 
program  was  receptive,  this  would  also 
serve  to  meet  sponsorship  requirements 
and  afford  the  same  benefits  to  the 
sponsoring  company  as  already  out- 
lined. 

The  committee  agreed  that  two  letters 
should  be  sent.  The  first,  would  be  to  the 
local  representatives  and  the  second 
would  be  to  the  home  offices  of  pharm- 
aceutical companies  telling  them  of  the 
sponsorship  program  for  the  Current 
Perspectives  program,  how  it  came 
about,  and  informing  them  of  the 
meeting  schedule. 

It  was  the  consensus  of  the  committee 
members  that  some  type  of  formal 
liaison  should  be  established  between 
the  appropriate  committee  of  the 
Association  and  the  Arizona  Pharma- 
ceutical Representatives'  Association. 


Future 

Medical  Meetings 


The  following  institutions  and  organizations  have 
been  accredited  for  their  continuing  medical 
education  programs  by  the  Arizona  Medical 
Association  and/or  the  Accreditation  Council  for 
Continuing  Medical  Education, 


Arizona  Chapter.  American  Cancer  Society 
Arizona  Heart  Institute 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society  Arizona 
Lung  Association 

Walter  O Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital,  Mesa 

The  Eye  Foundation 

Flagstaff  Hospital  & Medical  Center 

of  Northern  Arizona 

Good  Samaritan  Hospital.  Phoenix 

Health  Maintenance  Associates.  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St  Joseph's  Hospital  & Medical  Center,  Phoenix 

St  Luke's  Hospital  & Medical  Center,  Phoenix 

St  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program, 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

The  accredited  institutions  and  organizations  above 
produce  a variety  of  continuing  medical  education 
programs.  Each  accredited  institution  and 
organization  is  responsible  for  designating  which  of 
these  programs  meet  ArMA's  requirements  for 
Category  1 credit  Physicians  who  participate  in 
programs  which  are  designated  Category  1 by 
accredited  institutions  will  receive  Category  1 credit 
toward  the  ArMA  Certificate  in  CME  and  the  AMA's 
Physician's  Recognition  Award 


AUGUST 


Critical  Care:  Back  to  Basics 

August  28.  Arizona  Biltmore  Ho 
Scottsdale.  Sponsor:  St.  Luke's  Mec 
Center.  Contact:  Christine  Campt 
Medical  Meeting  Planner,  St.  Luke's  Mec 
Center,  Phoenix,  Arizona  85006. 

SEPTEMBER 

Hematology 

September  11.  University  of  Arizona  He 
Sciences  Center.  Sponsor:  University 
Arizona.  Contact:  Office  of  Contim 
Medical  Education,  U.  of  A.  Health  Scier 
Center,  Tucson,  Az  85724.  Approved  ft 
hours  of  Category  1 credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

September  15-17.  Arizona  Medi 
Association  Office.  Phoenix.  Sponsor:  AC 
AZ  Affiliate  Amer.  Heart  Assoc.  & Arl 
Contact:  Beverly  Richter,  Arizona  Med 
Association,  810  West  Bethany  Home  Rc 
Phoenix,  Arizona  85013.  Provider  coi 
approved  for  21  hours  of  Category  1 cr 
and  Recertification  approved  for  13  hour 

OCTOBER 

Geriatrics 

October  2.  Ramada  Safari  Resort,  Scottsd 
Sponsor:  University  of  Arizona.  Cont 
Office  of  Continuing  Medical  Education,  L 
A.  Health  Sciences  Center,  Tucson, 
85724.  Approved  for  8 hours  of  Categoi 
credit. 

The  Under-Achieving  Child 
Behavorable  Health 

October  8.  The  Registry  Resort,  Scottsd 
Sponsor:  St.  Luke's  Medical  Center.  Cont 
Christine  Campbell,  Medical  Meet 
Planner,  St.  Luke’s  Hospital  Medical  Cen 
525  North  18th  Street,  Phoenix,  AZ  85( 
Approved  for  hour  per  hour  Categor 
credit 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

October  12-14.  Arizona  Medical  Associal 
Office,  Phoenix.  Sponsor:  ACLS,  AZAffil 
Amer.  Hospital  Assoc.  & ArMA.  Cont 
Beverly  Richter,  Arizona  Medical  Ass 
iation,  810  West  Bethany  Home  Rc 
Phoenix,  Arizona  85013.  Provider  col 
approved  for  21  hours  of  Category  1 cn 
and  Recertification  approved  for  13  hour 

Annual  Scientific  Program  and 
Postgraduate  Course 

October  13-17.  Mountain  Shadows  Res 
Scottsdale.  Sponsor:  Pacific  Coast  Fert 
Society.  Contact:  Pacific  Coast  Fert 
Society,  5820  Wilshire  Blvd.,  #500, 
Angeles,  California  90036.  Approved  for 
hours  of  Category  1 credit. 

Fourth  Annual  Seeing  Our  Way  Clear 

October  23.  Arizona  Biltmore,  Phoei 
Sponsor:  St.  Luke's  Hospital  and  Med 
Center.  Contact:  Christine  Campb 
Medical  Meeting  Planner,  St.  Luke's  Hosp 
and  Medical  Center,  Phoenix,  Arizona  85C 
Approved  for  hour  per  hour  Category 
credit. 
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Dalrnane®[fiurazepam  Hci/Roche]  Stands  Apart 
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The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly«som«no*graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la«ten*cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af«ter  sleep  on«set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to*tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep.  * 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep. - 

re*bound  in*som»nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication. 3 
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Dalmanee 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab 
oratory — the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  nighP  '^  with 

Dalmane® 

flurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid''  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings'* with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy  and  contin- 
ued efficacy  for  up  to  28  nights^ 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”''' with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients, ^ During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed, Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Jalmane*  (E 
flurazepam  HCl' Roche) 

Jefore  prescribing,  please  consult  complete 
>roduct  information,  a summary  of  which 
ollows: 

ndications:  Effective  in  all  types  of  insomnia 
haracterized  by  difficulty  in  falling  asleep,  frequent 
Locturnal  awakenings  and/or  early  morning  awak- 
■ning;  in  patients  with  recurring  insomnia  or  poor 
leeping  habits:  in  acute  or  chronic  medical  situa- 
ions  requiring  restful  sleep.  Objective  sleep  labora* 
ary  data  have  shown  effectiveness  for  at  least  28 
onsecutive  nights  of  administration.  Since  insom- 
[la  is  often  transient  and  intermittent,  prolonged 
idministration  is  generally  not  necessary  or  recom- 
nended.  Repeated  therapy  should  only  be  under- 
aken  with  appropriate  patient  evaluation. 
:ontraindications:  Known  hypersensitivity  to  flur- 
2epam  HCl:  pregnancy.  Benzodiazepines  may 
ause  fetal  damage  when  administered  during  preg- 
lancy.  Several  studies  suggest  an  increased  risk  of 
ongenital  malformations  associated  with  benzodi- 
zepine  use  during  the  first  trimester.  Warn  patients 
if  the  potential  risks  to  the  fetus  should  the  possi- 
lility  of  becoming  pregnant  exist  while  receiving 
lurazepam.  Instruct  patient  to  discontinue  drug 
irior  to  becoming  pregnant.  Consider  the  possibil- 
y of  pregnancy  prior  to  instituting  therapy. 
Varnings:  Caution  patients  about  possible  com- 
lined  effects  with  alcohol  and  other  CNS  depres- 
ants.  An  additive  effect  may  occur  if  alcohol  is 
onsumed  the  day  following  use  for  nighttime  seda- 
lon.  This  potential  may  exist  for  several  days  fol- 
Dwing  discontinuation.  Caution  against  hazardous 
iccupations  requiring  complete  mental  alertness 
e.g..  operating  machinery,  driving).  Potential 
mpairment  of  performance  of  such  activities  may 
iccur  the  day  following  ingestion.  Not  recom- 
nended  for  use  in  persons  under  15  years  of  age. 
Tiough  physical  and  psychological  dependence 
lave  not  been  reported  on  recommended  doses, 
brupt  discontinuation  should  be  avoided  with 
radual  tapering  of  dosage  for  those  patients  on 
Dedication  for  a prolonged  period  of  time.  Use 
aution  in  administering  to  addiction-prone  individ- 
lals  or  those  who  might  increase  dosage, 
’recautions:  In  elderly  and  debilitated  patients,  it 
) recommended  that  the  dosage  be  limited  to  15  mg 
D reduce  risk  of  oversedation,  dizziness,  confu- 
ion  and/or  ataxia.  Consider  potential  additive 
fleets  with  other  hypnotics  or  CNS  depressants, 
imploy  usual  precautions  in  severely  depressed 
latients,  or  in  those  with  latent  depression  or  suici- 
lal  tendencies,  or  in  those  with  impaired  renal  or 
lepatic  function. 

Ldverse  Reactions:  Dizziness,  drowsiness,  light- 
leadedness,  staggering,  ataxia  and  falling  have 
iccurred,  particularly  in  elderly  or  debilitated 
latients.  Severe  sedation,  lethargy,  disorientation 
nd  coma,  probably  indicative  of  drug  intolerance 
ir  overdosage,  have  been  reported.  Also  reported: 
leadache,  heartburn,  upset  stomach,  nausea,  vom- 
:ing,  diarrhea,  constipation,  G1  pain,  nervousness, 
alkativeness,  apprehension,  irritability,  weakness, 
lalpitations,  chest  pains,  body  and  joint  pains  and 
)U  complaints.  There  have  also  been  rare  occur- 
ences of  leukopenia,  granulocytopenia,  sweating, 
lushes,  difficulty  in  focusing,  blurred  vision,  burn- 
Dg  eyes,  faintness,  hypotension,  shortness  of 
ireath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
xcessive  salivation,  anorexia,  euphoria,  depres- 
ion,  slurred  speech,  confusion,  restlessness,  hallu- 
inations,  and  elevated  SCOT,  SGPT,  total  and  direct 
lilirubins,  and  alkaline  phosphatase:  and  paradoxi- 
:al  reactions,  e.g.,  excitement,  stimulation  and 
lyperactivity. 

losage:  Individualize  lor  maximum  beneficial 
fleet.  Adults:  30  mg  usual  dosage:  15  mg  may  suf- 
ice  in  some  patients.  Elderly  or  debilitated 
latients:  15  mg  recommended  initially  until 
esponse  is  determined. 

lupplied:  Capsules  containing  15  mg  or  30  mg 
lurazepam  HCl. 
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POSTGRADUATE  DIAGNOSTIC 
RADIOLOGY  COURSE 
October  29-31 

Sponsors: 

Edward  E.  Christensen 
Memorial  Trust  and  American 
College  of  Radiology 

Location: 

Lincoln  Hotel 
Dallas,  Texas 

Fee: 

$300  ($175  for  residents  with 
letter  from  chairman) 

Credit: 

18  hours  Category  1 

Contact: 

Dolly  Christensen 
(214)  688-2502 

Continuing  Education  — Radiology 
The  University  of  Texas 
Health  Sciences  Center 
At  Dallas 

5352  Harry  Hines  Blvd. 

Dallas,  Texas  75235 


NOVEMBER 

Second  Annual  Southwestern 
Poison  Symposium 

November  5-6.  Scottsdale  Hilton  Hotel. 
Sponsor:  University  of  Arizona  Health 
Sciences  Center  and  Arizona  Poison  Control 
System.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health  Sciences 
Center,  Tucson,  AZ  85724.  Approved  for  12 
hours  of  Category  1 credit. 

Neoplastic  Hematologic  Disorders 

November  6-7.  The  Inn,  McCormick  Ranch, 
Scottsdale.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  Grant  A Hertel,  M.D., 
Good  Samaritan  Medical  Center,  1111  E. 
McDowell  Road,  Phoenix,  Arizona  85006. 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

November  10-12.  Arizona  Medical 
Association  Offices,  Phoenix.  Sponsor: 
ACLS,  Az  Affiliate  Amer.  Heart  Assoc.,  & 
ArMA.  Contact:  Beverly  Richter,  Arizona 
Medical  Association,  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  85013. 
Provider  course  approved  for  21  hours  of 
Category  1 credit  and  Recertification 
approved  for  13  hours. 

XXX  Annual  Convention  of  the 
Medical  Society  of  the  United  States 
and  Mexico 

November  10-13.  Guanajuato,  Mexico. 
Sponsor:  Medical  Society  of  the  United 
States  and  Mexico.  Contact:  Executive 
Secretary,  3161  North  Pantano  Road, 
Tucson,  Arizona  85715. 
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Fifth  Annual  International 
Cataract  Surgery  Symposium 

February  14-16,  1983.  The  Alamos  Resort, 
Scottsdale,  Arizona  Sponsor  and  Contact: 
The  Eye  Foundation,  525  N.  18th  Street,  Ste 
504,  Phoenix,  Arizona  85006. 

9th  Annual  Frontiers 
in  Ophthalmology 

February  17-19,  1983,  Mountain  Shadows 
Resort.  Scottsdale.  Sponsor:  St.  Luke's 
Medical  Center.  Contact:  Christine 

Campbell,  Medical  Meeting  Planner,  St. 
Luke's  Medical  Center,  525  North  19th  Street. 
Phoenix.  Arizona  85006.  Approved  for  hour 
per  hour  Category  1 credit. 


Models  of  Care  and  Rehablllation 
in  Traumatic  Head  Injury: 

A Southwest  Symposium 

November  11-13.  Scottsdale  Sheraton  Hotel. 
Sponsor:  Good  Samaritan  Medical  Center 
and  Institute  for  Rehabilitation  Medicine. 
Contact:  Jean  Smith,  Institute  of  Reha- 
bilitation Medicine,  1111  East  McDowell 
Road.  Phoenix,  AZ  85062  Approved  for  hour 
per  hour  Category  1 credit. 

Diagnostic  Advances 

November  13.  U.  of  A.  Health  Sciences 
Center.  Sponsor:  University  of  Arizona. 

Contact:  Office  of  Continuing  Medical 
Education  Approved  for  8 hours  of  Category 
1 credit. 

Urologic-Radiologic  Diagnosis  II 

November  19-21.  Scottsdale,  Arizona. 
Sponsor:  Maricopa  County  General  Hospital. 
Contact:  Alex  Newman,  M.D.,  Maricopa 
County  General  Hospital,  2601  West 
Roosevelt.  Phoenix.  Arizona  85008 
Approved  for  22  hours  of  Category  1 credit. 

DECEMBER 

Second  Annual  Critically  III 
Child  Symposium 

December  2-3.  St.  Joseph's  Hospital  & 
Medical  Center,  Cullen  Auditorium,  Phoenix. 
Sponsor:  St.  Joseph's  Hospital  and  Medical 
Center,  Department  of  Pediatric  Education 
Contact:  Pediatric  Education,  St.  Joseph's 
Hospital  & Medical  Center,  350  W Thomas 
Road,  Phoenix,  AZ  85013.  Approved  for  1 13 
hours  of  Category  1 credit. 

Pulmonary  Medicine 

December  4 Ramada  Safari  Resort, 
Scottsdale.  Sponsor:  University  of  Arizona. 
Contact:  Office  of  Continuing  Medical 
Education  Approved  for  8 hours  of  Category 
1 credit 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

December  14-16.  Arizona  Medical  Assoc. 
Offices.  Phoenix.  Sponsor:  ACLS,  Az  Affiliate 
Amer  Heart  Assoc.,  & ArMA  Contact: 
Beverly  Richter,  Arizona  Medical  Assoc- 
iation, 810  West  Bethany  Home  Road, 
Phoenix.  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 

1983 


JANUARY 

Endocrinology 

January  22.  1983.  U.  of  A Health  Sciences 
Center.  Sponsor:  University  of  Arizona. 
Contact:  Office  of  Continuing  Medical 
Education,  U of  A Health  Sciences  Center, 
Tucson,  AZ  85724  Approved  for  8 hours  of 
Category  1 credit. 

FEBRUARY 

Musculoskeletal  Problems 

February  12  Ramada  Safari  Resort.  Sponsor: 
University  of  Arizona  Contact:  Office  of 
Continuing  Medical  Education,  U.  of  A 
Health  Sciences  Center,  Tucson.  AZ  85724 
Approved  for  8 hours  of  Category  1 credit. 
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MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month.  Doctors 
Hospital,  5:45  p.m.  J.  South  Classroom. 
Sponsor:  Shrine  Medics.  Contact:  Robert  C. 
Briggs,  M.D  , 5121  N Central  Ave.,  Phoenix, 
AZ  85012. 

Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
Campbell.  M D.,  5051  N . 34th  St  , Phoenix,  AZ 
85018,  Approved  for  2 hours  Category  1 
credit. 

Monthly  Meeting  of  Tucson  Radiologists 

Last  Tues.  of  month.  Plaza  International, 
Tucson.  AZ.  Sponsor:  U of  A Medical  Center, 
Dept  of  Radiology.  Contact:  Irwin  M. 

Freundlich,  M.D  , U of  A Health  Sciences 
Center,  Dept,  of  Radiology,  Tucson,  AZ 
85724  Approved  for  2 hours  Category  1 
credit. 

Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  a.m  in  Phoenix:  1st 

Tues. — Phoenix  Indian  Hospital,  2nd  Tues  — 
Maricopa  County  Hospital,  3rd  Tues  — Good 
Samaritan  Hospital,  4th  Tues. — St.  Joseph's 
Hospital,  Sponsor:  Maricopa  County 

Hospital  (Phoenix  Hospital’s  Affiliated 
Pediatric  Program).  Contact:  J,  Kipp 
Charlton,  M.D.,  2601  E Roosevelt,  Phoenix, 
AZ  85008  Approved  for  1 hour  per  session 
Category  1 credit 

Review  of  Forensic  Pathoiogy 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a.m.,  120  S.  6th  Ave,, 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H H.  Karnitschnig, 
M D.,  120  S.  6th  Ave.,  Phoenix,  AZ  Approved 
for  1 hour  per  session  Category  1 credit. 


ARIZONA  HEART 
INSTITUTE 

4800  N 22nd  St  , Phoenix,  P O Box  10,000. 
Phoenix,  AZ  85064.  Contact:  Ravi  Koopot, 
M D 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m,,  second  floor 
classroom 


ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ,  85C 
Contact:  Arnold  L.  Kendall,  M.D. 

A.S.H.  Psychiatric  Grand  Rounds 
2nd  Wed  , 1:00-2:00  p.m,,  J-6  Conf.  F 
Contact:  Dr.  Conger  & Staff 
Clinical-Pathological  Conference 
3rd  Wed.,  1:30-2:30  p.m.  General  Servi 
Bldg.,  Conf.  Rm. 

Medical  Grand  Rounds 

4th  Wed.,  1 :00-2:00  p.m..  Medical  Bldg.  Cc 

Rm 


BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St.  Josep 
Hospital  and  Medical  Center,  350  W.  Then 
Rd  , Phoenix,  AZ  85013.  Sponsor:  St  Josep 
Hospital  & Medical  Center.  Contact:  John 
Green,  M.D.  Approved  for  1 hour  Categor 
credit. 

Neurology  Teaching  Conference 

Tuesdays,  8:30-9:30  a.m..  Eighth  Floor  Cc 
Room. 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9:15  a.m.,  on  first  and  th 
and  fifth.  Eighth  Floor  Conference  Roorr 
Neuro-ophthalmology  Conference 
Mondays,  7:30  a m.  in  8th  floor  neurolc 
conference  room. 

Spinal  Injury  Conference 
Wednesdays,  8:15-9:15  a m.,  on  second  a 
fourth  weeks,  in  Neuropathology  Cc 
Rm  — a multidisciplinary  review  of  admissi 
by  neurosurgeons,  orthopedists,  a 
rehabilitation  specialists. 

Neuropathology  of  Gross 

Specimens  Conference 

Thursday,  7:30-8:30  a m in  the  Morgue. 

Neurology-Neurosurgical 

Fridays,  8-9  a m..  First  Floor  Conference  F 

Neuropathology  or 

Neuroradiology  Conferences 

Friday,  9 am.,  Neuropathology 

Neuropathology  Conference  Rr 

Neuroradiology  in  First  Floor  Conferer 

Rm. 

Neurorehabilitation  Conference 

Tuesdays,  noon.  8th  Floor  Conference  Ri 
Neurosurgical  Journal  Club 

Saturdays,  9-11  a.m.  in  Eighth  FIC 
Conference  Rm. 


WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City. 
85372.  Contact:  Martha  R.  Newby,  ED 
Director  of  Education. 

Medical  Department  Continuing  Med 
Education 

4th  Wednesday.  12  Noon.  Cl  19.  May,  Ji 
Sept,  & Nov 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon,  Ed 
Center  Classroom  I & JI,  May,  July,  Sep 
Nov. 

Surgical  Department  CME 

4th  Friday,  7 a m.,  Educ.  Center  Classroor 
& II  Contact:  Brian  Updegraff,  M D 


GASTROINTESTINAL 
AND  BILIARY  DISEASES 

October  2 and  3,  1982 
Desert  Inn  and  Country  Club 
Las  Vegas,  Nevada 


Desert  Springs  Hospital  presents  its  Fourth  Annual  Medical 
Symposium  which  will  provide  an  update  in  recent  advances  in  the 
evaluation  and  management  of  gastrointestinal  and  biliary  diseases. 
Useful  information  for  a contemporary  physician  to  incorporate  into 
his  or  her  practice  will  be  stressed. 


Desert  Springs 
Hospital 


Avram  M.  Cooperman,  M.D. 

Professor  of  Surgery 
New  York  Medical  College 
Valhalla,  New  York 

Ernest  J.  Ring,  M.D. 

Professor  of  Radiology  in  Surgery 
University  of  Pennsylvania 
Hospital  of  the  University  of  Pennsylvania 
Philadelphia,  Pennsylvania 

Michael  V.  Sivak,  Jr.,  M.D. 

Cleveland  Clinic 

Department  of  Gastroenterology 
Cleveland,  Ohio 

Johnson  L.  Thistle,  M.D. 

Professor  of  Medicine 
Mayo  Medical  School 
Rochester,  Minnesota 


Fee:  $150  covers  the  cost  of  instruction,  materials,  three  meals  and  all 

breaks. 

Accreditation:  The  Nevada  State  Committee  on  Continuing  Medical 
Education  has  approved  the  symposium  for  eleven 
(11)  hours  of  Category  I CME  credit.  Eleven  (11) 
credit  hours  have  also  been  approved  by  the 
American  Academy  of  Family  Practice  and  the 
Nevada  State  Board  of  Nursing. 

For  course  registration  and  information,  contact  Stephen  A.  Kollins, 
M.D.,  c/o  Medical  Education,  Desert  Springs  Hospital,  Box  19204,  Las 
Vegas,  NV  89119  (702)  369-7662 
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CAMELBACK  HOSPITAL 

5055  N.  34th  St.,  Phoenix,  AZ  85018.  Sponsor: 
Camelback  Hospital.  Contact:  T.  F.  Reid,  Jr., 
M.D. 

Clinical  Conference 

3rd  Tuesday,  8-9  a m. 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L.A.  Rosati,  M D.  Approved  for 
Category  1 credit. 

CME  Programs 

Weekly  Tuesday,  7 p.m.,  Cafeteria-West  End 
Clinical  Conference  — Dept,  of  Medicine 

Weekly,  Thurs.,  12:30-1 :30  p.m.  Buffet  Lunch, 
Grande  Rm 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1 :30  p m.  Grande  Rm 

Pediatric  Case  Conference 

2nd  Friday,  12:30  p.m.,  Grande  2 

DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information 

Physicians  Continuing  Education  Program 

1st  Thursday,  12:30  p.m.,  Classrooms. 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N.  Wilmont  Road.  Tucson,  AZ  85712. 
Contact:  Eric  G.  Ramsay.  M D Approved  for 
Category  1 credit 

Family  Practice  Department  Meeting 

1st  Monday,  12  Noon,  (March,  June,  Sept 
and  December)  Contact:  R.  Grossman,  M D 

Surgical  Department  Meeting 

3rd  Monday,  11:45  p.m 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N.  Beaver  Street,  P.O  Box  1268, 
Flagstaff  AZ  86002.  Contact:  B.  C 
Hirschberg,  M D , CME  Program  Clinical 
Conference.  Approved  for  Category  1 credit 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m  , Tollefson  Rm 

Clinical  Conferences 

Weekly,  Tuesdays,  12:30  p.m  , Tollefson  Rm 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m..  Hospital  Conf.  Rm 

Mortality  & Morbidity  Conference 

1st  Thursday,  12:30  p.m..  Hospital  Conf.  Rm 

GOOD  SAMARITAN 
HOSPITAL 

1033  East  McDowell  Rd.,  Phoenix,  AZ 
Contact:  W.  J.  Howard,  M.D.  Approved  for 
category  1 credit 

Anatomical  Path.  & Cytology 

Weekly,  Mondays  4:00-5:00  p.m.,  S-4  Conf 
Rm, 

Gynecological  Section  Conference 

2nd  Monday,  12:30-1:30  p.m..  West  Rm 
Monday  Noon  Conference 
Weekly,  Monday,  12:00-1:00  p.m.  R-2  Conf. 
Rm. 

Mortality/Morbidity,  Surgery  Comm. 

2nd  Monday.  11:30-2:00  p.m..  West  Rm. 

Obstetrical  Section  Conference 

1st  Monday,  12:30-1:30  p.m  , West  Rm 


Pulmonary  Disease  Grand  Rounds 

Weekly,  Monday,  12:00-1:00  p m.,  D-5  North 

Family  Practice  Conference 

Weekly,  Tuesday,  12:00-1:00  p.m.,  Fam. 

Practice  Conf  Rm 

Pediatric  Grand  Rounds 

3rd.  Tuesday,  7:30-8:30  a m . Contact:  Paul 

Bergeson,  M.D, 

Phoenix  Plastic  Surgery 

Residency  Conference 

Weekly,  Tuesday,  5 p.m. -6  pm.  Education 

Building,  Contact:  Robert  McGregor,  M.D. 

PM  & R Noon  Inservice 

2nd  & 4th  Tuesday,  12  Noon,  R-2  Conference 

Rm. 

Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m..  West  Rm, 
Contact:  John  A Bruner,  M.D. 

Combined  Cardiovascular  & Family  Practice 
Conf. 

1st,  2nd,  & 4th  Wed..  12:00-1:00  p.m,,  D-5 
North. 

Learning  Disabilities 

Weekly,  Wednesday,  10:30-12:30  p.m.,  R-2 
Conf.  Rm. 

OBGYN  Dept.  Review  & Statistics 

Weekly,  Wednesday,  12:30-3:00  p.m., 
OBGYN  Conf.  Rm. 

Gynecological  Pathology 

Weekly,  Thursday,  1:00-2:00  p.m.,  S-4  Conf. 

Rm 

Gl  Radiology  Conference 

1st  Thursday,  12:00-1:00  p.m.,  F151, 
Radiology  Conf.  Rm. 

Phoenix  Ultrasound  Soc.  Meeting. 

2nd  Thursday,  Medical  Education  Building, 

Contact:  Dr  Ben  Ora 

Surgical  Grand  Rounds 

Weekly,  Thursday,  7:00-8:30  a m..  Education 

Building,  Contact:  Dr.  Gilsdorf 

Tumor  Treatment  Planning  Conf. 

2nd  & 4th  Thursdays,  12:00-1:00  pm,  F151 
Radiology 

Joint  Tumor  GYN  Conference 

2nd  Friday,  12:30-1:30  p.m..  West  Rm 

Medical  Grand  Rounds 

Weekly,  Friday.  8:00-9:00  a m..  West  Rm. 

Neuropathy  Conference 

Last  Friday,  1:15-2:15  p.m.,  S-4  Morgue. 

Neurology  Grand  Rounds 

Weekly,  Friday,  9:00-1  0:00  am.. 

Amphitheatre.  Contact:  Dr.  Hendin,  M D 

Psychiatry  Grand  Rounds 

Weekly.  Friday,  11:00-12:00  noon.  East  Rm. 


KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E.  Ajo  Way,  Tucson,  AZ  85713.  Contact: 
Eric  C.  Ramsay,  M D.,  Approved  for  Category 
1 credit 

Medical  Conference 

Weekly,  Monday,  12:30  p.m  , Contact:  Chief 
Medical  Resident 

Surgical  Conference 

Weekly,  Monday,  Contact:  R.  Fischer,  M D. 
OB/GYN  Pathology  Conference 
Weekly,  Thursday,  (except  2nd)  1:30  p m.. 
Contact:  J Wurzel,  M D. 

Psychiatry  Journal  Club 
Weekly,  Thursday,  12  Noon,  Contact:  Jose 
Santiago.  M.D 
Medical  Conference 

Weekly,  Friday.  12:30  p.m..  Contact:  Chief 
Medical  Resident 


MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave.,  Phoenix,  AZ  85( 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.,  C 
ference  Rms. 

Tumor  Board 

1st  & 3rd  Mondays,  12-1  p.m..  Medical  C 
ference  Rms. 

MARICOPA  COUNTY 
GENERAL  HOSPITAL 

2601  E.  Roosevelt,  Phoenix,  AZ  85( 

Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p.m..  Contact:  S.  Schaffner,  ^ 

Chest  Surgery  Conference 

Weekly,  Mondays,  1 :30  p.m.,  Santa  Cruz  i 

Hematology  Conference 

2nd  Tuesday,  1:00  p.m..  Contact:  V 

Koppenbrink,  M.D. 

OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday.  12  Noon,  Santa  Cruz  Rc 

Obstetrical  Problem  Conference 

Weekly,  Tuesday,  7:30  a m.,  Yavapai  Rm 

Orthopedic  Conference 

Weekly,  Tuesday,  7:30  a m.,  Santa  Cruz  I 

Pediatric  Grand  Rounds 

2nd  T uesday,  7:30-8:30  a m..  Contact.  Rol 

Ganelin,  M.D. 

Urology  Discharge  Planning  Conference 

Weekly,  Tuesday,  11:30  a m..  Station  42 
Hand  Surgery  Conference 
Weekly,  Wednesday, 7:30  a m.,  Santa  C 
Rm. 

Neurosurgery  Discharge  Planning 

Weekly,  Wed.,  1:30  p.m..  Station  42. 

OB/Neonatology  Seminar 

Weekly,  Wed.  7:30  a m..  Yavapai  Rm. 
Clinical  Psychiatric  Conference 
Weekly.  Wed.,  11-12  p.m..  Mental  Hef 
Annex,  Rm.  1346. 

Surgery  Conference 
Weekly,  Wed.,  7-8  a m..  Surgical  Dept. 
Current  Concepts  in  Medicine  & Surgery 
1st  Thursday,  1 p.m..  Dr.  Hospital  Class  R 
Contact:  Dr  Tamsky. 

Cardiology  Conference 

Weekly,  Thurs.,  2 p.m.,  Santa  Cruz  Rm. 

OB/GYN  Resident  Conference 

Weekly, Thurs.,  12  p.m.,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  f 

OB/GYN  Surgical  Pathology  Conf. 

Weekly,  Friday,  7:30  a m.,  Yavapai  Rm. 

Orthopedic  X-Ray  Conference 

Weekly,  Friday,  7:30  a m.,  Santa  Cruz  Rn 

MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  852' 
Contact:  E.  John  Wickman,  M.D. 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N.  20th  Ave.,  Phoenix,  AZ  850 
Contact:  J.  Burr  Ross,  M.D.,  Approved 
Category  1 credit. 
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cal  Conferences 

2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
torium. 

or  Medical-Surgical  Forum 

fuesday,  12  noon,  5th  floor  auditorium. 

PHOENIX  INDIAN 
MEDICAL  CENTER 

North  16th  St.,  Phoenix.  AZ  85016. 
tact:  Leland  L.  Fairbanks,  M.D., 

oved  for  Category  1 credit. 

atric  Grand  Rounds 

Tuesday,  7:30-8:30  a.m..  Contact:  D. 
tall,  M.D. 

cal  Staff  Teaching  Conference,  Rm.  A. 

kly,  Wednesday,  7:30-8:30  a.m. 

aryngology  Grand  Rounds 

Vednesday,  4-5  p.m..  Conference  Rm.  A, 
tact:  N.  Wendell  Tood,  M.D. 

My  Practice/Emergency  Room  Teaching 
ference 

'Sday.  Weekly,  7:30-8:30  a.m.,  Conf.  Rm. 
ontact:  Drs.  L.  Fairbanks  & E.Y.  Hooper. 

PHOENIX  MEMORIAL 
HOSPITAL 

S.  7th  Ave.,  Phoenix,  AZ  85036.  Contact: 
rge  Scharf,  M.D.  Approved  for  Category 
sdit. 

thiy  Medicaf  Education  Seminar 

Monday,  6:30  p.m.,  Kiva  Conf.  Rm. 

ical  Conferences 

skly  Tuesday,  12:30  p.m.,  Kiva 
ference  Rm. 

;hiatric  Clinical  Conference 

Friday,  11:30  a.m.,  B-Wing  Conf.  Rm., 
tact:  Medical  Staff  Secretary 
or  Board  Conference 
kly  Friday,  12  p.m.,  Kiva  Conf.  Rm. 
tact:  H.  Kimball,  M.D. 


5COTTSDALE  MEMORIAL 
HOSPITAL 

) East  4th  Street,  Scottsdale,  AZ  85251. 
tact:  W.  S.  Williams.  M.D.,  Approved  for 
jgory  1 credit. 

lily  Practice  Conference 

Monday.  12:30  p.m..  Doctors'  Lounge 

urgency  Medical  Services  Conference 

Monday,  12:30  p.m  , Doctors'  Lounge 

roiogy/Neurosurgery  Conference 

Monday,  12:30  p.m..  Doctors'  Lounge 

' Conference 

Monday,  12:30  p.m..  Doctors'  Lounge 

iatrics  Conference 

Monday,  12:30  p.m..  Doctors'  Lounge 

nonary  Conference 

Tuesday.  12:30  p.m..  Doctors'  Lounge 

diology  Conference 

Tuesday,  12:30  p.m..  Doctors'  Lounge 

jery  Conference 

Tuesday,  12:30  p.m..  Doctors'  Lounge 

Ident  Grand  Rounds 

Tuesday,  12:30  p.m..  Doctors'  Lounge 

Meal  Subspecialties 

Tuesday,  12:30  p.m..  Doctors'  Lounge 

nephrology  Conference 

Thursday,  12:30  p.m..  Doctors'  Lounge 

lor  Conference 

Thursday,  12:30  p.m..  Doctors'  Lounge 

Med/Surg/Radlology  Conference 

Friday,  12:30  p.m  , Doctors'  Lounge 


ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ,  Contact: 
Gerald  L.  Hansbro,  M.D. 

Cardiac  Conference 

Weekly,  Monday,  12:15  p.m..  Auditorium 

Chest  Conference 

4th  Monday,  12:15  p.m.,  Phillips  Auditorium 

Surgery  Conference 

1st  Tuesday,  12:15  p.m..  Auditorium 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.m..  Auditorium 

Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday,  12:15  p.m..  Auditorium 

Pulmonary  Case  Conferences 

1st  Thursday,  7:30  a.m.,  Phillips  Auditorium 

Psychiatry  Conference 

3rd  Thursday,  7 a.m..  Auditorium 

Combined  Medical  General 
Practice  Conference 

1st  Friday,  12:15  p.m..  Auditorium 

Toxicology  Grand  Rounds 

2nd  Friday,  7:30  a.m..  Auditorium 

Ophthalmology  Conference 

1st  Saturday,  8:30  a.m..  Auditorium 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St.  Mary's  Road,  Tucson,  AZ  85703. 
Contact:  see  below. 

Monthly  Specialty  Conference  — 

Dept,  of  Surgery 

1st  Monday,  7:30  a.m.,  Century  Rm.  A., 
Contact:  Med.  Staff  Office. 

Grand  Rounds:  Medical  Surgical,  Family 
Practice,  Pathology,  Radiology 

Weekly,  Thursday 
Emergency  Medicine  Lectures 

Weekly.  Thursday,  8 a.m..  Century  Rm.  A 
Mental  Health  Update 
1st  Friday,  11:30-1:00  p.m..  Century  Rm.  A. 
Cardiology  Conference 

Weekly.  Friday,  8:00-9:00  a m..  Century  Rm., 
Contact:  Anthony  Forte,  M D. 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ  85013. 
Contact:  Joseph  C.  White,  M.D. 

OB/GYN  Section  Conference 

3rd  & 4th  Mondays,  12:30-1 :30  p.m.,  1st  Floor 

Conf.  Rm. 

Genetics  Conference 

Weekly,  Monday,  12:30  p.m..  Pediatric 
Department. 

Pediatric  Rounds 

Weekly,  Monday,  Wed.  & Friday,  10:30  a.m.. 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a.m..  Contact:  J.  Kipp 
Charlton,  M.D. 

ECG  Conference 

Weekly,  Tuesday,  12:30  p.m..  Pediatric 
Department. 

Medical  Grand  Rounds 

Weekly,  Wednesday,  8 a m.,  1st  Floor  Conf. 
Room. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  8 a.m.,  PIMC 


Visiting  Professor  Informal  Presentation 

Weekly,  Thursday,  9:30  a.m.,  1st  floor  Conf. 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  12:30  p.m.,  PIMC 
Nephrology  Conference 

Weekly,  Fridays,  12:30  p.m..  Pediatric 
Department. 

ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road,  Tucson,  AZ.  Contact: 
Eric  G.  Ramsay,  M.D.  Approved  for  Category 
1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday,  12  p.m..  Contact:  Wm. 
Moteforte. 

Ophthalmology  Morbidity/Mortality  Conf. 

4th  Tuesday,  12:15  p.m,.  Contact:  Kim 
Sowards. 

Current  Concepts  in  Medicine 

Weekly,  Tuesday,  12  p.m..  Auditorium. 

Hematology-Oncology  Conference 

Last  Wednesday,  12:15-1:15  p.m..  Contact:  S. 
Salmon,  M.D. 


TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716. 
Contact:  Eric  G.  Ramsay.  M.D.  Approved  for 
Category  1 credit. 

Cardiology  Conference 

Weekly.  Monday,  except  last,  12  Noon, 

Contact:  M.  Maximov,  M.D. 

Dermatology  Conference 

4th  Monday,  5:00  p.m..  Contact:  R.  Miller, 

M.D. 

Endocrinology  Conference 

Last  Monday,  12  p.m..  Contact  M.  Parker, 
M.D, 

Perinatal  Conference 

2nd  Monday,  7:30  p.m..  Contact:  J.  Lohman, 
M.D. 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon:  Contact:  C.  Peter 
Crowe,  Jr.,  M.D. 

Chest  Conference 

1st  Tuesday,  12  noon.  Contact:  William 
Nevin,  M.D. 

Hematology  Conference 

4th  Tuesday,  12  Noon.  Contact:  M.  Boxer, 
M.D. 

Infectious  Disease  Conference 

3rd  Tuesday,  12  noon,  Contact:  B.  Friedman, 
M.D. 

Nephrology  Conference 

2nd  Tuesday,  12  noon,  Contact:  Dr.  Seltzer. 

Orthopedic  Conference 

1st  Tuesday,  7:30  p.m..  Contact:  Jay  Katz, 

M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  p.m..  Contact:  Dr. 
Lightner. 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert  Foote, 
M.D. 

Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a m..  Contact:  Dr. 
Fuchs. 

Family  Practice  Meeting 

2nd  Wednesday,  12:30  p.m.,  Jan.,  April,  July, 
& Oct.  Contact:  C.  Mangelsdorf,  M.D. 

Medical  Conference 

Weekly,  Wednesday,  8:00  a m..  Contact:  M. 
Fuchs,  M.D. 
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Neurology-Neurosurgery  Conference 

Weekly,  Wednesday,  12  noon.  Contact:  H.  W 
Buschsbaum,  M.D. 

Dermatology  Conference 

1st  Thursday,  12  noon.  Contact:  R.  Friedman, 

M D. 

Neuroradiology  Conference 

Weekly,  Thursday,  5:00  p.m..  Contact:  N 
Komar,  M.D. 

Tumor  Conference 

Weekly,  Thursday,  12  noon.  Contact:  Cancer 
Committee. 

Pulmonary/Infectious  Disease 
Case  Conference 

2nd  Thursday,  7:30  a m..  Contact:  William 
Nevin,  M.D. 

G— I Conference 

Weekly,  Friday,  12  noon.  Contact:  George 
Kerrihard,  M.D 

Interhospital  Nuclear  Medicine  Conference 

Weekly,  Friday,  7:15  a m..  Contact:  S.V.  Hilts, 
M.D. 

OB/GYN  Conference 

1st  Friday,  7:30  a m..  Contact:  Charles  Parker, 
M D 

OB/GYN  Pathology  Conference 

3rd  Friday,  7:30  a.m.,  Contact:  R.  Spark,  M.D 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road.  Phoenix, 

AZ  85012.  Contact.  Alfred  Heilbrunn,  M D 

Approved  for  Category  1 credit. 

Medical/Surgical  Gl  Conference 

1st  & 3rd  Monday,  3 p.m.,  Rm.  3134,  Contact: 

Dr.  Kozarek,  Ext  413.  Dr  Mertz,  Ext  493 

Orthopedic  Surgery  Conference 

2nd  Monday,  7:30  a m.,  Rm  3134,  Contact:  Dr 

Russo. 

Surgery  - Pathology  Conference 

4th  Monday,  4:00  p.m  , Rm  3134,  Contact:  Dr 
Mertz  & Dr.  Lanard. 

Vascular  Conference 

2nd  Monday,  3 pm,  Rm.  3134,  Contact:  Dr. 
Clintora 

Gl  Grand  Rounds 

Weekly,  Tuesday,  1 p.m..  Contact:  Drs. 
Sanowski,  Kozarek,  after  Gl  Grand  Rounds, 
Rm.  T-5. 

Gl  Radiology  Clinical 
Correlation  Conference 

1st  and  3rd  Tuesday,  12:00  noon,  Rm  T-5. 
Contact:  Dr.  Sanowski. 

Pathology  Conference 

2nd  and  4th  Tuesday,  12:00  noon,  Rm.  T-5, 
Contact:  Dr.  Sanowski 

Housestaff  Pulmonary  Disease  Teaching 
Conf. 

Weekly,  Wed.,  12:30-1:30  p.m.,  Rm.  4115, 
Contact:  Dr  Rohwedder,  Ext.  388 

Cancer  Symposium 

1st  and  3rd  Thursdays,  3 p.m.,  Rm  3134, 

Contact:  Dr.  Byrne 

Cardiology  Conference 

2nd  Thursday.  1 pm.  Room  T-5,  Contact:  Dr 

Habibzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  12:30  p.m..  Contact:  Dr. 
Rohwedder 

Medical  Service  Grand  Rounds 

1st,  2nd,  3rd.  & 5th  Thursdays,  11  a.m.,  Rm. 

T-5,  Contact:  Dr.  Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  a m..  Room  T-5,  Contact  Dr. 

Zeller 


PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a.m.-2:30p.m 

Surgical  Rounds 

4th  Thursday,  10  a m. -2:30  p.m. 

TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723 
Contacts  listed  below.  Approved  for 
Category  1 credit 

Medical  Surgical  Chest  Conference 

Weekly,  Tuesday,  2 p m..  Contact:  Dr.  Young 
Medical  Grand  Rounds 
Weekly.  Wed.,  12-1 :00  p.m.,  VA  Hospital  Staff 
Conf.  Rm  & (AHSC),  Contact:  Jay  Smith, 
M D 

Surgical  Grand  Rounds 

Weekly.  Wed.,  4:00  p.m..  Contact:  Dr.  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p m..  Rm. 
N318,  Contact:  Dept,  of  Internal  Medicine 

Grand  Rounds 

Weekly,  Thursday,  11  am..  Bldg.  107, 
Contact:  J.  Fitzharris,  D O. 

Vascular  Radiology,  Interesting  Case  Conf. 
Weekly,  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly,  Friday,  12  p.m..  Contact:  Dr.  Sibley. 

YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364  Contact: 
Alan  Winfield.  M.D  Approved  for  Category  1 
credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a m 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m 

Pathology  Conference 

4th  Tuesday,  7:00  a m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a m, 

U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine,  T ucson, 
AZ  85724.  Robert  M.  Anderson,  M D.,  Dir.  of 
CME.  Contact:  See  below.  Approved  for 
category  1 credit 

Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  pm,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc. 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly,  Thursday,  4-5  p.m.,  Room  5403 
Anesthesiology  Case  Discussion 

Weekly,  Wed.,  7:00  a m.,  AHSC,  Dining  Rm. 
C&D. 

Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m  , AHSC  Dining  Room, 
C&D,  Contacts:  Drs.  Otto  & Zehngut. 

Cancer  Center  Tumor  Board  Seminar 
3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC 
Auditorium,  Contact:  Cancer  Center. 


Cardiac  Catheterization  Conference 

Weekly,  Friday,  4:00  p.m..  Contact: 
Temkin 

Cardiology  Research  Conference 

Weekly,  Tuesday,  7:30  a.m..  Contact: 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact 
Byrne-Quinn. 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday,  Noon-1  p.m.  Contact:  ^ 
Boyer.  M D.,  Dept,  of  Internal  Medicine 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5 
Contact:  Jerry  Goldstone,  M.D.,  Depi 
Surgery. 

Dermatology  Conference 

4th  Monday,  5:15  p.m.,  AHSC,  Contact:  C 
Friedman. 

Dermatology  Rounds 

Weekly,  Wed.,  1 1 :30  a m.,  Contact:  Dr.  Ly 
Endocrinology  Seminar 
Weekly,  Thursday,  12-1  p.m..  Contact: 
Johnson. 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 am.,  AHSC,  Contact: 
Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact 
Paplanus. 

Gl  Radiology  Conference 

2nd  & 4th  Mondays,  7:30  am.,  AF 
Contact:  Dr  T.  Hunter. 

Head  & Neck  Tumor 
Management  Conference 

Weekly,  Wed.,  4:00  p.m..  Contact: 
Manning. 

Hematology-Oncology  Clinical  Conferei 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  6 
Contact:  S.  Salmon,  M.D.,  Dept,  of  Inte 
Medicine. 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1  p.m.,  AHSC,  Contact 
J.  Smith. 

Morbldity/Mortality  in  E.M. 

2nd  Tuesday.  9 a m.,  AHSC,  Contacts: 
Hughes  & Alcorn. 

Neuromuscular  Disease  Conference 

Weekly,  Friday,  11:30  am..  Contact: 
Stern. 

Neuropathology  Case  Review 

Weekly,  Friday,  8:30  a m.,  UAHSC,  Dr 
Johnson. 

Neuroradiology  Conference 

Weekly,  Thurs.,  5:00  p.m..  Contact:  Dr.  I 
Christenson. 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m,.  Contact: 
Stern. 

Neurosciences  Seminar 

Weekly,  Tuesday  & Friday,  7:30  a.m.,  AH 
Contact:  Dr.  C Bamford. 

Nuclear  Medicine 

Weekly,  Thursday,  7:30  am.,  AF 
Radiology  Conference  Rm. 

OB/GYN  Lectures 

Weekly,  Friday,  1 p.m.,  AHSC,  Contact: 
CD. Christian 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a m.,  AHSC,  Contact:  D 
Herschler. 

Ophthalmology  Retina 
Fluoro.  Conference 

Weekly,  Thursday,  5 p.m.,  AHSC,  Cont 
Dr  H.  Cross. 


546 


AUGUST  1982  • XXXIX  • 8 


lopedic  Rounds 

jrday,  8:00  a m.,  Contact:  Dr.  Peltier. 

I Conference 

Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
),  Contact:  Drs.  Hameroff  & Cork. 

lology  Conference 

■kly,  Monday,  12  noon,  AHSC,  Contact: 
C.D.  Christian. 

lology  Seminar 

ikly,  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
).  Contact:  Dr.  P.  Finley. 

son  Pathologist  Conference 

i/londay,  7:30  p.m.,  AHSC,  Contact:  Dr.  A. 
Iraham. 

iatric  Grand  Rounds 

4th  & 5th  Tuesdays,  12  p.m.,  AHSC, 
tact:  Dr.  H.  Thompson, 
iatric  Problem  Patient  Conference 

■kly.  Wed.,  8:00  a.m..  Contact  Dr.  Lillian 
les-Cruz 

iatric  Research  Forum 

‘kly,  Tuesday,  7:30  a.m..  Contact:  Dr. 

<ar  Koldovsky 

iatric  Specialty  Conference 

■kly,  Friday,  8:00  a.m..  Contact:  Dr. 

ilyn  Heines  & Jane  Ruggill. 


Psychiatric  Grand  Rounds 

Weekly,  Wednesday,  5:30  p.m.,  AHSC,  Rm. 
8403,  5th  Floor  Auditorium. 

Psychiatric  Monthly  Case  Conference 

2nd  Friday,  7:30  a.m..  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital. 

Pulmonary  Rounds 

Weekly,  Friday,  11:30  a.m..  Contact:  Dr. 
Benjamin  Burrows. 

Chest  Radiology 

Weekly,  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich,  M.D., 
Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 

Weekly,  Wednesday,  7:30  am.,  AHSC, 
Contact:  Dr.  Christenson 

Radiation  Oncology  Planning  Conference 

Weekly,  Friday,  8:30-10:00  a.m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly,  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr.  Freundlich. 

Radiology-Rheumatology  Conference 

Weekly,  Thursday,  7:45a.m.,  UAHSC,  Library 
Rm.1535C. 

Renal  Pathology  Conference 

1st,  3rd,  & 5th  Thurs.,  1 1 :30  a m..  Contact:  Dr. 
Nagle. 


Residents  Noon  Conference 

Weekly  , Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 

Resident's  Conference 

Weekly,  Wed.,  5-6  p.m,,  Diag.  Radiology 
Conf.  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  a.m.,  Rm.  5403,  AHSC, 
Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 

Weekly,  Wed.,  8:00  a.m..  Contact:  Dr. 

Wangensteen. 

Trauma  Conference 

Thursday,  4:00-5:00  p.m..  AHSC,  Rm.  5505. 
Toxicology  Conference 
Weekly,  Tuesday,  8:00  a.m..  Contact:  Dr. 
Keith  Likes. 

Tucson  Ultrasonography  Group 

Weekly,  Wed.,  4:30  p.m.,  AHSC,  Contact:  Dr. 
I.  Freundlich. 

General  Urology  Conference 

Weekly,  Tue.  & Thurs.,  12:00  noon,  AHSC  & 
VA  Hospital  Contact:  Dr.  G.W.  Drach. 
Vascular  Surgery  Conference 
Weekly,  Tuesday,  4-6  p.m.,  AHSC,  Contact: 
Dr.  J.  Goldstone. 
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Over  1,000  Arizona 
physicians  attended  the 
most  informative 
Malpractice  Seminar 
ever  presented  in  the 
state. 

MICA  continues 
its  pledge  to 
Arizona  Physicians. 


MIOl 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA  Sponsored  by:  Arizona  Medical  Association 

Arizona  Osteopathic  Medical  Association 

(602)  271-4019 

Toll  Free  (800)  352-0402 


MEDICINE  or 


BUSINESS? 


The  Air  Force  Has 
Opportunities  For: 

General  Surgeons 
Orthopedic  Surgeons 
OB/Gynecologists 
Rheumatologists 
Otolaryngologists 

Call  Collect 

Ben  Benaquista 
In  Tempe 
261-4220 


If  you  feci  you’re  practicing 
business  instead  of  medicine, 
why  not  consider  an  alternative? 

Many  physicians  are  seeking  relief 
from  the  ever  increasing  pressures  of 
private  practice.  If  you  are  a physician, 
57  years  of  age  or  younger,  the  United 
States  Air  Force  Medical  Service  offers 
you  an  alternative  and  a unique  chal- 
lenge to  serve. 

The  Air  Force  physician  practices 
medicine  in  a group  practice  environ- 
ment with  the  entire  spectrum  of 
medical  specialties  available.  United 
States  Air  Force  Hospitals  are  accred- 
ited by  the  Joint  Commission  and  are 
equipped  with  the  finest  medical  facil- 
ities available.  Health  care  is  provided 
to  every  patient  without  regard  for  the 
patient’s  ability  to  pay.  The  profes- 
sional challenges  and  the  medical  edu- 
cation opportunities  are  unlimited. 

The  Air  Force  physician  normally  has 
time  for  travel,  family  and  personal 
development.  Available  liberal  fringe 
benefits  provide  for  a secure  and 
satisfying  life  style  including  30  days 
vacation  with  pay  annually,  advance- 
ment, travel,  medical  education,  pro- 
fessional pay,  and  recreational  oppor- 
tunities. Assignment  to  a specific  Air 
Force  Hospital  within  the  United  States 
or  overseas  may  be  arranged. 


COMPUTED 
TOMOGR/VPHY 


HEAD 


Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility*  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015  • (602)  242-5859 

Alan  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 


you  WORKED  HARD 


it  will  last  a lifetime 

PLAGUE  SHOP 


Wood  plaques  — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


Now  leasing  space . . . 


Mesa  Lutheran  Medical  Complex 

560  W.  Brown  Road,  Mesa 


• 48,000  square  feet  of  choice  medical  office  space 

• covered  parking  for  65  automobiles 

• generous  tenant  improvement  allowance 

• utilities,  maintenance,  janitorial,  security  provided 


Owned  and  operated  by  Mesa  Lutheran  Hospital/Lutheran 
Hospitals  and  Homes  Society  of  America 

call  834-1211  extension  2748 
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BRO 
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BUS 


IRtS  ’ PERSONALIZED  PRINTING  ' ADDRESSING 


p M \/  p i n p p Q 


Call  or  Write  “Press”  Preston 
Printing  Department 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Phoenix  Members 

Tucson  Members 

All  Other  Members 

Telephone  246-8901 

Ask  Operator  for  Enterprise  265 

Call  Collect  246-8901 

NNOUNCEMEN 
iT  HISI 
INFORM/ 
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BRO 
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E J S i N p Cj  A OAHU 


' BROCn-^T 
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Classified 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


m 

J.  Prekup  &.  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central,  Suite  509-C  Phoenix,  Az  85012 
(602)  279-1884 
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Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


PROFESSIONAL 

OPPORTUNITIES 

)ICAL  STUDENT, 

1TH  AMERICAN 

;ring  fourth  year  (September  1982) 
an  approved  Medical  School  in 
ico,  URGENTLY  seeks  guidance 
financial  support  from  a sponsor 
anization.  The  multilingual 
jrtiser  will  sign  a contract  to  serve 
year  for  each  year  of  support  after 
lining  herU.S.  license.  Reply  to:  P.O. 
517,  c/o  Arizona  Medicine,  810  West 
lany  Home  Road,  Phoenix,  Arizona 

13. 

3W  WITH  US  IN  SUNNY  ARIZONA 

INA  Healthplan  needs  physicians  in 
ly  practice  and  most  specialties  in 
son  and  Phoenix.  Competitive 
ries  and  comprehensive  benefits 
jding  a professional  development 
jram,  retirement  plan,  and  group 
ntive  bonus  are  provided.  If  team 
faction  and  casual  living  interest 
send  your  CV  to:  Professional 
itlons,  INA  Healthplan,  Inc.,  6115 
th  7th  Street,  Phoenix,  Arizona 

14. 

CHELL  AND  ASSOCIATES,  INC. 

statewide  and  national  search  and 
uiting  firm  specializing  in  physician 
medical  placements.  For  further 
rmation  on  our  services  and 
lable  opportunities,  call  (602)  344- 
).  All  inquires  are  confidential. 

REAL  ESTATE 

I CARLOS,  MEXICO 

dominios  Pilar,  2 bedrooms,  2 

15.  Maid  Service  included.  Call  (602) 
•4983. 


BEAUTIFUL  CONDOMINIUM 

Condominios  Pilar  - San  Carlos  Bay, 
Mexico,  For  Rent,  Two  Bedroom,  Two 
Bath,  Fully  equipped.  Beautiful  180 
degree  view  of  the  ocean.  Swimming 
pool.  Boating.  Fishing.  Restaurant.  $65  a 
day  plus  utilities  and  maid  service.  Call 
(602)  795-4925  for  reservations.  Ask  for 
Marge. 

PINETOP  MOUNTAIN  CABIN 
FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  summer  activities,  such  as 
hiking  the  White  Mountains  of  Arizona. 
Call  Dr.  Carl  Peiser  in  Winslow  - (602) 
289-2371  days,  289-5081  evenings. 

ACROSS  FROM 
TUCSON  MEDICAL  CENTER 

1100  square  foot  office  ideal  for  single 
practice.  Good  terms,  available 
immediately.  (602)  326-4811. 

FOR  RENT 

San  Francisco  condominium  on  Nob 
Hill.  Excellent  location  near  most  of  San 
Francisco's  attractions.  Beautifully 
furnished.  Outside  patio— small  kitchen. 
Sleeps  4.  $150.00  per  night  in  advance. 
To  make  arrangements,  call  Anne.  (602) 
795-4925. 

THE  PERFECT  SECOND  HOME 

La  Jolla,  California.  Full  or  partial 
interest  available.  This  unique,  newer 
property  was  designed  to  accommodate 
three  couples  simultaneously  in 
complete  privacy.  Ideal  hideway  for 
bachelors  or  small  families.  On  secluded 
street  on  mountainside  near  ocean. 
Spectacular  views  from  every  room. 
Houses  sit  on  1+  acre  hillside  in  natural 
state.  Garages  accommodate  three  cars, 
small  boats,  etc.  Minimum  $15,000  cash 
for  a lifetime  of  enjoyment.  Dr.  R.  Trippi, 
(714)  459-2743. 


ATTENTION  PROFESSIONALS 

Why  rent  when  you  can  own?  Are  you 
renting  your  telephone  system  from 
Mountain  Bell?  If  so,  you  are  over- 
paying! Why  not  let  the  professional  at 
Interstate  Telecommunications,  Inc. 
compare  your  Bell  system  against  our 
systems.  We  can  show  you  a cost 
effective,  state-of-the-art,  telephone 
system  for  a fraction  of  the  cost; 
because  with  the  money  you  normally 
pay  Bell,  you  will  be  paying  on  yourown 
system.  Give  us  a call  today!  We've  got 
your  number! 

Interstate  Telecommunications,  Inc. 
3507  North  Central  Avenue,  Suite  300 
Phoenix,  Arizona  85012 
Telephone:  (602)  263-5332 

PACIFIC  OCEAN  FRONT 
APARTMENTS  FOR  SUMMER 
RENTALS 

One  1-bedroom  (sleeps  four)  ground 
floor,  $550  per  week.  Two  larger  units  - 
Each  sleeps  four  - all  units  modern  and 
brand  new.  $700  per  week.  All  in 
Carlsbad,  California.  Contact:  Robert  H. 
Joseph,  M.D,  2141  Westminster  Drive, 
Riverside,  California.  (714)  780-1686. 

FLAGSTAFF  OFFICE 

Available  for  rent.  1382  square  feet,  two 
examining  rooms,  surgery  room,  lab, 
lead  shielded  x-ray  room,  nurse's 
station,  office,  waiting  room;  under 
$6.00  sq  ft.  Contact  Fred  Croxin,  Box 
542,  Flagstaff,  Arizona  86002.  (602)  774- 
1020. 

FOR  SALE 

Strip  Centers.  Anchor  Tenant, 
Convenient  Food  Mart.  A National 
Franchise,  Centers  from  9,000  to  23,000 
square  feet.  Excellent  tax  shelter  and 
appreciation.  For  more  details  call: 
O'Keefe  Development  Company,  (602) 
933-7375. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE 


• • • 


\w 
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OU  KNOW  ITS  REALLY 
XIETY  SYMPTOMS 

is  presenting  symptoms;  palpitations,  chest  pain, 
hronic  exhaustion  and  occasional  difficulties  in  breathing, 
lood  reason  for  concern.  A complete  workup  uncovers  no 
rganic  dysfunction,  but  it  does  reveal  excessively  high 
ivels  of  anxiety  and  apprehension. 

, rapid  relief  you  pyrescribe 
Valium  (diazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ’days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

\AUUMk 

dlazepom/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


Please  see  summary  of  product  information  on  the  following  page. 


VALIUM ' (diazepam /Roche ) 

Before  prescribing,  piease  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  wilh  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  hot  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and'or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation.  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions'.  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenolhiazines,  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  IS  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  laundice.  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  laundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults.  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b I d to  q i d , alcoholism,  10  mg  t i d or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d 
or  q I d , adjunctively  in  convulsive  disorders,  2 to  10  mg 
b I d to  q I d Geriatric  or  debilitated  patients  2 to  2'/z 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children.  1 to  2^/2  mg  t.i  d. 
or  q I d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white;  5 mg.  yellow,  10  mg,  blue — 
bottles  of  100*  and  500,*  Prescription  Paks  of  50, 
available  in  trays  of  10  • Tel-E-Dose*  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25,t 
and  in  boxes  containing  10  strips  of  10  v 

^Supplied  by  Roche  Products  Inc,,  Manati,  Puerto 
Rico  00701 

■i'Supplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Ihc.,  Nutley,  New  Jersey  071 10 


ROCHE  PRODUCTS  INC, 
Manati.  Puerto  Rico  00701 


THE  ARMY  NEEDS 
PtmiCIANS 
RART-TIME. 

The  Army  Reserve  otters  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conterences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributorv  retirement 
annuity  when  vou  retire  from  the  Army  Reser\-e, 
as  well  as  tunded  continuing  medical  education  pro- 
grams. A small  investment  ot  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  coLintrv,  For  more  iittormation,  simply 
call  the  number  below 

ARMY  RESERVE. 
BEAUYOUCANBE. 

Call  Collect/Write  USAR  AMEDD  PROCUREMENT 
3550  N Central,  Suite  1100  Phoenix,  Arizona  85012 
(602)  266-3012 


Arizona  Medicine  (ISSN  0004-1556)  is  the  official 
monthly  publication  of  the  Arizona  Medical 
Association  (810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013)  and  the  Medical  Society  of  the  United  States 
and  Mexico.  Subscription  price  $20.00  per  year.  $2.00 
single  copy.  Second-class  postage  paid  at  Phoenix, 
Arizona  and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to  Arizona 
Medicine  810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013. 

Arizona  Medicine  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor.  Although  all 
advertising  is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  endorsement  by 
this  journal. 

For  information  on  the  preparation  of  articles  write 
the  Managing  Editor,  810  W.  Bethany  Home  Road, 
Phoenix,  AZ  85013.  (602)  246-8901. 


had  Notch  buUd  a 
lake  cabin  in  our  backyard!” 




Dr.  and  Mrs.  Jim  Perry  chose  Notch  to 
design  and  create  their  living  system, 
and  are  now  enjoying  their  very  own 
personalized  family  lifestyle  at  home, 
every  day  — without  the  time  and  cost  of 
driving  to  and  from  the  lake! 

Last  fall  Notch  designed  Perry’s  year 
around  living  system  and  built  it  through 
the  winter  months.  This  assured  the 


Perry  family  completion  of  their  new 
environment  by  spring. 

Each  “Notch  Total  Living  System”  is 
unique  and  one  of  a kind.  Our  signature 
brand  is  your  assurance  of  top  quality 
construction  and  workmanship! 

Plan  now  for  the  best  investment  you 
can  make! 


notch 

CUSTOm  DESIGN  ^ INSTflLLRTION 
outdoor  living  spaces,  rooms  and  additions 
(complete  home  entertainment  centers) 

2407  E.  SHEP  BLVD.,  PHOENIX,  RZ.  85028  (602)  867-9788 


Creativity  in  Living 

Vou  have  two  choices  in  life:  you 
can  dissolve  into  the  mainstream, 
or  you  con  be  distinct.  To  be  dis- 
tinct, you  must  be  different.  To  be 
different,  you  must  striue  to  be 
what  no  one  else  buti;oucan  be. . . 

Your  individuality  should  extend 
beyond  yourself  and  out  into  your 
everyday  surroundings. 

Our  business  is  creating  individual 
distinctive  environments;  a gift  of 
living  for  the  present . . . 

iSsit  cy\^otc(i. 


Howto  prevent  a hold  up. 


We  don’t  like  holding  up  payment  on  your  insurance 
claims  any  more  than  you  like  the  delay.  So  to  assure  prompt 
and  accurate  payment  always  turn  to  the  CPT-4  or  ’74 
CRVS  procedure  coding  manuals  for  the  proper  numerical 
code  and  description  to  use  when  indicating  the  diagnosis 
and  treatment.  And  when  filing  always  use  the  imprinted 
claim  form  provided  by  Blue  Cross  and  Blue  Shield  of 
Arizona. 

When  we  receive  the  completed  forms  with  the  correct 
information,  we’ll  have  a check  in  the  mail  to  you  for  all 
the  services  covered  by  the  patient’s  contract. 

For  further  infonnation  contact  the  Professional 
Relations  Department  of  Blue  Cross  and  Blue  Shield  today. 
So  you  can  prevent  a hold  up  in  what’s  coming  to  you. 


Blue  Cross® 
Blue  Shields 


of  Arizona 


Phoenix 

Tucson 


864-4403 

795-8029 


® Registered  Mark  Blue  Cross  Association  ©'Registered  Mark  Blue  Shield  Association 


Announcing  a New,  Interactive  CME 
Program  for  Today’s  Health  Problem 
Cardiovascular  Disease: 


Risk-Reduction  Strategies 


Multimedia  Seminar: 

Up  to  2 Credit  Hours,  Category  1 PRA/AMA 

A distinguished  panel  of  authorities  confronts  the 
major  clinical  risk  factors  in  cardiovascular  disease 
management.  Filmed  case  studies  help  the  primary 
care  physician  identify  and  evaluate  the  patient’s 
“risk  profile”  and  assess  cardiovascular  treatment. 

Self-study  Program: 

4 Credit  Hours,  Category  1 PRA/AMA 

Follow-up  clinical  monograph 
discusses  in  depth  1)  clinical 
issues  and  2)  practical  strat- 
egies. Completion  of  the 
monograph  and  accompany- 
ing quiz  reinforces  the  seminar 
material. 


Total  Program  with  Materials- 
Free  of  Charge 

The  program  includes:  two  film  segments  on 
16mm  or  %"  videocassette  (on  loan),  step-by-step 
Moderator’s  Guide,  Participant  Workbooks, 
Self-study  Program  and  publicity  kit-everything 
needed  to  present  a one-  or  two-hour  seminar  with 
minimal  preparation. 


For  further  information 

ail  the  coupon  or  call  toll-free 
800-526-4299. 

In  New  Jersey,  call 
.(201)  636-6600. 


Cardiovascular  Disease^ 

Risk-Reduction 

Strategies 


M.E.D.  Communications 
655  Florida  Grove  Road,  Hopelawn,  NJ  08861 
Please  send  me  full  details  on  faculty,  agenda, 
accreditation  and  booking  for  the  CME  seminar. 
Cardiovascular  Disease:  Risk-Reduction  Strategies. 


Name 
Title  _ 


(PLEASE  PRINT) 


Institution 
Street 


Cardiovascular  Disease:  Risk-Reduction  Strategies 
was  produced  in  collaboration  with  New  York  Medical  College  by 
M.E.D.  Communications  under  a grant  from  Bristol  Laboratories, 
Division  of  Bristol-Myers  Company  ME0703  8/82 


City 


State Zip 


Telephone 

(AREA  CODE) 


AMA 


The  physicians  of  Arizona 
know  the  difference  - 

MICA  is  “our”  company  - 

The  others  - “their”  company. 


MICA 


MOTCJAL  INSGRAMCE  COMPAMY  OF  ARIZONA  Sponsored  by:  Arizona  Medical  Association 

Arizona  Osteopathic  Medical  Association 

(602)  272-4019 

Toll  Free  (800)  352-0402 


250-mg  Pulvules® 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


Pediatric  Drops 


100  mg/ml 
10-ml  size 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 
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if  Larsen  & Associates 


MEDICAL  PRACTICE  MANAGEMEN" 

354  EAST  VIRGINIA  AVENUE 
PHOENIX,  ARIZONA  85004 
(602) 234-3838 


When  does 
two 
equal 
four? 


Only  you  can  provide  the  answer... 


Squibb  invites  you 
to  conduct  your  own  clinical  trial 

with 


\^XOSCf Capsules 

(Cephradine  Capsules  USP) 


BID 


How  else  can  you  decide  that  Velosef  Capsules  500  mg  BID  are 
as  effective  as  250  mg  QID  of  the  leading  oral  cephalosporin? 
We're  so  confident  about  the  results  that  we'll  send  you  a 
clinical  trial  supply  of  Velosef  Capsules  500  mg  for  use  in 
the  treatment  of  infections  of  the  respiratory  tract. 

To  find  out  how  two  500  mg  Velosef  Capsules  equal 
four  250  mg  capsules  of  the  leading  cephalosporin, 
simply  fill  out  the  attached  postage-paid  reply  card 
We'll  send  your  clinical  trial  supply  of  Velosef 
Capsules  500  mg  right  away. 


100  capsules  NDC  0003-0114-50 

500  mg 

VELOSEF  *500’ 

Ceohradine  CaDsules  USP 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  TABLETS  1 GRAM 
Cephradine  Tablets 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 


DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500' 
Capsules  (Cephradine  Capsules  USP)  provide  250  mg  and 
500  mg  cephradine,  respectively,  per  capsule.  Velosef  Tablets 
(Cephradine  Tablets)  provide  1 g cephradine  per  tablet. 
Velosef  T25'  for  Oral  Suspension  and  Velosef  '250'  for  Oral 
Suspension  (Cephradine  for  Oral  Suspension  USP)  after  con- 
stitution provide  125  and  250  mg  cephradine,  re.spcctively, 
per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are 
indicated  for  the  treatment  of  infections  caused  by 
susceptible  strains  of  designated  microorganisms  as  follows; 
Respiratory  Tract  Infections  (e.g.,  tonsillitis,  pharyngitis,  and 
lobar  pneumonia)  due  to  S.  pneumoniae  (formerly 
D.  pneumoniae)  and  group  A beta-hemolytic  streptococci 
[penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  pro- 
phylaxis of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the 
nasopharynx;  substantial  data  establishing  the  efficacy  of 
Velo.sef  in  the  subsequent  prevention  of  rheumatic  fever  are 
not  available  at  present);  Otitis  Media  due  to  group  A beta- 
hemolytic  streptococci,  //.  influenzae,  staphylococci,  and 


S.  pneumoniae:  Skin  and  Skin  Structures  Infections  due  to 
staphylococci  and  beta-hemolytic  streptococci;  Urinary  Tract 
Infections,  including  prostatitis,  due  to  E.  coli.  P.  mirahilis, 
Klehsielia  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated 
prior  to  and  during  therap\’. 

CONTRAINDICATIONS:  In  patients  with  known  hypersen- 
sitivity to  the  cephalosporin  group  of  antibiotics. 
■WARNINGS;  Use  cephalosporin  cleriratires  with  great 
caution  in  penicillin-sensitive  patients  since  there  is  clinical 
and  lahoratory  evidence  of  partial  cross -allergen  icily  of  the 
two  groups  of  antibiotics:  there  are  instances  of  reactions  to 
both  drug  classes  (including  anaphylaxis  after  parenteral 
use)  In  persons  who  have  demonstrated  .some  form  of 
allergy,  particularly  to  drugs,  use  antibiotics,  including 
cephradine,  cautiously  and  only  when  absolutely  nece.s.sary. 

Pseudomembranous  colitis  has  been  reported  with 
the  use  of  cephalosporins  (and  other  broad  spectrum 
antibiotics);  therefore,  it  is  important  to  consider  its 
diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum 
antibiotics  alters  normal  flora  of  the  colon  and  may  permit 
overgrowth  of  Clostridia.  .Studies  indicate  a toxin  produced 
by  Clostridium  difficile  is  one  primary  cause  of  antibiotic- 
a.s.sociated  colitis.  Cholestyramine  and  colestipol  resins  have 
been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis 
may  respond  to  drug  di.scontinuance  alone.  Manage  moderate 
to  .severe  ca.ses  with  fluid,  electrolyte  and  protein  supplemen- 
tation as  indicated.  Oral  vancomycin  is  the  treatment  of 
choice  for  antibiotic-a.ssociated  pseudomembranous  colitis 


produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of 
colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to 
detect  any  side  effects  or  unusual  manifestations  of  drug 
idiosyncrasy.  If  a hypersensitivity  reaction  occurs,  discon- 
tinue the  drug  and  treat  the  patient  with  the  usual  agents, 
e.g.,  pressor  amines,  antihistamines,  or  corticosteroids. 
Administer  cephradine  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  In  patients  with  known  or 
suspected  renal  impairment,  make  careful  clinical  observation 
and  appropriate  laboratory  studies  prior  to  and  during 
therapy  as  cephradine  accumulates  in  the  serum  and  tissues. 
See  package  insert  for  information  on  treatment  of  patients 
with  impaired  renal  function.  Prescribe  cephradine  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis.  Prolonged  use  of  antibiotics  may 
promote  the  overgrowth  of  nonsusceptible  organisms.  Take 
appropriate  measures  should  superinfection  occur  during 
therapy.  Indicated  surgical  procedures  should  be  performed 
in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that 
false  results  may  occur  with  urine  glucose  tests  (see 
PRECAUTIONS,  Drug/Laboratory  Test  Interactions).  Advise 
the  patient  to  comply  with  the  full  course  of  therapy  even  if 
he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as 
possible.  Tell  the  patient  he  may  take  this  medication  with 
food  or  milk  since  G.I.  upset  may  be  a factor  in  compliance 
with  the  dosage  regimen.  The  patient  should  report  current 
use  of  any  medicines  and  should  be  cautioned  not  to  take 
other  medications  unless  the  physician  knows  and  approves 
of  their  use  (see  PRECAUTIONS,  Drug  Interactions). 
Laboratory  Tests:  In  patients  with  known  or  suspected 
renal  impairment,  it  is  advisable  to  monitor  renal  function. 
Drug  Interactions:  When  administered  concurrently,  the 
following  drugs  may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere 
with  the  bactericidal  action  of  cephalosporins  in  acute  infec- 
tion; other  agents,  e.g.,  aminoglycosides,  colistin,  poly- 
myxins, vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Diuretics  (potent  “loop  diuretics,”  e.g.,  furosemide  and 
ethacrynic  acid)  — Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  of 
cephalosporins,  resulting  in  increased  risk  of  nephrotoxicity. 
Drug/Laboratory  Test  Interactions:  After  treatment  with 
cephradine,  a false -positive  reaction  for  glucose  in  the  urine 
may  occur  with  Benedict's  solution,  Fehling’s  solution,  or 
with  Clinitest®  tablets,  but  not  with  enzyme -based  tests  such 
as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a 
cephalosporin  prior  to  delivery.  Cephalosporins  have  been 
reported  to  cause  false -positive  reactions  in  tests  for  urinary 
proteins  which  use  sulfosalicylic  acid,  false  elevations  of 
urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in 
animals  have  not  been  performed  to  evaluate  carcinogenic 
potential  or  mutagenesis. 

Pregnancy:  Teratogenic  Effects/Impairment  of 
Fertility  — Category  B:  Reproduction  studies  have  been 
performed  in  mice  and  rats  at  doses  up  to  4 times  the  maxi- 
mum indicated  human  dose  and  have  revealed  no  evidence 
of  impaired  fertility  or  harm  to  the  fetus  due  to  cephradine. 
There  are,  however,  no  adequate  and  well-controlled  studies 
in  pregnant  women.  Because  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  use  this  drug 
during  pregnancy  only  If  clearly  needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast 
milk  during  lactation,  exercise  caution  when  administering 
cephradine  to  a nursing  woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the 
efficacy  of  b.i.d.  regimens  in  children  under  nine  months  of 
age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited 
essentially  to  G.I.  disturbances  and,  on  occasion,  to  hyper- 
sensitivity phenomena.  The  latter  are  more  likely  to  occur  in 
persons  who  have  previously  demonstrated  hypersensitivity 
and  those  with  a history  of  allergy,  asthma,  hay  fever,  or 
urticaria. 

(continued  on  next  page) 


Can  two  really  equal  four? 
Find  out  today. 

□ Yes,  I want  to  find  out  for  myself  if  Velosef®  Capsules 
(Cephradine  Capsules  USP)  really  equal  the  leading  oral 
cephalosporin. 

Send  my  clinical  trial  supply  of  40  Velosef  Capsules  500  mg  to: 


Name 
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Address 

City/State/Zip 
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This  offer  expires  on  December  31 , 1984. 
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(continued) 

The  following  adverse  reactions  have  been  reported 
following  use  of  cephradine:  G.l,  — Symptoms  of  pseudo- 
membranous cttlitis  can  appear  during  antibiotic  therapy; 
nausea  and  vomiting  have  been  reported  rarely.  Skin  and 
Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash, 
pruritus,  joint  pains.  Blood  — mild  transient  eosinophilia, 
leukopenia  and  neutropenia.  Liver  — transient  mild  rise  of 
SGOT,  SGPT,  and  total  bilirubin  with  no  evidence  of 
hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins; 
their  frequency  increa.ses  in  patients  over  50  years  old.  In 
adults  for  whom  serum  creatinine  determinations  were 
performed,  the  rise  in  BUN  was  not  accompanied  by  a rise  in 
.serum  creatinine.  Others  — dizziness,  tightness  in  the  chest, 
and  candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other 
than  lobar  pneumonia)  and  skin  and  skin  structures 
infections:  250  mg  q.  6 h or  500  mg  q.  12  h.  For  lobar 
pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncomplicated 
urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious 
UTI,  including  prostatitis,  500  mg  q.  6 h or  1 g q.  12  h. 
Severe  or  chronic  infections  may  require  larger  doses  (up  to 
1 g q.  6 h.). 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in 
equally  divided  do.ses  q.  6 or  12  h.  For  otitis  media  due  to 
//.  injluenzae:  75  to  100  mg/kg/day  in  equally  divided  doses 
q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for  children 
should  not  exceed  do.sage  recommended  for  adults.  There 
are  no  adequate  data  available  on  efficacy  of  b.i.d.  regimens 
in  children  under  9 months  of  age. 

For  full  prescribing  information,  consult  package  insert. 
HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of 
24  and  100  and  Unimatic®  unit-dose  packs  of  100.  1 g 
tablets  in  bottles  of  24.  125  mg  and  250  mg  for  oral 
su.spension  in  bottles  of  100  ml  and  200  ml. 
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Right  Ventricular 
Infarction 

Thomas  Paul,  M.D. 

Kenneth  B.  Desser,  M.D. 
Alberto  Benchimol,  M.D. 


Editor: 

Kenneth  B Desser,  M D 


The  clinical  spectrum  of  right  ventricular  infarction 
ranges  from  that  of  little  or  no  hemodynamic  com- 
promise to  one  of  profound  hypotension  and 
cardiogenic  shock  associated  with  variable  degrees  of 
atrioventricular  conduction  disturbance.  The  im- 
portance of  appropriate  diagnosis  and  management  of 
this  entity  resides  in  its  generally  favorable  prognosis  as 
compared  to  similar  derangement  caused  by  left 
ventricular  infarction. 


From:  The  Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
Medical  Center,  1111  East  McDowell  Road,  Phoenix,  Arizona  85006. 
Supported  in  part  by  the  E.  Nichols  Memorial  Eund,  and  The  Institute 
for  Cardiovascular  Diseases,  Inc.  Reprint  request  to  Alberto 
Benchimol,  M.D.,  Good  Samaritan  Medical  Center,  P.  O.  Box  2989. 
Phoenix,  Arizona  85062. 


The  original  description  of  hemodynamic 
significant  right  ventricular  infarction  being  diagnc' 
ante  mortem  was  by  Cohn'  in  1974,  at  a time  when  n 
clinicians  considered  infarction  of  the  right  ventn 
little  more  than  a pathologic  curiosity.  Review  of  sevt 
autopsy  reports  shows  the  incidence  of  right  ventric; 
infarction  to  range  from  5%  to  43%  with  a m 
incidence  of  ISX.''  It  appears  that  right  ventric 
infarction  is  uniformly  associated  with  inferoposte: 
infarction  of  the  left  ventricle  and  rarely  occurs  alon 
with  anteroseptal  infarction.^"'  Data  obtained  fr 
radionuclide  infarct  imaging  studies  suggests  that 
even  greater  percentage  (37.5%)  of  patients  v 
inferoposterior  infarction  exhibit  evidence  of  ri^ 
ventricular  involvement.^  Infarction  of  the  ri- 
ventricle,  however,  usually  results  in  hemodyna 
dysfunction  in  only  three  percent  to  eight  percen 
affected  patients.® 

Significant  necrosis  of  the  right  ventricle  can 
suspected  on  the  basis  of  electrocardiographic  criti 
for  inferoposterior  infarction  of  the  left  ventricle  . 
transient  ST  segment  elevation  in  lead  VI  Clinical  cl 
suggesting  the  diagnosis  include  associated  jugi 
venous  distention,  hepatic  tenderness,  absence 
pulmonary  congestion  and  evidence  of  low  care 
output.  Other  bedside  indicators  that  may  be  of  va 
are  right  sided  third  and  fourth  heart  sounds,  inspirat 
neck  vein  prominence  (Kussmaul’s  sign)  and  pul 
alternans.^ 

Noninvasive  studies  which  may  help  confirm  t 
diagnosis  include  technetium  radionuclide  infa 
imaging  with  attention  to  tracer  avidity  in  the  area  of  t 
right  ventricle,  gated  blood  pool  (MUGA)  stud 
demonstrating  right  ventricular  wall  motion  abnorm 
ities  and  echocardiography  showing  acute  right  ve 
tricular  dilation  and  paradoxical  septal  motion.  Absok 
determination  of  significant  right  ventricular  infarcti 
is  provided  by  the  placement  of  a Swan-Ganz  cathet 
Demonstration  of  an  elevated  mean  right  atrial  pressi 
which  is  greater  than  the  pulmonary  “wedge”  pressi 
confirms  the  diagnosis.  The  character  of  the  pressL 
curves  on  advancing  the  catheter  from  the  right  atriL 
through  to  the  pulmonary  artery  may  be  confusing  d 
to  their  striking  similarity  and  thus  fluoroscof 
confirmation  of  catheter  position  is  necessary  in  t 
presence  of  a right  ventricular  infarction.  The  r 
change  in  mean  pressure  between  the  right  atrium  ai 
pulmonary  artery  may  be  no  more  than  2 mmh 
Conditions  which  can  minic  or  obscure  the  diagnosis 
right  ventricular  infarction  include  pericardial  constri 
tion,  pulmonary  embolism,  tricuspid  regurgitatic 
chronic  obstructive  pulmonary  disease,  cardi 
tamponade  and  cardiomyopathy. 

The  therapeutic  goal  in  significant  right  ventricu 
infarction  is  reversal  of  systemic  hypotension  which 
largely  dependent  on  passive  flow  from  the  right  hea 
Mechanisms  by  which  right  ventricular  output  may 
enhanced  include;  1)  increasing  the  right  ventricu 
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diastolic  volume  and  thus  the  Starling  forces 
■ating  in  the  remaining  functional  myofibrils, 
jgmentation  of  right  atrial  contraction,  and  3)  in- 
sing the  right  atrial  to  left  atrial  pressure  gradient 
nenting  passive  flow.  Fluids  in  either  crystalloid  or 
)id  form  accomplish  all  of  the  above  mentioned 
s and  are  limited  in  their  effectiveness  only  by  tbe 
ee  of  left  ventricular  dysfunction.  Thus,  volume 
insion  is  usually  titrated  against  pulmonary  “wedge” 
sure  and  should  the  latter  rise  precipitously, 
native  modes  of  therapy  must  be  used.  Dopamine, 
roterenol  and  dobutamine  have  all  been  advocated 
)wing  the  failure  of  volume  expansion,  as  well  as 
um  nitroprusside  and  intraaortic  balloon  counter- 
ation.  The  benefit  of  these  modalities  and  their 
ion  to  circulatory  support  depends  on  the  extent  of 
age  to  the  left  ventricle.  Rarely,  there  will  be 
dated  right  ventricular  papillary  muscle  infarction 
valvular  incompetence  which  is  responsive  to 
ical  replacement  of  the  tricuspid  valve.®  Temporary 
t atrial  pacing  has  also  been  suggested  as  being 
acious  for  right  heart  dysfunction.® 
niy  a small  percentage  of  patients  with  right 
ricular  infarction  will  require  specific  therapy  for  a 
output  state.  The  judicious  administration  of 
ivenous  fluids  with  monitoring  of  the  pulmonary 
ge  pressure  will  in  most  cases  reverse  systemic 
Dtension.  The  proper  diagnosis  and  management  in 
subgroup  of  patients  may  be  life  saving  and  lend  a 
e favorable  prognosis  in  the  setting  of  acute 
icardial  infarction, 
nowledgement 

'e  wish  to  acknowledge  the  technical  assistance  of 
ale  Crevier  and  Jennie  Goff. 


References 

;ohn  )N,  Guiha  NH,  Broder  Ml,  Limas  CJ:  Right  ventricular 
nfarction.  Clinical  and  hemodynamic  features.  Am  I Cardiol 
974:33:209-214. 

fixon  JV:  Right  ventricular  myocardial  infarction.  Arch  Intern 
ded  1982:142:945-947. 

Vartman  WB.  Hellerstein  HK:  The  incidence  of  heart  disease  in 
!,000  consecutive  autopsies.  Ann  Intern  Med  1948:28:41-61. 
sner  )M.  Roberts  WC:  Right  ventricular  infarction  complicating 
eft  ventricular  infarction  secondary  to  coronary  heart  disease, 
requency,  location,  associated  findings  and  significance  from 
nalysis  of  236  necropsy  patients  with  acute  or  healed  myocardial 
nfarction.  Am  I Cardiol  1978;42:885-894. 

Vackers  FJ,  Lie  Kl,  Sokole  EB,  Res  ),  Van  der  Schoot  )B,  Durrer  D: 
’revalance  of  right  ventricular  involvement  in  inferior  wall 
nfarction  assessed  with  myocardial  imaging  with  Thallium-201  and 
’echnetium-99m  pyrophosphate.  Am  I Cardiol  1978;42:358-362. 
lohn  )N:  Right  ventricular  infarction  revisited.  Am  / Cardiol 
979:43:666-668. 

rintron  GB,  Hernandez  E,  Linares  E,  Aranda  jM:  Bedside 
ecognition,  incidence  and  clinical  course  of  right  ventricular 
nfarction.  Am  J Cardiol  1981:47:224-227. 

forr  KS,  Eevinson  H,  Bough  EW,  Gheorghiade  M,  Stone  1. 
vIcEnany  MT,  Shulman  RS:  Tricuspid  valve  replacement  for 
:ardiogenic  shock  after  acute  right  ventricular  infarction.  jAMA 
980:244:1958-1960. 

4ader  DA,  Ceretto  Wj,  Vieweg  WVR:  Atrial  pacing  in  the 
nanagement  of  right  ventricular  infarction.  South  Med  j 
1981:74:362-363. 


Seminars  in 
Endocrinology  and 
Metabolism 


Bilateral  Adrenal 
Hemorrhage  During 
Anticoagulant  Therapy 
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Edward  B.  Waldmann,  M.D. 


Editor: 

Stephen  E.  Dippe,  M.D. 


Spontaneous  bilateral  adrenal  hemorrhage  during 
anticoagulant  therapy  is  infrequently  diagnosed  and  the 
catastrophic  course  is  usually  recognized  only  at 
necropsy.  Physicians  who  recognize  this  complication 
can  rapidly  test  adrenal  function,  administer  gluco- 
corticoids, evaluate  adrenal  anatomy  with  a CAT  Scan, 
and  avert  the  sequelae  of  acute  adrenal  insufficiency.  In 
our  report,  we  describe  signs,  symptoms,  and  laboratory 
findings  which  will  aid  the  clinician  in  diagnosing 
adrenal  insufficiency  associated  with  anticoagulant 
therapy. 


Erom:  St.  Joseph's  Hospital  and  Medical  Center,  Department  of 
Medicine,  350  West  Thomas  Road,  Phoenix,  Arizona  85013. 


ARIZONA  MEDICINE 


575 


Case  Report 

A 69-year-old  white  female  with  a past  medical  history 
of  polycythemia  vera  was  admitted  on  March  27, 1981  to 
a hospital  for  treatment  of  pain  and  swelling  of  her  left 
lower  extremity  of  five  days  duration.  Physical  findings 
revealed  normal  vital  signs  with  abnormal  findings 
limited  to  pitting  edema  and  dependent  rubor  of  the  left 
leg  and  foot.  A clinical  diagnosis  of  left  femoral  vein 
thrombosis  was  verified  by  venography  and  anti- 
coagulant therapy  was  initiated  with  a continuous  IV 
infusion  of  aqueous  Heparin,  1000  units  per  hour.  She 
was  kept  at  strict  bed  rest  and  tbe  swelling  and  pain  in 
the  leg  abated  over  the  next  three  days.  On  hospital  day 
five  the  patient  developed  nausea  and  vomiting.  She  was 
ambulated  on  day  six  and  begun  on  oral  Warfarin 
therapy.  On  the  tenth  hospital  day,  April  6,  the  patient 
complained  of  nausea  and  epigastric  and  chest 
discomfort.  Serum  electrolytes  determined  at  this  time 
were  sodium,  116  mEq/liter;  potassium,  5.2  mEq/liter; 
chloride,  85  mEq/liter;  and  carbon  dioxide,  23 
mEq/liter.  The  same  day,  therapy  was  initiated  with  1000 
cc  of  normal  saline.  Repeat  serum  electrolyte 
determinations  after  completion  of  the  infusion  were 
sodium,  126  mEq/liter;  potassium,  4.4  mEq/liter; 
chloride  98  mEq/liter;  carbon  dioxide,  22  mEq/liter. 
Arterial  blood  gases  were  obtained  following  this 
infusion  and  were  normal  at  this  time.  A diagnosis  of 
syndrome  of  inappropriate  antidiuretic  hormone 
secretion  (SIADH)  secondary  to  a possible  underlying 
malignancy  was  considered  on  April  7 (day  11)  and  for 
the  next  72  hours,  the  patient  was  fluid  restricted.  On 
April  10  (hospital  day  14)  her  laboratory  studies  revealed 
a urine  osmolality  of  716  mosm/kg.  The  serum 
electrolytes  were  sodium,  118  mEq/liter;  potassium,  5.2 
mEq/liter;  chloride,  91  mEq/liter;  carbon  dioxide,  26 
mEq/liter.  A prothrombin  determination  was  per- 
formed on  April  9 (hospital  day  13)  and  was  60  seconds 
(control  12.6  seconds).  This  was  treated  with 
Aquamephyton,  10  mg  intramuscularly,  with  the 
subsequent  return  of  her  prothrombin  time  to  a 
therapeutic  level  of  26.5  on  April  10.  The  patient  was 
then  placed  on  oral  Coumadin,  2.5  mg  daily.  Since  the 
onset  of  the  patient’s  abdominal  distress  (April  6),  she 
continued  to  experience  intermittent  nausea,  anorexia, 
and  weakness  on  a daily  basis  but  was  discharged  on 
April  11. 

The  patient  was  readmitted  to  the  same  hospital  on 
the  following  day  (April  12)  complaining  of  weakness 
and  watery  diarrhea.  A left  pleural  effusion  was  present 
on  her  readmission  chest  x-ray.  A thoracentesis  revealed 
a grossly  bloody  transudate  which  was  both  direct  smear 
and  culture  negative.  A urine  culture  on  admission  grew 
E.  Coli  with  a greater  than  100,000  colony  count  and  this 
was  treated  with  gentamycin  and  ampicillin.  After  14 
days  of  antibiotic  therapy  with  gentamycin  and 
ampicillin  the  patient  developed  acute  renal  failure  with 
the  BUN  rising  to  54  mg/dl  and  the  serum  creatinine 
rising  to  7.9  mg/dl. 


Figure 


On  May  7,  the  patient  was  transferred  to  St.  jose[ 
Hospital  and  Medical  Center.  She  complained 
persistent  nausea,  anorexia,  generalized  weakness, 
a 23  pound  weight  loss  during  the  preceding  five  we 
Physical  examination  revealed  temperature  36.8,  pi 
rate  of  94  regular,  respiratory  rate  of  16  and  a bh 
pressure  of  140/90.  No  mention  of  orthostatic  hy 
tension  was  made.  The  patient  appeared  chronicalh 
with  findings  limited  to  tenderness  during  palpatioi 
the  epigastrum.  There  was  no  rebound  or  guarding 
the  remainder  of  the  abdominal  and  phys 
examination  was  within  normal  limits. 

Initial  laboratory  studies  revealed  a serum  sodiun 
137  mEq/l;  potassium,  4.3  mEq/l;  chloride  106mE 
carbon  dioxide,  20  mEq/l;  BUN  54  mg/dl; 
creatinine,  7.9  mg/dl.  Random  serum  and  ui 
osmolality  were  289  milliosmols/liter  and 
milliosmols/liter,  respectively.  The  hemoglobin  was 
g/dl;  hematocrit,  40.3%;  white  blood  count  13,000  wi 
normal  differential,  and  the  platelets  were  adequate 
the  admission  complete  blood  count.  The  patie 
prothrombin  time  while  taking  coumadin  2.5  mg  d 
was  23  seconds  with  a normal  range  of  8.9  to  11  secoi 
Urinalysis  revealed  a specific  gravity  of  1.011;  pH  5.0 
proteinuria;  3 to  6 RBC’s/high  powered  field;  15  te 
WBC’s/high  powered  field;  and  1 to  3 casts/ 
powered  field.  Urine  culture  was  negative.  Ser 
amylase  was  149  units/liter,  (normal  range  5 to 
units/liter)  and  serum  lipase  was  14  units/liter,  (nor 
range  4 to  24  units/dl).  A Cortrosyn  Stimulation  Test 
performed  on  May  15  by  IV  infusion  at  40  cc/hour 
I MED  of  50  mg  of  Cortrosyn®  in  1000  cc  of  normal  sal 
A base  line  serum  cortisol  level  of  8.4  ^J.g/d\  prio 
infusion  and  values  of  7.8  Mg/dl  at  a three  hour  inter 
4.9  Mg/dl  at  six  hours  and  5.4  Mg/dl  after  12  hour 
infusion.  After  completion  of  the  infusion  the  ser 
cortisol  level  was  5.4  Mg/dl-  A 24  hour  urine  specir 
was  collected  during  the  infusion  of  the  Cortrosyn. 
results  of  its  analysis  showed  a free  urine  cortisol  i 
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/24  hours  (normal  range  20  to  90  mcg/24  hours),  a 
e creatinine  of  0.9  gm/24  hours  (normal  female  0.9 
7 gm/  gm/24  hours).  A CAT  scan  of  the  abdomen 
aled  bilateral  adrenal  hemorrhage  (Figure  1). 
apy  was  initiated  with  Solu-cortef,  50  mg  IV,  every 
t hours  for  one  day  and  then  25  mg  IV  every  eight 
's  for  two  days.  Subsequently,  the  patient  was 
:hed  to  oral  Prednisone,  5 mg  every  12  hours  for  two 
followed  by  Prednisone,  7.5  mg  every  morning.  At 
,ametimethatoral  Prednisonetherapy  was  initiated, 
apy  with  Florinef,  0.1  mg  every  day  was  also  begun, 
patient  showed  marked  clinical  improvement 
in  48  hours  after  initiating  parenteral  glucocoticoid 
apy.  Objectively,  the  BP  increased  from  109/68  on 
day  prior  to  initiation  of  treatment  to  122/82 
wing  24  hours  of  therapy,  her  strength  increased 
her  appetite  returned.  Subjectively,  the  patient 
d a marked  increase  in  well  being.  Her  serum  BUN 
creatinine  decreased  to  61  mg/dl  and  4.1  mg/dl, 
ectively  over  a period  of  17  days.  By  May  24, 1981  the 
m electrolytes  were  normal  and  the  patient  was 
larged  on  May  25,  1981.  She  was  maintained  on 
nisone,  7.5  mg  and  Florinef,  0.1  mg  po  daily. 

ussion 

le  patient  manifested  many  clinical  and  laboratory 
jres  that  have  been  previously  reported  in 
:oagulated  patients  who  experienced  adrenal 
lorrhage  and  evolved  adrenal  insufficiency.^  This 
5nt  had  symptoms  of  nausea,  upper  abdominal  pain, 
pleuritic  chest  pain  while  on  heparin  and  coumadin 
apy  at  the  presumed  time  of  her  adrenal 
lorrhage.  Also,  her  prothrombin  time  was  markedly 
ated  above  the  therapeutic  range.  During  this 
od,  her  serum  sodium  was  noted  to  be  low  and  her 
m potassium  was  high.  As  pointed  out  in  previous 
)rts,^  a ratio  of  sodium/potassium  less  than  30  should 
one  to  consider  adrenal  insufficiency.  In  this 
;nt,  the  ratio  was  22.  Also  noted  in  previous 
lished  reports  are  findings  of  lowered  serum 
ride  levels.^ 

te  presence  of  renal  failure  in  our  patient  with  its 
:t  on  serum  electrolytes  points  out  the  importance 
ewing  the  electrolyte  abnormalities  in  relationship 
assible  coexistent  disease  processes.  Renal  failure,  as 
lis  patient,  is  associated  with  an  increased  serum 
n gap,  and  decreased  serum  chloride  concentration 
an  increased  serum  potassium  concentration.  Thus, 
'current  renal  failure  as  in  our  patient,  invalidates 
possible  use  of  the  sodium/potassium  ratio  for  the 
nosis  of  adrenal  insufficiency.  Patients  who  are 
g treated  with  anticoagulant  therapy  and  develop 
atoms  suggestive  of  adrenal  insufficiency  such  as 
iea,  vomiting,  abdominal  pain,  weakness,  or 
exia  should  be  evaluated  for  adrenal  insufficiency 
!Cially  if  they  are  at  an  increased  risk  of  adrenal 
lorrhage  by  having  prothrombin  times  outside  the 
apeutic  range.® 

lis  patient  also  developed  persistent  anorexia  with  a 


weight  loss  of  23  pounds  and  generalized  weakness. 
Additional  signs  of  adrenal  insufficiency  which  were  not 
present  in  this  patient  but  which  have  been  previously 
reported  include  orthostatic  hypotension,  an  elevated 
total  eosinophil  count,  fever,  and  a disturbed  sen- 
sorium.® 

A Cortrosyn®  Stimulation  Test  may  be  administered 
via  24  hour  continuous  IV  infusion  of  50  /ug  of  synthetic 
ACTH  mixed  with  1000  cc  of  normal  saline  or  via  IM 
bolus  administration  of  25  yug  of  synthetic  ACTH 
(cortrosyn®).  The  plasma  cortisol  is  measured  before 
and  60  minutes  following  the  IM  bolus  injection.  A 
normal  response  is  a 10  to  20  mg/dl  rise  in  the  serum 
cortisol  levels."  The  best  method  of  testing  adrenal 
reserve  is  the  infusion  of  ACTH  (corticotropin) 
intravenously  at  a rate  of  five  units/hour  for  eight  hours.® 
CAT  scanning,  if  available,  will  demonstrate  the 
anatomical  changes  of  hemorrhage  into  the  adrenal 
glands.  The  destruction  of  the  normal  anatomy  with  the 
appearance  of  diffusely  swollen  glands  accompanied  by 
a change  in  their  density  are  the  findings  noted  to  be 
present  in  this  patient. 

The  CAT  findings  of  bilaterally  enlarged  adrenals  with 
low  density  centers  in  acute  hypoadrenalism  has 
previously  been  noted  with  acute  adrenal  hemorrhage 
in  a report  of  63  patients  with  suspected  adrenal  disease 
who  were  evaluated  by  CAT  scanning.® 

After  diagnosis  has  been  made  appropriate 
glucocoticoid  and  mineralocoticoid  therapy  can  be 
initiated  and  this  frequently  unrecognized  and  fatal 
condition  can  be  treated  successfully. 
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Lung  cancer  is  a heterogeneous  group  of  malig- 
nancies having  in  common  the  lung  parenchyma  or  its 
supporting  structure  as  the  site  of  origin.  These  diseases 
pose  an  enormous  health  problem  with  an  expected 
122,000  new  cases  in  this  country  in  1981  and  105,000 
deaths.  For  the  purpose  of  a treatment  discussion, 
primary  lung  cancers  can  be  currently  separated  into 
two  categories:  1)  small  cell  lung  cancer  and  2)  non- 
small cell  lung  cancer.  Twenty  to  twenty-five  percent  of 
all  lung  cancers  are  small  cell  and  it  is  this  group  which  is 
the  subject  of  this  discussion. 

Traditional  therapy  for  all  types  of  lung  cancer  has 
been  surgery.  However,  many  years  ago  it  became 
apparent  that  long-term  survivals  after  surgical 
resections  of  small  cell  lung  cancer  were  almost  unheard 
of.  While,  overall,  the  results  of  surgery  in  small  cell  lung 
cancer  differed  dramatically  from  surgical  results  in  non- 
small cell  lung  cancer,  long-term  survivals  of  resected 
lung  cancer  are  not  high.^’^  Additionally,  a search  for 
clinical  variables,  in  an  attempt  to  delineate  groups  of 
patients  with  small  cell  lung  cancer  who  would  have 
improved  survival  expectations,  was  unsuccessful.^  With 
traditional  therapy,  age,  sex,  race,  location  of  primary, 
radiographic  appearance  of  the  primary,  pleural 
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effusion,  mediastinal  invasion,  and  the  presence 
disease  outside  the  hemithorax  and  mediastinum  do 
influence  the  dismal  survival  of  this  disease.  These  f 
reflect  the  now  accepted  recognition  of  the  syste 
nature  of  this  disease  at  diagnosis  and  hence  also  exp 
the  search  which  has  gone  on  for  effective  syste 
therapy — chemotherapy — for  patients  with  small 
lung  cancer. 

A comment  should  be  made  here  regarding  the  us 
radiotherapy  as  a single  modality  in  small  cell  li 
cancer.  Radiotherapy  is  seldom  used  alone  as  the  in 
therapy  of  thisdisease.  Untreated  patients  with  small 
lung  cancer  confined  to  a single  radiation  port  ha\ 
median  survival  of  three  months.  Radiotherapy  u 
alone  in  these  patients  does  extend  the  median  surv 
of  these  patients  to  six  months,  but  for  patients  v 
extensive  disease,  which  accounts  for  two-thirds 
patients,  radiotherapy  does  not  increase  survival.  S 
patients  treated  with  radiotherapy  alone  will  deve 
recurrent  or  progressive  disease  in  sites  outside 
radiation  port,  again  presumably  due  to  the  preseno 
micrometastatic  disease.^  However,  as  will  be  discuss 
radiotherapy  does  have  a role  in  the  managemen 
small  cell  lung  cancer  when  combined  with  ot 
treatment  modalities. 

In  1969  the  VA  Lung  Study  Group  reported  the  res 
of  a prospective  randomized  study  in  which  patit 
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h extensive  (disease  not  encompassable  into  one 
liation  port)  small  cell  lung  cancer  received  either  no 
>rapy  or  cyclophosphamide  as  a single  agent.  Median 
vival  was  increased  from  six  toseventeen  weeks. ^The 
:ond  historically  important  study  was  published  in 
'2  from  Toronto,  where  it  was  demonstrated  that  the 
dition  of  cyclophosphamide  to  radiotherapy  (when 
Tipared  to  the  same  radiotherapy  alone)  significantly 

reased  survival  in  patients  with  small  cell  lung 
6 

icer. 

\{  about  the  same  time,  it  was  recognized  that  many 
Jcancer  drugs  have  activity  in  small  cell  lung  cancer. 
)deling  study  design  on  the  success  of  combination 
?motherapy  in  lymphoma  and  leukemia,  multi-drug 
;imens  for  the  treatment  of  small  cell  lung  carcinoma 
/e  been  conducted.  In  evaluating  these  results  it  is 
portant  to  recognize  that  in  all  tumors  successfully 
ated  with  chemotherapy  to  potential  cure,  it  is  the 
Tiplete  response  rate  that  correlates  most  highly  with 
ig-term  survival. 

n the  mid-1970’s,  the  use  of  combination 
jmotherapy  with  or  without  radiotherapy  clearly 
monstrated  that  for  small  cell  lung  cancer  as  a whole: 
he  overall  response  rates  to  chemotherapy  could  be 
reased  to  80%;  b)  the  complete  response  rate  could 
increased  to  30%;  c)  median  survival  could  be 
reased  to  about  one  year;  and  d)  the  percentage  of 
:ients  alive  at  one  year  hence  was  approximately  50%. ® 
special  importance  are  the  results  in  patients  with 
lited  disease.  In  these  patients,  the  complete  response 
e to  combination  chemotherapy  with  or  without 
liotherapy  is  close  to  three  out  of  four  and  16%  of 
!se  patients  remain  free  of  disease  at  two  years.'  This 
Dngly  suggests  that  patients  with  limited  small  cell 
tg  cancer,  a disease  previously  almost  universally  fatal, 
w have  a one  in  six  chance  of  probable  cure  with  the 
w,  aggressive  combination  chemotherapy  regimens, 
rhere  is  no  clearly  established  best  combination 
2motherapy  regimen  in  small  cell  lung  cancer, 
iwever,  the  combination  of  Vincristine,  Adriamycin, 
d Cyclophosphamide  (CAV)  gives  consistent  and 
producible  results.®  The  most  commonly  used 
ernative  to  CAV  (important  for  patients  with  pre- 
sting heart  disease  for  whom  Adriamycin  may  be 
ntraindicated)  is  a combination  of  CCNU,  Metho- 
xate  and  Cyclophosphamide  (CMC).^  At  the 
liversity  of  Arizona  we  have  studied  the  combination 
CAV  plus  VP-16  together  with  high  dose  adjuvant 
iiation  to  the  primary  site  and  prophylactic  whole 
tin  radiation. The  results  of  this  trial  are  very 
couraging. 

\s  noted,  while  not  effective  as  a single  agent 
)dality,  radiotherapy  does  appear  to  have  a role  in  this 
ease.  The  brain  is  a sanctuary  from  most  chemo- 
;rapeutic  drugs  and  brain  metastases  are  common  in 


small  cell  lung  cancer.  It  is  clearly  established  that 
prophylactic  brain  radiation  when  incorporated  into 
combination  chemotherapy  regimens  can  decrease  the 
incidence  of  brain  mets."  Additionally,  when  analyzed 
for  sites  of  relapse  after  combination  chemotherapy  the 
primary  lung  lesion  is  a frequent  site  of  relapse. 
Recurrences  at  this  site  can  be  reduced  by  high  dose 
radiation  to  the  primary  site  when  incorporated  into 
combined  modality  treatment  regimens.'^’’®  As  noted, 
such  a combined  modality  approach  has  been  taken  at 
the  University  of  Arizona. 

In  summary,  the  prognosis  of  patients  with  small  cell 
lung  cancer  has  changed  from  the  poorest  of  all  lung 
cancers  to  a much  more  encouraging  outlook,  including 
even  some  probability  of  cure.  Small  cell  lung  cancer 
must  be  regarded  as  a systemic  disease  and,  hence, 
systemic  therapy  is  mandatory  if  one  hopes  to  increase 
survival.  Hope  for  continued  improvement  in  the 
treatment  of  these  patients  will  continue  to  come  from 
clinical  and  laboratory  research  studies.  The  referral  of 
patients  to  centers  conducting  research  protocols  will 
further  the  goal  of  better  treatment  in  the  future. 
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Abstract 

A clear  definition  of  the  role  of  psychiatrist  is  essential 
for  the  assessment  of  cost  effectiveness.  The 
accreditation  standards  of  the  Joint  Commission  do 
specify  the  role  of  the  physician  in  approved  treatment 
centers.  However,  most  of  the  child  residential  facilities 
in  Arizona  view  JCAH  accreditation  as  too  difficult  and 
too  expensive  to  attain.  Nonetheless,  most  of  the  centers 
polled  do  employ  psychiatrists  and  value  their  services. 
The  capacity  of  the  psychiatrist  is  variously  determined 
by  the  program  philosophy,  the  availability  of  funding, 
and  the  needs  of  staff  and  children.  Psychiatry  has 
defined  a position  within  the  medical  profession — a 
health  care  model,  more  clearly  than  within  the 
residential  treatment  center — a social  service  model. 


There  is  virtually  nothing  written  about  the  changing 
role  of  the  child  psychiarist  in  residential  treatment 
facilities;  however,  a general  trend,  evident  in  the 
community  mental  health  center,  is  for  psychiatrists  to 
become  less  involved  and  to  exert  less  influence  in  the 
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Campbell  Avenue,  Tucson  Arizona  85724.  Dr.  Yates  is  Chief  of  Child 
Psychiatry,  Associate  Professor  of  Psychiatry  and  Pediatrics. 
Department  of  Psychiatry, 


program  while  other  mental  health  professionals  i 
increasingly  active.'  Langsley^  associates  this  with  t 
philosophical  shift  from  a health  care  model  to  a so( 
service  paradigm.  The  emphasis  is  on  “talk  therapy” 
maladjusted  clients  rather  than  psychotherapy 
seriously  ill  patients.  In  the  mental  health  center,  t 
position  of  the  psychiatrist  can  be  compartmentalizt 
he  or  she  may  sign  prescriptions  while  treatinr 
planning  and  therapy  are  performed  by  otf 
disciplines.  Harris''  notes  a similar  phenomenon  in  t 
inefficient  and  confused  role  of  the  child  psychiatrist 
an  emergency  child  care  unit  where  the  physician  woi 
often  interview  the  child,  without  contact  with  otf 
family  members  or  staff.  The  role  of  the  psychiatrist  i 
multidisciplinary  setting  is  poorly  defined  in  that 
number  of  articles  on  child  treatment  units''^  ® failed 
identify  any  special  skills  which  a child  psychiatrist  mi^ 
offer  that  other  child  care  workers  could  not.  R( 
definition  is  certainly  important  for  the  determination 
cost  effective  service.  There  is  a clearer  definition  oft 
role  of  psychiatrist  within  the  medical  profession: 
article  by  Forrest,'  entitled  “Who  a Psychiatrist  I 
favorably  compares  the  psychiatrist  with  the  no 
psychiatric  physician  on  the  basis  of  greater  interviewi 
skill  and  experience  with  the  psychiatric  populatic 
Pardes''  presents  a similar  theme  by  reviewing  t 
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eral  physician's  relatively  low  mental  health  care 
itification  rate  and  high  patient  morbidity.  The  role 
he  psychiatrist  within  the  medical  profession  is  well 
ned  compared  to  the  psychiatrist’s  role  in  a 
tidisciplinary  setting. 

lany  residential  treatment  centers  are  in  a financial 
1 In  Arizona  the  declining  economy,  absence  of  a 
Jicaid  program,  and  a statewide  freeze  on  public 
ds  for  residential  treatment  have  all  contributed  to 
demise  of  at  least  4 of  25  child  treatment  facilities 
lin  the  past  year.  The  survivors  are  struggling;  they 
' consider  several  alternatives:  to  disband,  to  tighten 
r belts,  or  to  seek  increased  third  party  payment 
)ugh  JCAH  accreditation.  The  last  choice  commonly 
ills  expensive  alterations  in  the  physical  plant  and  the 
Dloyment  of  a child  psychiatrist  as  medical  director.  It 
jld  occasion  a radical  shift  in  philosophy  for 
grams  which  have  operated  along  behavioral,  group 
cess,  confrontation,  communication  skills,  effective- 
i training,  and/or  stress  management  lines.  If  such  a 
gram  were  to  incorporate  a child  psychiatrist,  this 
Id  provoke  either  an  identity  crisis  with  a shift  toward 
medical  model  or  an  effort  to  minimize  or 
ipartmentalize  the  role  of  the  psychiatrist.  The 
'ey  reported  below  was  an  attempt  to  define 
udes  toward  JCAH  accreditation  and  the  psychiatrist 
ixpressed  by  the  directors  of  child  and  adolescent 
dential  treatment  centers  in  the  state  of  Arizona.  Our 
jiation  was  complete  prior  to  the  announcement 
CHAMPUS  would  cease  paying  for  children 
litted  to  residential  treatment  programs  after 
ober  1,  1981.  As  many  of  the  children  in  the 
[•edited  facilities  are  placed  there  through 
\MPUS,  this  change  is  expected  to  further  decrease 
attractiveness  of  JCAH  accreditation, 
idential  Treatment  Facilities 

1 Arizona  the  majority  of  youngsters  identified  as 
derately  or  seriously  disturbed  are  either  in 
dential  treatment  or  a combination  of  foster  care  and 
cialized  school  or  day  care  programs.  In  part,  this  is 
to  the  absence  of  a treatment  unit  for  children  at  the 
e Hospital.  The  state  facility  does  provide  16  beds  for 
lescents;  the  average  length  of  hospitalization  is  four 
iths. 

luestionnaires  were  mailed  to  all  25  child  residential 
tment  facilities  within  the  state.  Four  of  these  units 
closed  by  the  time  the  results  were  tabulated.  There 
e seventeen  responses  from  21  surviving  programs,  a 
irn  rate  of  80%.  Within  the  sample,  five  of  the 
lities  accepted  boys  only;  one  accepted  only  girls 
ten  were  coed.  In  all,  there  were  807  boys  and  167 
j in  treatment.  The  majority  of  the  residents  were 
A/een  12  and  18  years  of  age,  with  most  programs 
ninating  treatment  at  age  18.  Only  one  facility 
5pted  children  below  agefiveandonlyone  accepted 
ths  up  to  age  21. 

H Accreditation 

>nly  two  facilities  were  JCAH  accredited;  one  of 


these  was  considering  dropping  the  accreditation 
because  the  requirements  seemed  too  costly,  difficult, 
and  not  entirely  relevant  to  the  care  of  children.  One 
program  has  been  previously  accredited  but  “found  it  of 
no  benefit’’  because  accreditation  “does  not  address  the 
needs  of  residential  treatment.’’  In  spite  of  this,  eight 
facilities  expressed  interest  in  becoming  accredited  and 
one  has  submitted  an  application.  Reasons  given  for  not 
applying  for  accreditation  were:  too  costly  (11  re- 
sponses), prefer  a different  treatment  model  (9  re- 
sponses), too  difficult  (4  responses),  useless  (1  response), 
and  extensive  renovation  required  (1  response). 
Psychiatric  Services 

Twelve  of  the  sixteen  facilities  employed  a child 
psychiatrist  on  a regular  basis  and  three  others  used  or 
had  used  psychiatrist  services  on  a less  regular  basis. 
Three  facilities  employed  a general  psychiatrist  for 
outpatient  services  and  one  facility  retained  a Ph.D. 
psychologist  eight  hours  per  week.  Those  which 
employed  psychiatrists  did  so  for  an  average  of  six  hours 
per  week;  however,  one  facility  contributed  almost  half 
the  total  number  of  hours  of  psychiatric  services.  When 
this  facility  was  excluded,  the  remainder  hired 
psychiatrists  for  an  average  of  three  hours  per  week. 
Expense  was  the  most  frequent  reason  given  for  not 
initiating  or  increasing  psychiatric  services. 

As  a group,  these  residential  treatment  facilities 
expected  the  psychiatrist  to  consult  with  staff,  evaluate 
problematic  youngsters,  prescribe  medication,  attend 
staffing,  provide  inservice  training,  and  (less  often) 
perform  therapy,  mental  status  examinations  and 
administration.  However,  five  programs  limited  the  role 
of  the  psychiatrist  to  one  or  two  of  the  above  functions 
and  one  did  not  respond  to  the  question  other  than  by 
listing  the  name  of  the  psychiatrist  involved.  Cost  was 
the  reason  why  one  facility  restricted  the  role  of  the 
physician  and  with  two  others  it  seemed  related  to  a 
difference  in  treatment  philosophy. 

A sufficient  number  of  child  psychiatrists  seem  to  be 
available  for  consultation  in  that  no  program  checked 
unavailability  as  a reason  for  not  hiring;  however,  one 
respondent  indicated  that  none  with  sufficient  expertise 
was  available.  Although  the  checklist  invited  negative 
comments,  no  respondent  classified  psychiatrists  as 
“inept  or  too  disturbed  themselves’’  or  as  “not  relevant 
to  our  program.’’  However,  one  director  stated:  “I  have 
personal  experience  with  firing  two  psychiatrists  who 
were  inept.  I can’t  believe  they  graduated  college  let 
alone  medical  school.’’  In  spite  of  this  experience,  the 
director  retained  a consultant  and  sought  increased 
coverage.  Most  comments  were  highly  positive,  such  as 
“He  (psychiatrist)  is  excellent!  We  value  psychiatric 
input  and  would  seek  it  more  if  funding  could  be 
obtained.’’  The  most  frequent  negative  comment 
referred  to  the  inadequacy  of  public  funds  which  limits 
or  precludes  psychiatric  consultation.  One  individual 
stated:  “The  way  our  contracts  with  the  state  are  set  up, 
we  are  not  paid  for  staff  psychiatry — if  you  can — get  the 
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state  (D.E.S.)  to  acknowledge  the  need.” 

Overall,  four  of  the  M facilities  employ  psychiatrists 
sporadically  or  not  at  all.  Five  of  the  remaining  13  sharply 
limit  the  psychiatrist’s  role,  seemingly  for  financial  or 
philosophical  reasons.  Although  interest  in  accredi- 
tation remains  high,  it  is  viewed  as  costly,  difficult  to 
implement  and,  occasionally,  as  not  relevant  to  the 
needs  of  the  child.  Accreditation  by  itself  does  not 
necessarily  mean  more  than  lip  service  to  the 
psychiatrist’s  participation:  one  of  the  two  currently 
accredited  facilities  retains  a psychiatrist  for  “approxi- 
mately” two  hours  per  week;  the  director  comments: 
“our  real  needs  are  having  the  mental  status  done  and  an 
occasional  consultation  on  a particularly  difficult  case.” 
Discussion 

The  accreditation  process  makes  little  sense  to 
treatment  programs  caught  in  the  fiscal  crunch.  In  our 
sample,  the  only  facility  likely  to  retain  accreditation 
happens  to  be  nationally  noted  for  its  survival  training 
and  confrontation  techniques;  most  of  the  youths  in  that 
program  have  been  referred  from  other  states.  In  this 
time  of  economic  retrenchment,  accreditation 
standards  are  too  costly  or  difficult  for  less  well 
established  and  publicized  facilities.  This  would  seem  to 
discriminate  against  fledging  programs,  mediating 
against  their  survival. 

Although  the  standards  set  forth  by  the  Joint 
Commission  underwrite  child  psychiatric  services  for 
approved  child  treatment  units,  this  did  not  motivate  the 
hiring  of  child  psychiatrists  by  the  programs  in  our 
sample.  Psychiatrists  were  needed  for  their  special 
expertise  and  in  order  to  perform  specific  tasks.  Several 
programs  had  continued  to  use  psychiatric  services  even 
when  it  became  clear  that  the  facility  could  not  survive. 
Attitudes  toward  the  child  psychiatrist  were  positive:  the 
chief  reason  for  not  employing  a psychiatrist  was  cost 
rather  than  the  perception  of  the  physician  as  inept  or 
irrelevant. 

The  capacity  of  the  child  psychiatrist  in  residential 
treatment  is  quite  various;  it  is  not  clear  from  the 
questionnaire  whether  this  stems  from  the  psychiatrist’s 
preference,  the  program’s  philosophy,  or  the  children’s 
needs.  However,  in  certain  instances  a sharp  curtailment 
in  the  physician’s  role  was  associated  with  a divergence 
between  the  program’s  treatment  philosophy  and  the 
health  care  model.  Compartmentalization  of  the 
psychiatrist’s  role  is  one  method  by  which  certain 
programs  may  manage  the  anxiety  generated  by  the 
discrepancy  between  a social  service  and  health  care 
model. 

The  role  of  the  child  psychiatrists  in  residential 
treatment  remains  quite  ambiguous,  although 
individual  psychiatrists  may  define  their  activities 
according  to  their  expertise  and  the  needs  of  the  system. 
However,  it  would  be  beneficial  if  the  profession  could 
indicate  the  average  expectable  role  of  the  psychiatist  in 
a multidisciplinary  setting  at  least  as  well  as  it  is  defined 
within  the  medical  community. 


Appendix  A 
Questionnaire 

1.  Number  of  youngsters  served  at  present: 

Boys Girls Age  Range 

2.  Most  important  treatment  modalities  used  (beha\ 
modifications,  therapeutic  community,  indivic 
therapy,  family  group,  reality  therapy,  etc.): 

3.  Are  you  j.C.A.H.  accredited? 

Interested  in  being  j.C.A.H.  accredited? 

Disinterested? 

Problems  you  would  anticipate  with  the  accrc 
tation  process: 

Too  Costly 

Useless 

Too  Difficult 

Prefer  other  than  mental  health/hospital 

model 

Other: 

4.  Do  you  use  the  services  of  a child  psychiatrist  at 

your  facility ? 

A general  psychiatrist? 

Hours  per  week 

Duties  (staffing,  consultation  with  staff,  inservi 
evaluation,  therapy,  etc.): 

5.  If  you  do  not  use  a psychiatrist  at  your  facility,  thi 
because: 

Too  expensive 

None  available 

None  available  with  sufficient  expertise 

Most  are  inept  or  disturbed  themselves 

Have  other  disciplines  who  do  just  as  well 

Not  relevant  to  our  program 

Other 

6.  Comments: 
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Figure  1 

Narrowing  of  the  subclavian  vein  at  the  costo-clavicular 
region. 


ors: 

athan  Levy,  M.D. 
ce  R.  Smith,  M.D. 


32-year-old  gym  teacher  presented  with  several 
aths  of  activity-induced  swelling  and  pain  in  the  left 
. She  did  not  use  birth  control  pills  and  considered 
.elf  in  good  health.  Three  years  prior  she  was 
aitalized  and  anticoagulated  for  similar  complaints 
)lving  the  opposite  arm. 

n examination  the  radial  pulses  were  normal 
terally  but  disappeared  when  she  elevated  and 
ucted  her  arms.  An  upper  extremity  venogram  was 
ormed.  The  arrows  indicate  an  abnormality  seen 
1 with  and  without  elevation  and  abduction.  (Figure 
id  Figure  2). 

/hat  is  your  diagnosis? 

/hat  treatment  possibilities  would  you  consider? 


i:  Department  of  Radiology,  University  of  Arizona  Health 
ices  Center,  Tucson,  Arizona  85724. 


Figure  2 

With  the  arm  elevated  and  abducted,  the  vein  is  completely 
occluded. 


Continued  on  next  page 
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Answer: 


The  venogram  demonstrates  a partial  occlusion  due  to 
thrombus  formation  within  the  subclavian  vein.  This 
complication  of  the  Thoracic  Outlet  Syndrome  occurs  in 
about  five  percent  of  cases.  In  this  athletic  young 
woman,  repeated  trauma  to  the  venous  intima  is  the 
probable  cause. 

The  Thoracic  Outlet  Syndrome  usually  occurs  in 
younger  women,  often  in  the  right  extremity.  The 
symptoms  include  ischemic  pain,  paresthesias,  and 
swelling.  Findings  depend  upon  the  level  of  obstruction. 
With  proximal  obstruction  due  to  a scalenus  anticus 
muscle  or  cervical  rib,  the  radial  pulse  can  be  obliterated 
by  the  Adson  maneuver — performing  a Valsalva 
maneuver  while  the  head  is  extended  and  turned  to  the 
ipsilateral  side.  In  more  distal  obstruction  due  to  costo- 
clavicular compression,  an  exaggerated  “military’' 
position  with  the  shoulders  drawn  down  and  back  will 
obliterate  the  pulse.  At  the  distal  subclavian,  the 
compression  may  be  caused  by  the  insertion  of 


pectoralis  minor  on  the  coracoid  process.  The  rad 
pulse  can  be  obliterated  by  the  Allen  hyperabducti 
test,  elevating  and  hyperabducting  the  arm  above  t 
head. 

Often  conservative  management  is  successful.  Tl 
young  woman  responded  to  aspirin  and  a reduction 
physical  activity,  especially  hyperabduction.  Weight  k 
and  shoulder  girdle  strengthening  exercises  may 
given  a trial,  especially  in  obese  women  with  po 
posture.  The  preferred  surgical  treatment  is  resection 
the  first  rib. 
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Special  Article 
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imily  Medicine 
Arizona 

dford  L.  Kirkman-Liff,  Dr.  P.H. 


tract 

survey  of  family  medicine  physicians  in  Arizona  was 
lertaken  to  describe  the  state  of  the  practices  and  to 
vide  feedback  to  residency  programs  on  continuing 
ication  needs.  A single  mailing  was  sent  to  473 
sicians  which  resulted  in  212  usable  returns,  for  a 45% 
irn  rate.  Urban-suburban  solo  practice  is  the 
ferred  form  of  organization.  Residency  graduates  in 
) practice  see  74  patients  per  week,  while  solo 
igraduates  see  127  patients  per  week.  Graduates  tend 
ise  the  Problem-Oriented  Medical  Record  and  chart 
ation  more  frequently  than  nongraduates,  but 
Igraduates  are  more  likely  to  have  computerized 
ng.  Residency  graduates  have  been  more  aggressive 
^ nongraduates  in  obtaining  admitting  privileges, 
ugh  both  groups  have  met  resistance  in  their  areas. 

six  areas  with  the  greatest  needs  for  continuing 
jcation  are  nutrition,  geriatrics,  practice 
lagement,  physical  medicine,  ophthalmology  and 
topedics. 

Terms:  Practice  Management,  Arizona,  Family 
dicine 

oduction 

amily  medicine  has  had  remarkable  growth  in  the  last 
Ive  years.  There  are  now  more  than  300  residency 
grams  across  the  United  States,  with  the  majority  of 
programs  in  community  hospitals.  More  than  7000 
dents  have  graduated,  with  some  6,500  currently  in 
ning.  These  programs  and  their  graduates  are  making 
lajor  impact  on  their  communities,  especially  in  the 
Tierly  medically  underserved  areas.  The  importance 
he  primary  care  physician — which  is  epitomized  by 
family  medicine  physician — has  been  increasingly 
ognized  by  medical  educators  and  health 


n:  Arizona  State  University,  Center  for  Health  Services 
ninistration,  College  of  Business  Administration,  Tempe,  Arizona 
17.  Reprint  requests  to  Bradford  L.  Kirkman-Liff,  Assistant 
essor.  Center  for  Health  Services  Administration.  Arizona  State 
versity,  Tempe,  Arizona  85287. 


policymakers.  The  Arizona  Health  Care  Cost  Contain- 
ment System — a federal-state-county  experimental  trial 
of  a competitive  approach  to  Medicaid — legislatively 
mandates  that  a primary  care  physician  serve  as  the  gate- 
keeper and  coordinator  of  medical  services.  The 
ambulatory  care  delivered  by  family  medicine 
physicians  is  critical  in  a period  of  seemingly  out-of- 
control hospital  costs.  All  of  these  factors  stimulate  a 
need  for  increased  understanding  of  the  structure  and 
performance  of  family  medicine  practices. 

At  thesametime, family  medicine  residency  programs 
are  under  constant  pressure  to  maintain  relevant 
educational  programs.  The  problems  encountered  in 
tbe  office  and  tbe  technology  for  ameliorating  them 
have  been  constantly  changing  over  the  last  thirty  years. 
Medicare  has  enabled  many  of  the  elderly  to  obtain 
adequate  care.  Diagnostic  technology  has  changed  with 
the  appearance  of  CAT  scanners,  automated  blood 
chemistries,  and  other  computer-linked  systems.  The 
complexities  of  health  insurance  have  made  many 
physicians  feel  like  government  bureaucrats.  A variety  of 
auxiliary  providers — nurse  practitioners,  nutritionists, 
psychologists — are  available  to  supplement  the 
physician.  Residency  programs  need  feedback  on  tbe 
differences  between  their  graduates  and  other  family 
medicine  physicians  and  on  their  needs  for  continuing 
education. 

These  factors  motivated  a survey  conducted  in 
Arizona  and  New  Mexico  in  1981  by  the  Center  for 
Health  Services  Administration  at  Arizona  State 
University.  This  survey  was  a cooperative  effort  between 
the  Center  and  the  Arizona  and  New  Mexico  Academies 
of  Family  Physicians  and  the  six  family  medicine 
residency  programs  in  these  two  states.  The  purpose  of 
the  survey  was  to: 

1.  Describe  the  location,  structure,  and  the 
performance  of  the  practices  of  the  family  medicine 
physicians  in  these  states,  through  a comparison  of  the 
practices  of  family  medicine  residency  graduates  with 
the  practices  of  family  physicians  who  entered  practice 
before  tbe  advent  of  the  three-year  residency,  and 

2.  Provide  feedback  to  the  state  academies  and  the 
residency  programs  on  the  needs  for  continuing 
education  and  program  improvement. 

This  article  reports  on  the  data  for  the  175  physicians 
practicing  in  Arizona. 

Methods 

This  survey  was  based  upon  earlier  work  in  North 
Carolina  and  Ohio  and  incorporated  previously  tested 
questions.^  ^ The  questionnaire  was  reviewed  and 
modified  by  the  directors  of  the  five  residency  programs 
in  Arizona.  The  Arizona  Academy  of  Family  Physicians 
(AAFP)  provided  their  mailing  list,  which  was  cross- 
checked against  the  lists  of  graduates  of  the  five 
residency  programs  in  the  state.  Physicians  who  were 
known  to  be  retired  or  were  on  the  faculties  of  a 
residency  program  were  eliminated.  The  AAFP 
requested  that  there  be  only  one  mailing  to  tbe 
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physicians  and  that  there  would  be  no  telephone  follow- 
up. This  limitation  meant  that  it  was  preferable  to  send 
the  questionnaires  to  all  physicians  on  the  lists,  rather 
than  a random  samples.  A total  of  473  physicians  were 
sent  the  questionnaire  with  a self-addressed  and 
stamped  return  envelope.  Returns  totaled  222,  of  which 
ten  were  excluded  from  the  analysis  because  they  were 
late  returns,  undelivered,  or  from  physicians  who  had 
retired  or  had  left  family  medicine.  This  left  212 
responses  for  the  analyses.  The  return  response  rates  for 
each  residency  and  state  organization  are  seen  in  Table 
One. 

Results 

The  results  of  the  survey  are  presented  in  tables  two 
through  seven.  The  results  are  presented  for  graduates 
of  family  medicine  residency  programs  and  for 
nongraduates.  This  contrasting  approach  was  used 
because  the  comparison  of  these  two  groups  is  one  of 
the  primary  concerns  of  the  survey. 

The  practice  characteristics  of  Arizona  family 
medicine  physicians  are  outlined  in  table  two.  The 
physicians  have  a distinct  preference  for  urban  areas  of 
population  100,000  or  more,  with  50  percent  selecting  an 
urban  area  and  another  23  percent  locating  in  a 
suburban  area.  There  are  no  major  differences  between 
Arizona  graduates  and  nongraduates  as  to  selection  of 
size  and  type  of  community  for  the  location  of  their 
practice.  Arizona  graduates  prefer  solo  practice  to  other 
types,  although  this  preference  is  not  as  strong  as  that  of 
the  Arizona  nongraduates  (33%  versus  39%).  There  are 
more  Arizona  graduates  choosing  to  locate  in  single  or 
multi-specialty  groups  than  nongraduates  (20%  versus 
11%).  It  is  also  interesting  to  note  that  fewer  Arizona 
graduates  than  nongraduates  have  incorporated  (47% 
versus  62%). 

Table  three  presents  the  staffing  and  productivity 
patterns,  divided  into  solo  and  group  practices.  The 
Arizona  graduates  in  solo  practice  use  less  nurses,  but 
slightly  more  physician  extenders  than  nongraduates.  In 
addition,  twice  as  many  solo  practice  graduates  use  an 
office  manager  as  nongraduates  (30.8%  versus  15.7%). 
However,  the  Arizona  solo  graduates  have  substantially 
less  office  visits  per  week  than  other  Arizona 
nongraduates  (73.9  versus  127.4).  Arizona  solo  graduates 
also  have  less  average  house  calls  per  v^  eek,  emergency 
room  visits  per  week,  and  hospital  admissions  per  week 
than  the  nongraduates. 

An  examination  of  the  group  practice  physicians 
reveals  that  Arizona  graduates  have  about  the  same 
number  of  physicians  in  the  group  as  nongraduates,  but 
the  Arizona  graduates  use  less  than  half  as  many  nurses 
as  nongraduates  in  group  practice  (3.0  versus  8.4).  In 
addition,  Arizona  graduates  use  fewer  physician 
extenders  and  office  managers  than  Arizona  non- 
graduates. Once  again,  it  is  of  note  that  the  Arizona 
graduates  have  less  office  visits  per  week  than 
nongraduates  (97.1  versus  130.0),  along  with  less  house 
calls,  emergency  room  visits  and  hospital  admissions  per 
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Table  1 

Sample  Size,  Returns,  and  Response  Rates 


Sent 

Returns 

Excluded 

Returns 

* 

Data 

Usal 

Rett 

Rat 

Scottsdale 

24 

17 

0 

17 

7Y 

Good  Samaritan 

45 

28 

0 

28 

er 

St.  Joseph’s 

17 

11 

0 

11 

ey 

Univ.  of  Arizona 

53 

25 

2 

23 

4y 

Residency 

139 

81 

2 

79 

57'’ 

Arizona  AFP 

334 

141 

8 

133 

41' 

Total 

473 

222 

10 

212 

45' 

*Excluded  Returns 

Late  Returns  1 

No  Forwarding 

Address  2 

Retired  2 

In  Emergency 

Medicine  3 

No  Longer  in 

Family  Practice  2 

10 


Table  2 

Arizona  Physicians  Practice  Characteristics 
(Percent  of  Physicians  Responding  Yes) 


Family  Practice 
Residency 
Graduates 

Nongraduati 

Number  of  Responses 

40 

135 

Size  of  Community 

10,000  or  less 

7% 

14% 

10,0001  to  25,000 

12% 

14% 

25,0001  to  100,000 

23% 

17% 

100,001  to  500,000 

23% 

15% 

500,000  or  greater 

35% 

40% 

Type  of  Community 

Urban 

50% 

53% 

Suburban 

23% 

12% 

Small  Town 

8% 

20‘7o 

Semirural 

2% 

5% 

Rural 

17% 

10% 

Type  of  Practice 

Solo 

33% 

39% 

Partnership 

13% 

13% 

Single  Specialty  Group 

10% 

4% 

Multi-Specialty  Group 

10% 

7% 

Prepaid  Group/HMO 

10% 

10% 

Solo  and  Associate 

13% 

14% 

Other  (Government) 

11% 

13% 

Is  Practice  Incorporated 

Yes 

47% 

62% 

No 

53% 

36% 

week  than  the  Arizona  nongraduates. 

The  organization  of  the  medical  records,  billing  e 
office  management  systems  of  a practice  have  beco 
important  due  to  increased  risk  of  malpractice  su 
increased  complexity  in  third-party  billing,  a 
increased  demands  by  office  staff  for  participation 


Table  3 

Arizona  Physicians  Practice 
Staffing  and  Productivity 

Family  Practice 
Residency 
Graduates 

Nongraduates 

mber  of  Responses 

40 

135 

0 Practice 

mber  of  Responses 

13 

52 

Nurses 

.9 

1.1 

Physician  Extenders 

.4 

.2 

cent  of  Practices 
1 Office  Manager 

30.8 

15.7 

Office  Visits/Week 

73.9 

127.4 

House  Calls/Week: 
)aytime  Calls 

.39 

1.0 

ight/Weekend  Calls 

.39 

1.2 

ER  visits/Week 

2.9 

3.2 

Hospital 

Tiissions/Week 

3.3 

4.4 

>up  Practices 

Tiber  of  Responses 

22 

66 

. Physicians 

9.1 

10.0 

. Nurses 

3.0 

8.4 

. Physician  Extenders 

1.8 

2.2 

cent  of  Practices 
1 Office  Manager 

47.6 

62.1 

. Office  Visits/Week 

97.1 

130.0 

. House  Calls/Week: 
aytime  Calls 

.35 

.62 

ight/Weekend  Calls 

.35 

.83 

. ER  Visits/Week 

2.1 

3.9 

. Hospital 
nissions/Week 

3.0 

3.8 

Table  4 

Arizona  Physicians  Medical  Records 
and  Billing  Systems 

(Percent  of  Physicians  Responding  Yes) 


Family  Practice 
Residency 

Program  Nongraduates 


nber  of  Responses 

40 

135 

dical  Records  System 

alem  Oriented 

88% 

56% 

lily  Folder 

13% 

48% 

nputer  Access 

20% 

20% 

:ation 

59% 

34% 

:tive  Files  Separated 

76% 

82% 

V Long  to  Reach 

:tive  Status: 

Year 

8% 

9% 

Years 

52% 

44% 

or  More  Years 

40% 

47% 

ng  Systems 

rgesiip 

56% 

49% 

board 

58% 

37% 

ger  Card 

58% 

41% 

nputer  Service 

14% 

24% 

n Computer 

11% 

16% 

Billing  (Government) 

6% 

8% 

!S  Practice  Flave 

ce  Manual 

68% 

53% 

irmation  Booklet 

43% 

36% 

ormance  Review 

65% 

53% 

f Meetings 

70% 

50% 

their  workplace.  Data  on  these  aspects  are  seen  in  table 
four.  In  general,  Arizona  graduates  use  more  problem- 
oriented  medical  records  than  any  other  type  of  record; 
(88%  versus  56%  for  nongraduates),  and  59%  of  the 
Arizona  graduates  use  dictation.  Considerably  fewer 
Arizona  graduates  use  the  family  folder  than 
nongraduates  (13%  versus  48%). 

For  their  billing,  Arizona  residency  graduates  prefer 
pegboards,  ledger  cards,  and  charge  slips  in  about  the 
same  percentages  (58%,  58%,  and  56%).  Arizona 
graduates  are  less  willing  to  use  a computer  service  or 
their  own  computer  for  billing  than  the  nongraduates 
(25%  combined  versus  40%).  However,  a higher 
percentage  of  Arizona  graduates  than  nongraduates  use 
an  office  manual,  information  booklet,  periodic 
performance  review,  and  hold  staff  meetings  in  their 
practices. 

Table  five  presents  data  on  the  office  laboratories  and 
diagnostic  capabilities  of  the  practices.  The  data  on 
practice  capabilities  shows  that  100  percent  of  the 
Arizona  graduates  have  an  office  laboratory  (versus  93% 
for  nongraduates);  but  an  alarmingly  low  fifty-three 
percent  of  Arizona  graduates  with  a lab  practice  quality 
control  in  their  lab.  Among  Arizona  graduates  a higher 
percentage  of  physicians,  nurses,  office-trained  lab 
techs,  and  physician  extenders  perform  lab  tests  than  in 
the  practices  of  Arizona  nongraduates. 

A more  detailed  review  of  the  data  showed  that  the 
graduates’  practices  had  several  providers  doing  the 
tests,  while  in  the  nongraduates’  practices  only  one 
provider  was  assigned  to  the  laboratory.  As  a group, 
fewer  Arizona  residency  graduates  have  equipped  their 
practices  with  x-ray  machines,  fluoroscopes,  and 


Table  5 

Arizona  Physicians  Practice  Capabilities 
(Percent  of  Physicians  Responding  Yes) 


Family  Practice 

Residency 

Graduates 

Nongraduates 

Number  of  Responses 

40 

135 

Does  Practice  Have 
Office  Laboratory 

100% 

92% 

Quality  Control  in  Laboratory 

Who  Performs 

53% 

73% 

Laboratory  Tests 

Physician 

65% 

50% 

Nurse 

48% 

36% 

Certified  Lab  Technician 

53% 

55% 

Lab  Tech.  Trained  in  Office 

20% 

14% 

Physician  Extender 

Diagnostic  Equipment 

20% 

11% 

X-ray 

45% 

62% 

Fluoroscope 

13% 

24% 

EKG 

95% 

92% 

Spirometer 

Is  Practice  Equipped  for 
Minor  Surgery 

45% 

54% 

Yes 

100% 

97% 

No 

0% 

3% 
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spirometers  than  nongraduates.  However,  100%  of  the 
Arizona  graduates  reported  their  practices  were 
equipped  for  minor  surgery,  versus  97  percent  of  other 
Arizona  nongraduates. 

The  results  on  patient  characteristics  and  the  Arizona 
graduate’s  admitting  privileges  are  shown  in  table  six. 
Arizona  graduates  see  about  the  same  percentage  of 
obstetrics  and  adult  medicine  patients  as  nongraduates, 
with  slightly  more  pediatrics  (20%  versus  16%)  and  less 
geriatrics  (17%  versus  24%)  than  other  Arizona 
nongraduates.  Most  of  the  care  Arizona  graduates 
deliver  is  acute  care  (48%),  with  a higher  percentage  of 
preventive  care  (20%  versus  17%),  and  a lower 
percentage  of  chronic  care  (32%  versus  40%)  than  that 
delivered  by  Arizona  nongraduates.  These  results  may 
be  a reflection  of  the  younger  age  of  the  graduates 
attracting  younger  patients,  such  as  families  which  are  in 
the  process  of  growing.  This  would  affect  the 
distribution  of  the  type  of  care  provided.  If  residency 
graduates  are  servicing  a younger  population,  they 
would  have  less  chronic  care  and  more  acute  and 
preventive  care  than  nongraduates.  The  data  indicates 
that  this  is  so,  though  the  only  significant  difference  is  in 
the  chronic  care  proportion. 

In  regards  to  admitting  privileges,  the  Arizona 
residency  graduates  appear  to  be  slightly  more 
aggressive  in  obtaining  privileges  than  nongraduates, 
although  the  percentages  in  each  category  are  about  the 
same.  The  largest  difference  is  in  pediatrics,  with  92%  of 
the  Arizona  graduates  having  privileges  there, 
compared  with  80%  of  the  Arizona  nongraduates.  There 
are  no  Arizona  graduates  with  admitting  privileges  in 
surgery  or  psychiatry,  versus  ten  percent  (combined)  for 
Arizona  nongraduates. 

A total  of  three  Arizona  graduates  (out  of  40  physicians 
in  the  sample)  have  ever  been  denied  admitting 
privileges,  and  two  of  those  were  in  obstetrics.  In  other 
words,  7.5  percent  of  the  Arizona  graduates  have  been 
denied  privileges,  compared  to  3.7  percent  of  the 
nongraduates  who  report  ever  being  denied  privileges. 
By  computing  the  ratio  of  the  number  of  physicians  who 
were  denied  privileges  to  the  number  who  applied  for 
privileges,  it  was  found  that  the  nine  percent  of  the 
residency  graduates  who  applied  for  obstetric  privileges 
were  denied,  while  five  percent  of  the  nongraduates 
who  applied  for  obstetrics  were  denied.  None  of  the 
residency  graduates  who  applied  for  pediatric  privileges 
were  denied,  while  this  happened  to  two  percent  of  the 
nongraduates  who  applied  for  pediatric  privileges. 
None  of  the  residency  graduates  who  applied  for  ICU 
privileges  were  denied,  while  three  percent  of  the 
nongraduates  who  applied  for  that  area  were  denied. 
This  data  indicates  that  obstetrics  is  the  most  difficult 
privilege  for  family  physicians.  This  is  unfortunate,  for  a 
lack  of  obstetric  privileges  can  lead  to  a break  in  the 
continuity  of  patient  care. 

The  results  on  the  adequacy  and  value  of  training  are 
seen  in  table  seven.  The  survey  asked  each  respondent 
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Table  6 

Arizona  Physicians  Patient  Characteristics 
and  Admitting  Privileges 
(Percent  of  Physicians  Responding  Yes) 


Number  of  Responses 

Family  Practice 
Residency 
Graduates 

40 

Nongraduate 

135 

Type  of  Patient 

Obstetrics 

5% 

5% 

Pediatrics 

20% 

16% 

Adult  Medicine 

58% 

55% 

Geriatrics 

17% 

24% 

Type  of  Care  Given 

Chronic  Care 

32% 

40% 

Acute  Care 

48% 

43% 

Preventive  Care 

20% 

17% 

Admitting  Privileges 

Medicine 

97% 

93% 

Pediatrics 

92% 

80% 

Obstetrics 

53% 

46% 

Coronary  Care 

79% 

74% 

Intensive  Care 

82% 

75% 

Surgery 

0% 

9% 

Psychiatry 

0% 

1% 

Physician  Ever  Denied 
Admitting  Privileges 
Yes 

8% 

4% 

No 

92% 

96% 

Type  of  Privilege  Denied 
(Number  of  Physicians) 

Medicine 

0 

1 

Pediatrics 

0 

2 

Obstetrics 

2 

3 

Coronary  Care 

0 

3 

Intensive  Care 

0 

3 

Other 

1 

0 

Total  Number  of  Physicians 
Denied  Privileges 

3 

5 

to  rate  their  training  on  a scale  from  one  to  five,  with  c 
indicating  extremely  adequate  training  (or  extrem 
valuable  training)  and  five  indicating  extrem 
inadequate  training  (or  training  that  was  not  at 
valuable).  The  mean  scores  for  graduates  and  n( 
graduates  are  shown,  as  well  as  a priority  for  continu 
education,  which  was  computed  by  comparison  of 
adequacy  and  valuableness  scores  for  those  physici 
who  provided  both. 

The  six  areas  with  the  greatest  need  for  continu 
education  are  nutrition,  geriatrics,  practice  m 
agement,  physical  medicine,  ophthalmology,  i 
orthopedics.  There  are  some  differences  betw( 
graduates  and  nongraduates.  Overall,  residei 
graduates  felt  that  their  training  was  more  adequatei 
more  valuable  than  non  graduates.  This  data  can  prov 
some  guidelines  for  the  strengthening  of  reside 
programs.  These  programs  may  want  to  consi 
employing  a part-time  nutritionist  to  provide  educat 
in  that  area  to  residents.  Practice  management  r 
deserve  some  extensive  coverage  in  the  third-year  of 
residency.  The  ratings  given  to  general  surgery  ; 
anesthesiology  and  the  small  number  of  reside 


Table  7 

Arizona  Physicians  Training  Ratings 


Residency  Graduates 
Adequacy*  Valuableness** 

Priority*** 

Adequacy 

Nongraduates 

Valuableness 

Priority 

rition 

3.7 

2.7 

1 

3.7 

2.6 

2 

iatrics 

. 3.0 

2.1 

2 

3.3 

2.3 

3 

tice  Management 

3.2 

2.5 

5 

4.4 

2.6 

1 

;ical  Medicine 

3.3 

2.7 

7 

3.7 

2.7 

4 

ithalmology 

3.1 

2.6 

9 

3.1 

2.3 

5 

lopedics 

2.5 

1.8 

4 

2.7  ' 

2.1 

11 

Tiatology 

2.0 

1.6 

11 

2.8 

2.1 

6 

2.5 

1.8 

3 

2,6 

2.1 

15 

eral  Ambulatory  Care 

1.9 

1.5 

10 

2.6 

2.0 

9 

rgy 

2.6 

2.3 

15 

3.1 

2.4 

7 

jiology 

2.3 

2.0 

14 

2.6 

2.0 

10 

atrics 

2.3 

1.6 

6 

2.2 

1.8 

18 

umatology 

2.7 

2.4 

16 

3.1 

2.4 

8 

logy 

2,8 

2.3 

8 

2.7 

2.4 

21 

avioral  Medicine/ 
hiatry 

2.8 

2.5 

17 

2.9 

2.4 

16 

lology 

2.5 

2.3 

20 

3.0 

2,4 

13 

acrinology 

3.1 

2.8 

18 

3.2 

2.7 

17 

eral  Inpatient  Care 

2.1 

1.8 

13 

2.1 

1.9 

22 

eral  Surgery 

3.0 

2.6 

12 

2.6 

2.5 

24 

nonary 

1.7 

1.8 

24 

2,8 

2.2 

12 

latology 

3.3 

3.0 

19 

3,1 

2.7 

20 

roenterology 

1.9 

1.8 

21 

2.7 

2.3 

19 

imunity  Medicine 

3.2 

3.4 

26 

3.6 

3.0 

14 

ctious  Disease 

2.4 

2.3 

22 

2.3 

2.1 

23 

sthesiology 

3.9 

3.9 

23 

3.6 

3.5 

25 

tetrics 

2.5 

2.7 

25 

2.1 

2.1 

26 

cale:  1 = Extremely  Adequate  to  5 ■ 

cale:  1 = Extremely  Valuable  to  5 = 

)erived  from  Analysis  of  Adequacy  a 

= Extremely  Inadequate 
Not  at  all  Valuable 
nd  Valuableness  Scores  from  Respon 

dents  who  Provi 

ded  Both 

duates  with  surgical  privileges  may  warrant  some 
isideration  of  these  aspects  of  the  residency.  This  data 
?s  not  provide  definitive  answers  to  the  issues  of 
itinuing  education  or  program  development,  but  it 
icates  which  areas  need  consideration, 
cussion 

his  survey  of  family  medicine  physicians  in  Arizona 
ifies  the  position  of  the  profession  in  the  state.  These 
/sicians  have  not  abandoned  the  rural  areas: 
)roximately  one-quarter  are  practicing  in  small  towns 
or  rural  areas  with  populations  of  less  than  25,000. 
0 practice  or  small  group  practice  (three  or  fewer 
'sicians)  is  the  preferred  organization;  about  half 
e incorporated.  The  practices  are  very  productive, 
ecially  those  of  older  physicians.  Those  family 
^sicians  who  want  admitting  privileges  have  been 
e to  obtain  them,  except  for  some  problems  in 
tetrics.  The  data  indicates  that  many  family  medicine 
'sicians  have  not  sought  privileges  in  intensive  care  or 
onary  care.  Family  medicine  physicians  who  do  not 
e and  have  not  asked  for  privileges  in  these  areas  but 
Tt  such  privileges  should  consider  requesting  them: 
data  indicates  that  they  will  usually  receive  the 
/ileges. 


The  data  indicates  several  areas  for  continuing 
education  and  revisions  in  residency  programs.  The 
information  on  practice  management  indicates  that 
more  physicians  are  purchasing  computer  systems  for 
their  offices.  These  systems  can  become  expensive  toys  if 
they  are  not  correctly  integrated  into  the  practices. 
Laboratory  quality  control  programs  appear  to  be 
needed,  given  the  large  number  of  practices  reporting 
an  office  laboratory  but  no  quality  control  program.  Tbe 
data  on  adequacy  and  valuableness  of  training  shows 
that  nutrition,  practice  management,  and  geriatrics  are 
three  areas  where  graduates  of  residency  programs  and 
nongraduates  both  desire  continuing  education. 
Pediatrics  and  orthopedics  are  two  additional  areas  of 
need  for  graduates,  while  nongraduates  expressed  an 
interest  in  programs  on  physicial  medicine  and 
ophthalmology. 
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Editorial 

J 


Getting  Them  Together 
Dean’s  Clinical  Rounds 

The  health  professions  are  often 
criticized  for  parochialism.  Not  only  do 
the  professionals  want  for  day-to-day 
communication,  but  they  frequently 
isolate  themselves  in  teaching  and  in 
research.  The  problem  is  compounded  by 
discipline  prerogatives  dictated  by 
external  agencies  such  as  specialty  board 
requirements  and  by  education  and 
research  funding  sources.  These  forces 
tend  to  internalize  the  professionals  and 
the  disciplines.  The  problem  is 
particularly  acute  in  a school  of  medicine. 

For  some  years  we  have  had  bimonthly 
interdisciplinary  Dean’s  Clinical  Rounds. 
The  objectives  are  two.  The  first  intends 
to  bring  new  knowledge  to  the  broader 
spectrum  of  health  professionals.  The 
second  brings  various  disciplines  and 
professionals  together  in  a forum  which 
illustrates  the  breadth  of  interdiscipline 
and  interprofessional  approaches  to  the 
problem.  While  the  major  focus  is  toward 
medical  students,  the  invitation  for 
participation  is  extended  to  all  housestaff, 
basic  science  graduate  students,  students 
in  nursing,  pharmacy,  sociology  and 
other  health  related  professions  and 
indeed  the  breadth  of  the  health  care 
community. 

Topics  are  selected  which  lend 
themselves  easily  to  interdisciplinary 
approaches.  We  attempt  to  present 
aspects  of  fundamental  and  basic  clinical 
science,  various  treatment  modalities, 
and  usual  community  resources  which 
bear  on  the  problem.  Faculty  and 
community  personnel  share  the  podium. 

Topics  have  varied  from  the  current 
such  as  sports  medicine  to  the  detailed 
and  specific  such  as  renal  stone 
formation.  The  problems  have  crossed  all 
ranges  of  age  and  discipline.  Pediatric 
problems  such  as  anorexia  nervosa  and 
geriatric  problems  such  as  urinary 
incontinence  have  been  included. 
Practical  problems  such  as  the  impaired 
physician  and  other  health  professionals 
have  been  covered  in  depth.  Presenters 
have  included  bench  scientists  and  a 
broad  spectrum  of  physicians,  nurses, 
social  workers,  lawyers,  patient  edu- 
cators, and  administrators. 

The  presentations  are  highly  polished. 
Time  constraints  are  tightly  controlled 
and  a discussion  period  is  required  for 
each  session.  Audience  questions  are 
encouraged.  They  are  stimulating  and 


incisive.  The  questions  serve  to  test  real 
and  practicality  for  each  of  t 
conferences.  Discussions  of  ethics  a 
cost  are  always  included  and  develop 
through  the  Dean  as  moderator. 

Each  Clinical  Rounds  is  recorded 
video-tape.  These  one  and  one-half  he 
tapes  generally  are  not  altered  from  t 
live  presentations.  They  are  shelved  in  t 
Arizona  Health  Sciences  Center  Libr; 
and  are  available  for  distributii 
throughout  the  state  on  reque 
Continuing  medical  education  credit 
available  to  various  health  professiot 
groups. 

Dean’s  Clinical  Rounds  have  becor 
an  arena  for  a special  kind  of  educatic 
At  the  very  least,  they  have  become 
show-place  for  demonstrating  int( 
disciplinary  interprofessional  approach 
to  common  medical  problems.  Thi 
success  is  measured  perhaps  most  int 
generous  attendance  of  several  hundr 
people  at  each  session.  The  vak 
however,  is  personal  in  the  growth  oft 
participants  and  audience  who  see  t 
value  of  interrelationships. 

Louis  J.  Kettel.  M.D, 

Dean 

College  of  Medicine 


A Contradiction 

If  we  could  possess,  - as  the  lawyers 
Claim  we  should, 

A state  of  perfection,  - so  that  no  onei 
Ever  would; 

Die,  as  a result  of  disease  or 
Degeneration, 

Oh  what  a cause  for  ceaseless 
Celebration ! 

The  fact  remains,  and  it’s  very 
Sure, 

That  doctors  die  too  of  things 
They’re  supposed  to  cure; 

If  we  were  as  good  as  they 
Say  we  should  be. 

Why  haven’t  we  attained  immortality? 

P.  B.  Jarrett 
Phoenix 
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Kenneth  B.  Desser,  M.D.,  F.A.C.C., 

Phoenix,  has  been  appointed  to  the  70- 
member  Editorial  Board  of  the  journal  of 
the  American  College  of  Cardiology. 
Members  of  the  Editorial  Board  will  help 
formulate  the  editorial  policies  and 
directions  for  the  new  journal. 

Howard  S.  Gray,  M.D.,  Phoenix,  was 
appointed  Medical  Director  of  Phoenix 
Camelback  Hospital  and  Robert  F.  Meyer, 
M.D.,  Ph  oenix,  was  appointed  Medical 
Director  of  Scottsdale  Camelback  Hos- 
pital. 

James  R.  Doyle,  M.D.,  Casa  Grande, 
was  recently  elected  Chief  of  the  medical 
staff  at  Hoemako  Hospital  for  1982-83. 
Manuel  Guerrero,  M.D.,  Casa  Grande, 
was  elected  Vice  President  and  Mehernaz 
Irani,  M.D.,  Casa  Grande,  was  elected  to 
her  third  term  as  Secretary. 

Neil  O.  Ward,  M.D.,  Phoenix,  was 


elected  by  the  Board  of  Directors  of  the 
American  Academy  of  Otolaryngology 
Head  and  Neck  Surgery  as  the  Acad- 
emy’s 1982  Alternate  Delegate  to  the 
American  Medical  Association.  He  will 
serve  as  the  Academy’s  AMA  Delegate  in 
1983. 

Donald  Schaller,  M.D.,  Phoenix,  has 
been  elected  President  of  the  Group 
Health  Association  of  America. 

Original  papers  on  new  approaches  to 
trauma  care  are  being  sought  for 
presentation  at  "Trauma  Care  ’83,’’  a 
national  symposium  sponsored  by  John 
C.  Lincoln  Hospital  and  Health  Center 
and  scheduled  for  January  9-13,  1983. 
Original  papers  should  be  submitted  to 
Jeffrey  A.  Singer,  M.D.,  "Trauma  Care 
’83,’’  John  C.  Lincoln  Hospital  and  Health 
Center,  9211  North  Second  Street, 
Phoenix,  Arizona  85020. 

Continued  on  next  page 


ArMA  President  John  E.  Oakley,  M.D.  presented  Maricopa  County  Sheriff  Jerry  Hill 
with  a Certificate  of  Accreditation  signifying  that  the  jail  has  met  health-care 
standards  set  by  the  AMA.  Nathan  W.  Groce,  M.D.,  Phoenix,  and  ArMA’s  Assistant 
Executive  Vice  President,  Misty  Coumbe,  participated  in  the  jail  accreditation 
survey  conducted  by  American  Health  Consultants,  Inc.,  over  a two  year  period. 
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New  Members 


The  Arizona  Medical  Association 
welcomes  the  following  Physicians  who 
have  become  members  since  July  1 , 1982. 

Maricopa 

Robert  J.  Bloomberg,  M.D. 

Internal  Medicine 
2501  East  Southern,  Tempe 
McMaster  University  Medical  Center, 
Canada — 1976 

Ricbard  D.  Burns,  M.D. 

Radiology 

444  West  Osborn  Road,  Phoenix 
Temple  University — 1976 


What  They’re  Saying 

“It  is  our  duty  to  remember  at  all  times 
and  anew  that  medicine  is  not  only  a 
science,  but  also  the  art  of  letting  our  own 
individuality'  interact  with  the  individ- 
uality of  the  patient.”  Albert  Schweitzer. 


Desmond  Coben,  M.D. 

Obstetrics/Gynecology 
10211  North  32nd  Street 
University  of  Witwatersrand. 
Africa — 1949 

Fred  Cucber,  M.D. 

Internal  Medicine/Cardiology 
9225  North  Third  Street.  Phoenix 
Chicago  Medical  School— 1975 

Jeffrey  Isaacs,  M.D. 

Internal  Medicine 
3411  North  Fifth  Avenue,  Phoenix 
University  of  Witwater,  Africa— 1971 

Ruben  S.  Valdez,  M.D. 

Cardiology 

525  North  18th  Street,  Phoenix 
University  of  Colorado— 1972 

Donald  Carmen  Waugh,  M.D. 

General  Practice 

111  South  34th  Street,  Phoenix  85010 
University  of  Toronto.  Canada— 1966 

Mohave 

Gene  Kalin,  M.D. 

Internal  Medicine 
1830  Mesquite  Street  C 
Lake  Havasu  City 
University'  of  Illinois— 1976 

Yavapai 

Ian  Becke,  M.D. 

Internal  Medicine 
Verde  Valley,  Arizona 
University  of  Sidney,  Australia— 1971 


Taking  the  Advanced  Cardiac  Life  Support  exam  in  July  were  Richard  Abbuhl,  M 
Tempe,  (left)  and  James  Barcz,  M.D.,  Casa  Grande. 


I s 

T ' 

-i  1 

W' 

® 1 

Mahendra  Nath,  M.D.,  Phoenix,  (left)  and  Dr.  Barcz  at  the  ACLS  course. 
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21  Medical 
23  History 


onard  Wood,  M.D. 
me  Arizona  Territory 
luences 


n W.  Kenndy,  M.D. 


he  first  seeding  of  my  interest  in  this 
dier  physician,  that  later  was  to 
:ome  an  eccentricity,  the  first  seedling 
upon  my  retina  while  browsing  in  a 
ner  of  the  Boston  City  Hospital  in 
jtember  1931.  Those  of  you  who  have 
; traversed  this  maze  of  corridors  and 
nels  at  the  BCH  have  missed  a most 
lightening  experience.  Medical 
dents,  in  ancient  days,  have  been 
Dwn  to  wander  there  undetected  for 
ir  last  two  years  of  clinical  clerkship, 
ore  surfacing  for  graduation,  all  the 
le  sought  by  professors  who  inhabited 
' multiple  tutes  and  institutes  and  the 
rds.  The  latter  always  seethed  with 
ients. 

here  is  a plaque,  which  we  came 
OSS  while  AWOL  from  Dr.  Minot’s 
^hty  dolorous  lectures.  It  stated  that 
)nard  Wood  interned  at  Boston  City 
spital.  What  it  doesn’t  say  is  that  he  was 
missed  before  his  year  of  servitude  was 
npleted.  The  hospital  director  took  a 
n view  of  house  officers  who  showed 
ns  of  transgressing  on  the  rigid  hospital 
es.  In  this  instance,  no  surgical  treat- 
nt  could  be  rendered  without  a senior 
ff  physician’s  consent.  One  charge  was 
)ven  false  and  another  partially  so.  In 
te  of  the  fact  that  his  senior  attending 
ysician  testified  on  Wood’s  behalf,  it 
s to  no  avail.  He  was  dismissed, 
atember  1884.' 

He  took  up  rooms  in  a private  dwelling 
ise  by  to  establish  a private  practice, 
is  languished.  At  the  suggestion  of  a 
ysician  friend  he  took  the  Army 
?dical  Corps  entrance  examinations, 
)ught  nothing  much  about  it  and  a few 
)nths  later  received  acceptance.  He 
s told  that  his  regular  commission 
uid  not  be  rendered  until  funds 
came  available  but  he  was  offered  a 
sition  in  the  civil  service  as  an  acting 


m:  705  East  Tuckey  Lane,  Phoenix,  Arizona 
14. 


Figure  1 

Leonard  Wood  at  Fort  Huachuca,  A.T.,  circa  1885  (Courtsey  of 
Arizona  Flistorical  Society  Library) 


assistant  surgeon  with  the  troops  in  the 
west.  Within  a fortnight  he  had  closed  his 
office,  bade  goodbye  to  his  family  and 
boarded  the  train  for  Arizona  Territory.' 
Already  the  decisive  character  of  the  man 
was  evident.  He  was  not  dismayed  by  his 
dismissal  from  the  hospital,  and  he 
quickly  accepted  the  challenge  of  serving 
with  troops  in  the  far  west. 

He  reported  in  at  Fort  Whipple  on  a 
June  evening  in  1885,  and  met  Dr.  Fred 
Crayton  Ainsworth,  who  gave  him  advice 
and  counsel. 

Ainsworth  was  the  post  physician,  a 
regular  of  the  Medical  Corps,  but  was 
later  to  become  the  Chief  of  the  Record 
and  Pension  Office,  now  termed  the 
Adjutant  General  of  the  Army.  He  was  on 
duty  in  Washington,  when  some  years 
later.  Wood  reported  there  as  Chief  of 
Staff;  both  these  men  had  entered  the 
service  as  physicians,  both  outran  their 
West  Point  colleagues  in  obtaining  posi- 
tions of  high  command,  not  in  the 
Medical  Corps  but  in  The  Line.^  This  was 
never  to  occur  again  and  it  created  almost 


as  much  hub-bub  as  when  George 
Marshall  became  Chief  of  Staff  as  a non- 
West  Pointer  four  decades  later. 

Three  days  later  he  was  on  his  way  from 
Fort  Whipple,  on  orders  from  General 
Crook,  directing  him  “not  to  stop  at  Fort 
Bowie  as  originally  ordered  but  to  go 
straight  to  Fort  Huachuca.”  He  spent  a 
night  at  Maricopa,  took  the  Southern 
Pacific  eastward  to  Benson,  then  a spur 
line  over  to  Huachuca.'  The  spur  line  still 
exists. 

A clerk  entered  in  the  medical  record; 
“Act.  Asst.  Surgeon  ‘Leoander’  Wood, 
U.S.  Army  arrived  at  Post,  July  4,  1885. 
(Figure  1.) 

He  was  ordered  to  report  immediately 
to  Henry  W.  Lawton,  Captain  of  B Troop 
Fourth  Cavalry.^  Lawton  was  a six-foot- 
five,  hundred  and  thirty  pound 
professional  soldier  who  had  been  a law 
student  at  Harvard  when  Fort  Sumter  fell, 
and  four  days  later  he  was  intheArmy.  He 
participated  in  twenty  battles,  and  came 
out  with  a temporary  commission  as  Lt. 
Colonel  at  twenty-two.  (It  may  come  as  a 
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Figure  2 

The  Rough  Rider  statue,  Prescott,  Arizona 


Figure  3 

Rough  Riders  1898.  Left  to  right:  Colonel  Leonard  Wood,  Commanding  Officer;  1st 
Lt.  John  Greenway;  Orderly  Charles  Siper;  Colonel  Theodore  Roosevelt,  Executive 
Officer,  First  United  States  Cavalry.  (Courtesy  of  Arizona  Flistorical  Society  Library) 


surprise  to  learn  that  promotion  in 
Army  in  Civil  War  times  was  almost 
rapid  as  promotion  in  the  Army  AirCo 
in  World  War  II). 

Wood  and  Lawton  became  fast  frier 
They  were  both  great  horsemen,  b 
New  Englanders,  loved  the  outdoors,; 
didn’t  easily  give  up  any  task  assignee 
them.  Two  days  later,  on  July  6,  Wood  \ 
in  the  field  and  rode  “45  miles  in  the 
30  hours,”  he  recorded  in  his  diary. ^ V\ 
alternate  journeys  into  the  field,  and  d 
on  the  post  he  was  respected,  but 
especially  popular;  he  was  respected 
the  troopers  because  they  found  that 
could  take  whatever  mustang  they  g 
him  to  ride  and  he  could  ride  further . 
longer  than  anybody  else. 

After  my  preliminary  brush  with 
plaque  about  General  Wood  at  Bos 
City  Hospital,  it  was  twenty-odd  yc 
before  I heard  or  thought  any  more  ab 
this  incident.  Then  soon  after  my  arriva 
Arizona  1949,  we  took  ourselves  to  h 
country  to  gaze  upon  the  fair  city 
Prescott,  the  first  Territorial  capital.  In 
foreground  of  the  Court  House,  ther 
this  great  equestrian  statue,  by  Gut; 
Borghum,  to  the  Rough  Riders,  albeil 
true  natives  of  Prescott  say  this  is  Bu 
O’Neal,  Kl  A at  San  Juan  Hill,  nonet heic 
find  nothing  on  the  bronze  plaque 
indicate  that  it  is  specifically  the  decea 
hero.  It  does  carry  a plaque  list 
Colonel  Wood  as  the  Command 
Officer  and  Lt.  Col.  Theodore  Roose' 
as  the  Executive  Officer  of  the  Eirst  Uni 
States  Volunteer  Cavalry.  Well  my  intei 
was  kindled  again.  (Eigure  2,  and  3.) 

The  preceding  and  what  follows,  is 
exactly  new  about  Wood  in  Arizt 
Territory.  His  diary  that  he  carefully  k 
during  the  field  campaign  remain 
classic.  Lane’s  The  journal  of  Leon 
Wood  , May-September  1886  places  i 
perspective.^  The  Gatewood  evidenc 
fully  presented  by  Eaulk®  and  Thraf 
Depending  on  their  taste,  partisans  r 
now  align  themselves  claiming  sainthc 
for  Crook,  Miles,  Crawford,  Lawt 
Wood  or  Gatewood  for  the  fi 
Geronimo  defeat.  To  some  of  us,  it  sim 
exemplifies,  the  usual  train  of  hun 
history  and  progress.  Scarcely  anyth 
originates  de  novo,  but  all  accomplii 
ment  is  a composite  of  all  the  contii 
utors,  “some  are  just  more  equal  tl 
others.” 

The  burden  of  my  study  is  simplyl 
describe  Wood’s  character,  his  m' 
vation  to  complete  any  mission  to  wh< 
he  was  assigned,  and  to  make  a l| 
observations  about  his  physical  illr. 
which  would  have  stopped  the  ordini 
mortal  dead  in  their  tracks  early  in  tfi 
career,  but  this  illness  appears  only 
have  spurred  him  on  to  grea- 
endeavors. 

When  Miles  asked  Wood  todetermi 
if  the  best  soldiers  "could  equal  in  acti'l 
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Figure  4 

Party  of  packers  and  Indian  guides  detailed  by  Gen.  Miles  to  roundup  lost  livestock 
after  close  of  Geronimo  campaign  1887.  Left  to  right:  Groves,  Stevens,  Chino, 
Funston,  ?,  Tony  Furgerson,  and  Leonard  Wood.  (National  Archives) 


J endurance  the  Apache  warriors,”  he 
ther  continued,  “1  would  like  to  have 
j accompany  Capt.  Lawton's  com- 
nd,”  Miles  told  Wood,  “As  you  are 
)bably  in  as  good  condition  as  anyone 
endure  what  they  endure,  you  could 
ke  a careful  study  of  the  Indians — and 
cover  wherein  lies  the  superiority,  if  it 
3S  exist.  . (General  Crook  had  been 
eved  and  General  Miles  assumed 
nmand  of  the  campaign.) 

'ertainly.  Wood  was  overly  optimistic 
en  "I  told  (General  Miles)  I believed 
right  sort  of  white  man  could 
■ntually  break  these  Indians  up  and 
npel  them  to  surrender”  May  4, 1886.® 
continually  moving  in  on  the  Indians 
j keeping  them  on  the  move,  even  in 
roughest  terrain,  the  troopers  very 
irly  pulled  it  off. 

ater.  Miles  suspected  that  it  wasn’t  to 
so  and  reverted  to  a tactic  devised 
her  by  General  Crook,  palaver,  and  to 
it  he  selected  one  of  Crook’s  most 
jted  Lieutenants.  Charles  B.  Gatewood 
i nine  years  service  in  the  region,  the 
three  in  charge  of  the  Fort  Apache 
^ncy.®  Lt.  Gatewood  was  to  contact 
b/ton’s  command  and  then  Geronimo 
i his  hiding  hostiles.  Reluctantly,  he 
ceeded,  but  was  denied  complete 
dal  and  public  recognition  and  died 
ly  in  life  in  the  year  1896.  A bitter  man, 
iken  in  health  and  retired  from  the 
vice.^°  Lt.  Gatewood’s  widow’s  pen- 
n was  a paltry  $24  per  month. 

Vood,  with  Lawton’s  detachment,  had 
/eled  1800  miles  during  the  latter  part 
he  Geronimo  campaign  and  was  cited 
Lawton  for  the  Medal  of  Honor.  It  was 
illy  awarded  in  1898  by  President 
Kinley.  Wood,  by  that  time,  was 
ioned  in  Washington,  D.C.,  and  was 
President’s  personal  physician.  This 
i to  hang  like  "an  albatross  about  his 
:k,”  and  was  always  a fair  target  for  all 
his  service  nonfriends,  as  he  climbed 
promotion  list,  as  an  officer  of  the 
?,  who  began  his  career  as  a lowly 
dical  officer.  He  rolled  over  the  Point 
duates  like  a pack  mule  down  a Sierra 
dre  Canyon.  Even  his  critics  admitted 
superior  performance.  (Figure  4.) 
ome  stated  that  he  had  never  heard  of 
lot  fired  in  anger.  Well,  at  least  on  two 
rasions,  shots  were  fired  possibly  in 
;er. 

Vood’s  diary,  July  2, 1886,  you  will  note 
t this  is  about  one  year  after  his 
ignment  to  Huachuca,  “Infantry  still 
hout  an  officer  and  greatly  in  need  of 
neone  to  take  charge  of  them.  I 
unteered  and  was  placed  in  command 
lay.  The  men  are  pretty  badly  de- 
iralized.”" 

uly  13,  1886,  while  closing  in  on  what 
y believed  to  be  the  Indian  en- 
npment,  “About  this  time  heavy  firing 
^an  on  the  up  river  side.  We  then 
danced  pretty  rapidly  and  finally  were 


in  the  bottom  land  near  the  camp,  and 
were  then  fired  into  a body  of  our  own 
Scouts  (Brown  Scouts),  who  were 
advancing  towards  us  having  found  no 
Indians  in  the  camp.'^ 

On  August  11,  1886,  he  recorded,  “We 
were  working  up  a canyon,  when 
suddenly  a couple  of  bullets  struck  so 
near  us  that  we  were  both  covered  with 
dirt.  My  mouth  and  face  were  full  of  it. 
Horn  was  well  covered.  We  dropped 
under  cover  of  the  nearest  rocks  without 
waiting  to  ask  any  questions.  We  kept 
under  cover  for  some  time  and  finally 
worked  back  carefully  under  cover  over 
the  ridge.  The  people  who  fired  at  us  must 
have  undoubtedly  been  Indians  on  the 
opposite  side  of  the  canyon.”'®  On  two 
occasions — once  mistakenly  by  Army 
Scouts,  and  the  other  by  hostiles.  It  simply 
depends  on  whose  barn  is  burning 
down — as  to  whether  the  bullets  “were 
fired  in  anger.” 

The  field  experience  in  Arizona 
Territory  and  the  Sierra  Madre  terrain  of 
Sonora,  Northern  Mexico,  his  own  bouts 
of  fever — probably  malaria,  and  probable 
knowledge  gained  about  yellow  fever  in 
the  area,  served  him  well  as  Governor  of 
Cuba.  Yellow  fever  was  rampant  along 
the  coastal  areas  of  Sonora,  Mexico,  and 
the  last  severe  epidemic  of  yellow  fever  in 
that  community  was  thought  to  have 
occurred  about  1885-90."  All  of  this  stood 
him  in  good  stead  in  the  Cuban 
Campaign  and  prepared  him  for  his 
assignment  as  Military  Occupation 
Commander  of  Santiago,  and  by  1900  he 
was  Military  Governor  of  Cuba.  Yellow 
fever,  Cuban  apathy,  bad  sanitation,  and 
local  corruption  all  demanded  and  got  his 


attention  and  by  the  end  of  1899  he  was  a 
Major  General.  This  was  a short  fourteen 
years  after  his  Army  career  began.  Then  to 
the  Phillipines  as  governor  of  Moro 
Province,  followed  by  a four  year  stint  as 
Military  Administrator  of  all  of  the 
Phillipines,  and  then  was  appointed  Chief 
of  Staff,  U.S.  Army,  1910.' 

Perhaps  his  medical  history  is  not  of 
great  general  interest,  but  I do  believe 
that  it  exemplifies  the  tenacious  character 
of  the  man.  ® '® 

In  1904,  his  lameness  of  the  left  leg 
became  obvious.  It  had  first  occurred  in 
1901  following  an  attack  of  typhoid  fever. 
There  was  a growing  numbness  of  his  left 
hand.  He  simply  pushed  his  exercises  and 
physical  fitness  program  to  overcome  and 
compensate  for  this  disability.  One 
physician  noted  a small,  hard  protuber- 
ance ontherightsideoftheskull.andthis 
was  thought  to  be  the  result  of  an 
accident  Wood  suffered  in  Santiago  in 
1898.  Later  in  the  year,  back  in  Boston,  he 
was  persuaded  to  have  surgey.  Dr.  Arthur 
Cabot  performed  it,  and  found  what  was 
described  as  a benign  bony  tumor  of  the 
skull,  a psammoma.  The  bone  was 
scraped  and  replaced,  (1904). 

By  1910,  “local  seizures”  occurred  in  his 
left  leg  and  arm,  with  weakness,  awkward 
gait,  and  unsteadiness.  He  consulted  Dr. 
Harvey  Cushing,  then  developing  a new 
branch  of  medicine,  neurosurgery,  at 
John  Hopkins  in  Baltimore.  Cushing  did  a 
two-stage  brain  operation,  each  session 
about  four  hours  duration,  under  local 
anesthesia.  He  found  the  tumor,  removed 
it,  and  again  replaced  the  bone  flap.  This 
ultimately  proved  to  be  a fatal  mistake,  for 
it  was  not  realized  at  the  time  that  the 
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Figure  5 

The  original  postoperative  sketch  to  show  A)  manner  of  exposing  the  tumor,  and 
its  estimated  position  “in  situ”  drawn  to  scale.  Cushing’s  first  surgery  February  191 
(Courtesy  Charles  C.  Thomas  Publishing  Co.) 


bone  overlying  the  tumor  (meningioma) 
must  also  be  removed  or  it  will  recur.  A 
few  days  later,  much  to  Cushing's 
chagrin,  but  characteristic  of  Wood,  the 
General  attended  Dr.  Welch’s  60th 
birthday  anniversary.  There  were  400  to 
500  guests  present  and  “Wood,  much  to 
my  embarrassment,  and  astonishment  of 
others,  insisted  on  coming  to  the  dinner 
with  his  head  closely  capped.’’’'*  (Figure 
5.) 

Wood  returned  to  duty,  became  Chief 
of  Staff  of  the  Army  1912-14,  but  failed  to 
obtain  command  of  the  A.E.F.  in  1917,  it 
was  awarded  to  Pershing. 

Doctor  Joseph  Madison  Greer,  a 
longtime  physician  of  Phoenix,  was  a 
young  medical  officer  stationed  at  Walter 
Reed  Army  Hospital,  Washington,  D.C.  at 
the  outbreak  of  World  War  II.  He  recalled 
that  General  Wood  was  sent  over  twice 
for  a rigorous  physical  examination  to 
determine  whether  “He  was  fit  for  field 
duty.’’  He  hopped  “funny,”  but  was 
passed  each  time  as  “fit  for  field  duty.” 
The  third  time,  as  Doctor  Greer  recalled, 
before  Wood  was  ordered  to  the  hospital, 
word  came  down  “from  upstairs”  that  the 
findings  were  not  acceptable.  By  whom, 
and  for  what  reason.  Doctor  Greer  was 
not  clear."”  But  Wood’s  brilliant  career 
was  quietly  derailed  by  the  regulars;  his 
forthright  call  for  preparedness  some 
years  before  had  incurred  the  displeasure 
of  President  Wilson. 

He  was  sent  to  the  field  to  train  troops, 
but  never  commanded  troops  in  the 
A.E.F.  He  lost  a bid  for  the  Republican 
nomination  for  President  in  1920  when  he 
and  Eowden  reached  a stalemate  in 
convention  votes.  The  backroom  poli- 
ticians rewarded  the  Nation  by  giving 
them  Harding. 

“Biting  the  bullet”  of  disappointment, 
he  accepted  the  appointment  as  Gov- 
ernor General  of  the  Phillipines,  where 
he  served  from  1921  to  1927. 

Slowly  and  relentlessly,  his  old  malady 
recurred.  Eameness,  partial  paralysis  and 
speech  slurring  forced  him  to  consult 
Cushing  again.  By  this  time  the  natural 
history  of  meningiomas  was  clearly 
understood.  It  had  been  carefully 
delineated  by  Cushing,  and  the  tumor 
had  locally  recurred  from  the  skull  bone 
flap  which  had  been  replaced  at  each  of 
his  previous  surgeries,  the  last  one  by 
Cushing.  Wood  died  a few  hours  after 


surgery  due  to  an  undetected  intracranial 
hemorrhage.  Cushing  was  distraught  and 
refused  to  operate  for  two  weeks.  Never 
before  had  his  housestaff  noted  any  break 
in  the  iron  self-control  for  which  Cushing 
was  noted. 

Now  the  leading  performers  in  the  last 
Geronimo  campaign  were  finally  off 
stage,  Gatewood,  Crook,  Miles,  Eawton, 
Wood  and  all  the  others.  Who,  today, 
associates  them  with  Geronimo?  Perhaps 
very  few,  except  those  with  special 
interest  in  that  era  of  our  national  times. 
Some  say,  and  not  without  reason,  that 
with  his  limited  resources  Geronimo  out- 
generaled and  out-fought  them  all.  "A 
victory  has  many  fathers,  but  defeat  is  an 
orphan. 
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ArMA  Reports 


le  minutes  appearing  in  this  section 
ve  been  condensed.  A complete  copy 
the  minutes  will  be  sent  to  any 
;mber  requesting  them. 


HYSICIAN’S  HEALTH  COMMITTEE 
SOUTHERN  ARIZONA  HOSPITAL 
CHIEFS  OF  STAFF 

meeting  called  by  Thomas  E.  Bittker, 
D.,  Chairman  of  the  Physician’s 
alth  Committee  of  the  Arizona 
idical  Association,  Inc.  with  the 
liefs  of  Staff  and/or  their  represen- 
ives  of  the  hospitals  in  Southern 
zona,  took  place  on  July  21. 
allowing  a brief  introduction,  Dr. 
tker  addressed  the  group  regarding 
; need  to  reach  out  to  the  impaired 
ysician,  the  activitives  of  ArMA’s 
ysician's  Health  Committee  in  that 
jard,  and  the  role,  if  any,  which  might 
played  by  ongoing,  in-hospital 
agrams  for  the  prevention,  recog- 
ion  and  treatment  of  the  impaired 
ysician.  In  addition  to  the  infor- 
itional  materials  provided  to  the 
endees.  Dr.  Bittker  showed  a slide 
asentation  entitled  “Early  Clues  of 
ysician  Impairment.’’ 
he  balance  of  the  meeting  was 
voted  entirely  to  open  discussion  on 
3 current  activities  of  the  hospitals 
'olved,  with  questions  responsed  to 
members  of  the  committee.  Dr. 
/mer,  and  each  other.  It  was  obvious 
It  the  subject  matter  had  generated 
erest  and  it  was  determined  that  the 
ssibilities  of  1)  establishing  an  in- 
spital  program  and/or  2)  developing 
ntacts  and  resources  to  serve  within 
3 community  setting  and  act  as 
isons  with  ArMA’s  Physician’s  Health 
)mmittee  would  be  discussed  with  the 
iffs  of  their  respective  institutions  and 
y and  all  suggestions  or  ideas  brought 
ck  to  the  committee  for  consideration 
a future  date. 


Future 

Medical  Meetings 


The  following  institutions  and  organizations  have 
been  accredited  for  their  continuing  medical 
education  programs  by  the  Arizona  Medical 
Association  and/or  the  Accreditation  Council  for 
Continuing  Medical  Education. 

Arizona  Chapter,  American  Cancer  Society 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O.  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital,  Mesa 

The  Eye  Foundation 

Flagstaff  Hospital  & Medical  Center 

of  Northern  Arizona 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Cehter 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Phoenix 

St.  Luke's  Hospital  & Medical  Center,  Phoenix 

St.  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program, 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

The  accredited  institutions  and  organizations  above 
produce  a variety  of  continuing  medical  education 
programs.  Each  accredited  institution  and 
organization  is  responsible  fordesignating  which  of 
these  programs  meet  ArMA's  requirements  for 
Category  1 credit.  Physicians  who  participate  in 
programs  which  are  designated  Category  1 by 
accredited  institutions  will  receive  Category  1 credit 
toward  the  ArMA  Certificate  in  CME  and  the  AMA's 
Physician's  Recognition  Award. 

SEPTEMBER 


Advanced  Cardiac  Life  Support 
Recertification/Provider 

September  15-17.  Arizona  Medical  Assoc- 
iation Office,  Phoenix.  Sponsor:  ACLS,  AZ 
Affiliate  Amer.  Heart  Assoc.  & ArMA. 
Contact:  Beverly  Richter,  Arizona  Medical 
Association,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 

AMA  Fifth  Annuai  Conference  on 
The  impaired  Physicians 

September  22-25,  Portland,  Cregon. 
Sponsor:  American  Medical  Association, 
Cregon  Medical  Assoc,  and  Multnomah 
County  Medical  Society.  Contact:  AMA 
Department  of  Meeting  Services,  535  North 
Dearborn  Street,  Chicago,  II  60610.  Approved 
for  19  hours  of  Category  1 credit. 


OCTOBER 

Geriatrics 

Cctober  2.  Ramada  Safari  Resort,  Scottsdale. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Cffice  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Center, 
Tucson,  AZ  85724.  Approved  for  8 hours  of 
Category  1 credit. 

The  Under-Achieving  Chiid 
Behavorable  Heaith 

Cctober  8.  The  Registry  Resort,  Scottsdale. 
Sponsor:  St.  Luke's  Medical  Center.  Contact: 
Christine  Campbell,  Medical  Meeting 
Planner,  St.  Luke's  Hospital  Medical  Center, 
525  North  18th  Street,  Phoenix,  AZ  85006. 
Approved  for  7 hours  of  Category  1 credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

Cctober  12-14.  St.  Joseph's  Hospital, 
Phoenix.  Sponsor:  ACLS,  AZ  Affiliate  Amer. 
Hospital  Assoc.  & ArMA.  Contact:  John  Raief, 
M.D.,  Emergency  Room,  St.  Joseph's 
Hospital  and  Medical  Center,  Phoenix, 
Arizona  85013.  Provider  course  approved  for 
21  hours  of  Category  1 credit  and 
Recertification  approved  for  13  hours. 

Annual  Scientific  Program  and 
Postgraduate  Course 

Cctober  13-17.  Mountain  Shadows  Resort, 
Scottsdale.  Sponsor:  Pacific  Coast  Fertility 
Society.  Contact:  Pacific  Coast  Fertility 
Society,  5820  Wilshire  Blvd.,  #500,  Los 
Angeles,  California  90036.  Approved  for  21 
hours  of  Category  1 credit. 

Cardiovascuiar  Drug  Therapy 

Cctober  15-16.  Thunderbird  Lodge,  Grand 
Canyon.  Sponsor:  U.  of  A.  College  of 

Medicine.  Contact:  Cffice  of  Continuing 

Medical  Education,  U.  of  A.  Health  Sciences 
Center,  Tucson,  AZ  85724.  Approved  for  hour 
per  hour  Category  1 credit. 

Fourth  Annuai  Seeing  Our  Way  Clear 

Cctober  23.  Arizona  Biltmore,  Phoenix. 
Sponsor:  St.  Luke's  Hospital  and  Medical 
Center.  Contact:  Christine  Campbell, 

Medical  Meeting  Planner,  St.  Luke's  Hospital 
and  Medical  Center,  Phoenix,  Arizona  85006. 
Approved  for  4.5  hours  of  Category  1 credit. 

NOVEMBER 

Second  Annual  Southwestern 
Poison  Symposium 

November  5-6.  Scottsdale  Hilton  Hotel. 
Sponsor:  University  of  Arizona  Health 
Sciences  Center  and  Arizona  Poison  Control 
System.  Contact:  Cffice  of  Continuing 

Medical  Education,  U.  of  A.  Health  Sciences 
Center,  Tucson,  AZ  85724.  Approved  for  12 
hours  of  Category  1 credit. 
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Flexible  Sigmoidscopy 

November  5-6.  Sheraton  Scottsdale  Inn, 
Scottsdale,  Arizona.  Sponsor:  St.  Luke's 
Medical  Center  Contact:  Christine 

Campbell.  Medical  Meeting  Planner,  St. 
Luke’s  Medical  Center,  Phoenix.  AZ  85006 
Approved  for  8 hours  of  Category  1 credit. 

Neoplastic  Hematologic  Disorders 

November  6-7.  The  Inn,  McCormick  Ranch, 
Scottsdale.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  Grant  A Hertel,  M D., 
Good  Samaritan  Medical  Center,  till  E 
McDowell  Road,  Phoenix,  Arizona  85006 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

November  10-12.  St  Joseph's  Hospital  and 
Medical  Center,  Phoenix.  Sponsor:  ACLS,  Az 
Affiliate  Amer.  Heart  Assoc.,  & ArMA 
Contact:  John  Raife,  M.D.,  Emergency  Room, 
St.  Joseph's  Hospital  and  Medical  Center, 
Phoenix,  Arizona  85013.  Provider  course 
approved  for  21  hours  of  Category  1 credit 
and  Recertification  approved  for  13  hours. 

XXX  Annual  Convention  of  the 
Medical  Society  of  the  United  States 
and  Mexico 

November  10-13.  Guanajuato,  Mexico. 
Sponsor  Medical  Society  of  the  United 
States  and  Mexico.  Contact:  Executive 

Secretary,  3161  North  Pantano  Road. 
Tucson,  Arizona  85715. 

Models  of  Care  and  Rehabilitation 
in  Traumatic  Head  Injury: 

A Southwest  Symposium 

November  11-13.  Scottsdale  Sheraton  Hotel. 
Sponsor:  Good  Samaritan  Medical  Center 
and  Institute  for  Rehabilitation  Medicine. 
Contact:  Jean  Smith,  Institute  of  Reha- 
bilitation Medicine,  1111  East  McDowell 
Road.  Phoenix,  AZ  85062  Approved  for  hour 
per  hour  Category  1 credit. 

Diagnostic  Advances 

November  13.  U.  of  A,  Health  Sciences 
Center.  Sponsor:  University  of  Arizona. 
Contact:  Office  of  Continuing  Medical 
Education.  Approved  for  8 hours  of  Category 
1 credit. 

Dean's  Clinical  Rounds 

November  16.  Arizona  Health  Sciences 
Center,  T ucson.  Sponsor:  U.  of  A College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education.  U.  of  A,  Health  Sciences 
Center.  Tucson,  AZ  85724.  Approved  for  hour 
per  hour  Category  1 credit. 

Urologic-Radiologic  Diagnosis  II 

November  19-21.  Scottsdale,  Arizona, 
Sponsor:  Maricopa  County  General  Hospital. 
Contact:  Alex  Newman,  M.D,,  Maricopa 
County  General  Hospital.  2601  West 
Roosevelt,  Phoenix,  Arizona  85008 
Approved  for  22  hours  of  Category  1 credit 

Annual  Fall  Pediatric  Conference 
"Gastroenterology,  Nutrition  and  Urology" 

November  20-21  Arizona  Inn,  Tucson 
Sponsor:  U of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U,  of  A Health  Sciences  Center. 
Tucson,  AZ  85724  Approved  for  hour  per 
hour  Category  1 credit 


DECEMBER 

Second  Annual  Critically  III 
Child  Symposium 

December  2-3.  St.  Joseph's  Hospital  & 
Medical  Center,  Cullen  Auditorium,  Phoenix. 
Sponsor:  St,  Joseph's  Hospital  and  Medical 
Center.  Department  of  Pediatric  Education. 
Contact:  Pediatric  Education,  St.  Joseph's 
Hospital  & Medical  Center,  350  W.  Thomas 
Road,  Phoenix,  AZ  8501 3 Approved  for  1 1 .3 
hours  of  Category  1 credit. 

Pulmonary  Medicine 

December  4 Ramada  Safari  Resort, 
Scottsdale.  Sponsor:  University  of  Arizona. 
Contact:  Office  of  Continuing  Medical 
Education  Approved  for  8 hours  of  Category 
1 credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

December  14-16.  St.  Joseph's  Hospital. 
Phoenix.  Sponsor:  ACLS,  Az  Affiliate  Amer. 
Heart  Assoc.,  & ArMA,  Contact:  John  Raief, 
M.D.,  Emergency  Room,  St,  Joseph's 
Hospital,  Phoenix,  Arizona  85013.  Provider 
course  approved  for  21  hours  of  Category  1 
credit  and  Recertification  approved  for  13 
hours. 


1983  CME 

CRUISE/CONFERENCES 
ON  LEGAL-MEDICAL  ISSUES 

Caribbean,  Mexican  Riviera,  Alaska, 
Mediterranean.  Seven  to  14  days  in 
January,  April,  July,  August.  Seminars 
led  by  distinguished  professors. 
Approved  for  18-24  CME  Category  1 
credits.  FREE  ROUNDTRIP  AIRFARE 
ON  ALL  CARIBBEAN,  MEXICAN, 
ALASKAN  CRUISES.  Excellent  group 
fares  on  finest  ships.  All  conferences, 
scheduled  prior  to  12/31/80,  conform  to 
IRS  tax  deductibility  requirements 
under  1976  Tax  Reform  Act.  Reg- 
istration limited.  For  color  brochures 
and  additional  information  contact- 
international  Conferences 
189  Lodge  Avenue 
Huntington  Station,  NY  11746 
Telephone:  (516)  549-0869 


CURRENT  CONCEPTS  IN 
PAIN  MANAGEMENT 

January  8-14  and 
February  28-March  4,  1983 

Guest  may  attend  associated  tax 
program  (expenses  deductible).  $250 
(Guest  $100). 

Contact:  D.  Berman,  M.D., 
Program  Director 
Current  Concept  Seminars 
3301  Johnson  Street 
Hollywood,  Florida  33021 
Telephone:  (305)  989-6650 


ADOLESCENT/YOUNG  ADULT 
MEDICINE 

February  23— March  1,  1983 

Wailea  Beach  Hotel,  Maui,  Hawaii 
Sponsored  by  Hurley  Medical  Cent 
Department  of  Continuing  Medic 
Education,  One  Hurley  Plaza,  Fli 
Michigan  48504.  20  Hours.  Telephor 
(313)  766-0142. 


1983 


JANUARY 

Dean's  Clinical  Rounds 

January  12.  Arizona  Health  Sciences  Cen  , 
Tucson.  Sponsor:  U.  of  A.  College  I 
Medicine.  Contact:  Office  of  Continu  | 
Medical  Education.  U.  of  A.  Health  Scienu 
Center,  Tucson,  AZ  85724  Approved  for  hi  I 
per  hour  Category  1 credit. 

Skeletal  Fixation  of  Fractures 

January  21-22.  Arizona  Health  Scienej 
Center,  Tucson.  Sponsor:  U.  of  A,  College! 
Medicine.  Contact:  Office  of  Continu  | 
Medical  Education,  U of  A Health  Scienej 
Center,  Tucson,  AZ  85724.  Approved  forhd 
per  hour  Category  1 credit. 

Endocrinology 

January  22.  U.  of  A.  Health  Sciences  Cent 
Sponsor:  U.  of  A College  of  Medici 
Contact:  Office  of  Continuing  Medi(| 
Education,  U.  of  A.  Health  Sciences  Cent 
Tucson,  AZ  85724.  Approved  for  8 hours 
Category  1 credit. 


FEBRUARY 

Musculoskeletal  Problems 

February  12.  Ramada  Safari  Resort.  Spons 
U.  of  A College  of  Medicine.  Contact:  Off 
of  Continuing  Medical  Education,  U of 
Health  Sciences  Center,  Tucson,  AZ  857 
Approved  for  8 hours  of  Category  1 credi 

Fifth  Annual  International 
Cataract  Surgery  Symposium 

February  14-16,  The  Alamos  Reso 
Scottsdale,  Arizona.  Sponsor  and  Conta 
The  Eye  Foundation,  525  N.  18th  Street,  S 
504,  Phoenix,  Arizona  85006. 

Neurological  Symptoms 

February  17-18.  Arizona  Inn.  Tucsc 
Sponsor:  U.  of  A College  of  Medicir 
Contact:  Office  of  Continuing  Medic 
Education,  U.  of  A.  Health  Sciences  Cent 
Tucson,  AZ  85724.  Approved  for  hour  f 
hour  Category  1 credit. 

9th  Annual  Frontiers 
in  Ophthalmology 

February  17-19  Mountain  Shadows  Reso 
Scottsdale.  Sponsor:  St.  Luke's  Medic 
Center.  Contact:  Christine  Campbe 
Medical  Meeting  Planner,  St.  Luke's  Medic 
Center.  525  North  19th  Street.  Phoen 
Arizona  85006,  Approved  for  hour  per  ho 
Category  1 credit 
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GASTROINTESTINAL 
AND  BILIARY  DISEASES 

October  2 and  3,  1982 
Desert  Inn  and  Country  Club 
Las  Vegas,  Nevada 


Desert  Springs  Hospital  presents  its  Fourth  Annual  Medical 
Symposium  which  will  provide  an  update  in  recent  advances  in  the 
evaluation  and  management  of  gastrointestinal  and  biliary  diseases. 
Useful  information  for  a contemporary  physician  to  incorporate  into 
his  or  her  practice  will  be  stressed. 


Desert  Springs 
Hospital 


Avram  M.  Cooperman,  M.D. 

Professor  of  Surgery 
New  York  Medical  College 
Valhalla,  New  York 

Ernest  J.  Ring,  M.D. 

Professor  of  Radiology  in  Surgery 
University  of  Pennsylvania 
Hospital  of  the  University  of  Pennsylvania 
Philadelphia,  Pennsylvania 

Michael  V.  Sivak,  Jr.,  M.D. 

Cleveland  Clinic 

Department  of  Gastroenterology 
Cleveland,  Ohio 

Johnson  L.  Thistle,  M.D. 

Professor  of  Medicine 
Mayo  Medical  School 
Rochester,  Minnesota 


Fee:  $150  covers  the  cost  of  instruction,  materials,  three  meals  and  all 

breaks. 


Accreditation:  The  Nevada  State  Committee  on  Continuing  Medical 
Education  has  approved  the  symposium  for  eleven 
(11)  hours  of  Category  I CME  credit.  Eleven  (11) 
credit  hours  have  also  been  approved  by  the 
American  Academy  of  Family  Practice  and  the 
Nevada  State  Board  of  Nursing. 

For  course  registration  and  information,  contact  Stephen  A.  Kollins, 
M.D.,  c/o  Medical  Education,  Desert  Springs  Hospital,  Box  19204,  Las 
Vegas,  NV  89119  (702)  369-7662 


Emergency  Care  Update  -V 

February  28-March  2.  Arizona  Health 
Sciences  Center,  Tucson.  Sponsor:  U of  A. 
College  of  Medicine.  Contact:  Office  of 
Continuing  Medical  Education,  U of  A 
Health  Sciences  Center,  Tucson,  AZ  85724, 
Approved  for  hour  per  hour  Category  1 
credit. 

MARCH 

Changes  & Controversies  in  Pediatrics 

March  3-6.  Marriott  Hotel,  Tucson.  Sponsor: 
U.  of  A.  College  of  Medicine.  Contact:  Office 
of  Continuing  Medical  Education,  U,  of  A 
Health  Sciences  Center,  Tucson,  AZ  85724 
Approved  for  hour  per  hour  Category  1 
credit. 

Sixth  Annuai  Mid-Winter 
Symposium  in  OB/GYN 

March  9-11  Scottsdale  Hilton  Hotel, 
Scottsdale.  Sponsor:  Marciopa  County 
General  Hospital  and  Phoenix  OB/GYN 
Society.  Contact:  Secretary,  Phoenix 

OB/GYN  Society,  3412  N,  Fourth  Ave. 
Phoenix,  Arizona  85013.  Approved  for  14 
hours  of  Category  1 credit, 

4th  Annual  Sports  Medicine  Symposium 

March  10-12  Arizona  Health  Sciences 
Center,  T ucson.  Sponsor:  U.  of  A.  College  of 
Medicine.  Contact:  Office  of  Oontinuing 
Medical  Education,  U.  of  A,  Health  Sciences 
Center,  Tucson,  AZ  85724.  Approved  for  hour 
per  hour  Category  1 credit, 

Arizona  Chest  Symposium 

March  24-26  Doubletree  Hotel,  Tucson. 
Sponsor:  U.  of  A.  Health  Sciences  Center. 
Contact:  Sandy  Younker,  R N , Chest  and 
Allergy  Clinic,  Tucson  Medical  Center,  P.O. 
Box  42195,  Tucson,  AZ  85733.  Approved  for 
hour  per  hour  Category  1 credit. 

Dermatology 

March  26.  Arizona  Health  Sciences  Center. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A Health  Sciences  Center, 
Tucson,  AZ  85724  Approved  for  hour  per 
hour  Category  1 credit. 

Dean's  Clinical  Rounds 

March  30.  Arizona  Health  Sciences  Center, 
Tucson.  Sponsor:  U of  A.  College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U of  A Health  Sciences 
Center,  Tucson,  AZ  85724  Approved  for  hour 
per  hour  Category  1 credit. 


MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month.  Doctors 
Hospital,  5:45  p.m.  J.  South  Classroom. 
Sponsor:  Shrine  Medics.  Contact:  Robert  C. 
Briggs.  M.D.,  5121  N.  Central  Ave.,  Phoenix, 
AZ  85012. 

Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m  Sponsor:  Phoenix 
Psychiatric  Council.  Contact.  James  E. 
Campbell,  M.D  , 5051  N.  34th  St.,  Phoenix.  AZ 
85018  Approved  for  2 hours  Category  1 
credit, 
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Flexible  Sigmoidoscopy 

^ A course  for  the 
primary  care  physician 

Friday  and  Saturday,  November  5 & 6,  1982 
at  the  Scottsdale  Sheraton  Resort,  Scottsdale. 

The  two-day  program  will  include  presentations  on  the 
role  of  flexible  sigmoidoscope  in  cancer  surveillance,  the 
diagnosis  of  colon  lesions,  patient  preparation,  examina- 
tion techni(]ues,  and  et|uipment  maintenance.  The  Saturday 
practicum  session  with  patients  will  be  held  at  St.  Luke’s 
Hospital. 

The  program  has  been  approeed  tor  8 hours  of  Categor\' 

1 CMK  credit. 

Sponsored  by  the  Department  of  Gastroenterology  at 
St.  Luke's  .Medical  Center,  Phoenix. 

For  additional  information,  contact: 

Christine  Campbell,  Medical  Meeting  Planner 
St.  Luke's  .Medical  Center,  S2S  North  18th  Street 
Phoenix,  Arizona  8S006 
(602)  2S 1-8402 


Monthly  Meeting  of  Tucson  Radiologists 

Last  Tues  of  month.  Plaza  International, 
Tucson,  AZ  Sponsor:  U of  A Medical  Center. 
Dept,  of  Radiology.  Contact:  Irwin  M 

Freundlich,  M.D,,  U of  A Health  Sciences 
Center.  Dept,  of  Radiology.  Tucson,  AZ 
85724  Approved  for  2 hours  Category  1 
credit. 

Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  am  in  Phoenix:  1st 

Tues.— Phoenix  Indian  Hospital,  2nd  Tues.— 
Maricopa  County  Hospital,  3rd  Tues  — Good 
Samaritan  Hospital,  4th  Tues.— St.  Joseph's 
Hospital  Sponsor:  Maricopa  County 

Hospital  (Phoenix  Hospital's  Affiliated 
Pediatric  Program).  Contact.  J.  Kipp 
Charlton,  M.D,,  2601  E.  Roosevelt,  Phoenix, 
AZ  85008  Approved  for  1 hour  per  session 
Category  1 credit. 

Review  of  Forensic  Pathology 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a m.,  120  S.  6th  Ave., 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H H Karnitschnig, 
M D.,  120  S.  6th  Ave.,  Phoenix,  AZ,  Approved 
for  1 hour  per  session  Category  1 credit. 


ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10, C 
Phoenix,  AZ  85064.  Contact:  Ravi  Koo| 
M.D. 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m.,  second  fl 
classroom 


ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ.  850 
Contact:  Arnold  L,  Kendall,  M.D. 

A.S.H.  Psychiatric  Grand  Rounds 

2nd  Wed,,  1:00-2:00  p.m.,  J-6  Conf.  Ri 

Contact:  Dr.  Conger  & Staff 

Clinical-Pathological  Conference 

3rd  Wed.,  1:30-2:30  p.m  General  Servic 

Bldg.,  Conf  Rm 

Medical  Grand  Rounds 

4th  Wed.,  1 :00-2:00  pm.  Medical  Bldg.  Co 

Rm. 


Everything 

you  neecTto 
know  about 
Minor 
Emergency 
Centers. 

IVlediSlinic 

Seminars 

.ocation  • Financing  • Staffing  • Equipping 
yAarketing  • Advertising 

he  top  management  and  marketing  staff  of  MediClinic  will  reveal  the  formula 
lat  h^ls  made  this  Houston.  Texas,  chain  so  outstandingly  successful.  Share  the 
Ian  that  enabled  MediClinic  to  open  five  centers  and  start  cash  distribution  to 
ivestors  one  year  after  the  first  opening. 


Thursday  & Friday, 
November  4 & 5,  1982 
Caesar’s  Palace 
Las  Vegas,  Nevada 


Wednesday  & Thursday, 
November  10  & 1 1,  1982 
Hyatt  Regency 
Atlanta,  Georgia 

The  Main  Speakers 

Robert  Kinkade,  president.  MediClinic. 
Inc.;  general  partner,  MediClinic  I,  Ltd.; 
general  partner,  MediClinic  II.  Ltd. 

Gerald  A.  Brown,  M.D.,  medical 
director  for  MediClinic 


Philip  R.  Snyder,  president,  Snyder 
Advertising  Public  Relations,  Inc., 
exclusive  advertising  agency  for 
MediClinic. 


The  Program 

A Development 
Whose  Time  Has 
Come 
Forecasting 
Growth 

Selecting  Locations 
Physical  Design 
Staffing.  Recruit- 
ing. Scheduling 
Employee  Rela- 
tions. Retention 
and  Benefits 
Leases  and  Lease- 
hold Improve- 
ments 

Construction  and 
Cost  Analysis 
Ownership  Struc- 
ture. Limited 
Partnerships, 
Corporations 
Financing 
Alternatives 
Financial  Projec- 
tions, Developing 


the  Pro-Forma 
Equipping  the 
Clinic,  Leasing, 
Buying 

Accounting  and 
Audit  Systems; 
Manual, 

Computer,  Cash 
and  Receivables 
Control,  Role  of 
the  CPA,  Insurance 
and  Worker's 
Compensation 
Claims 

Patient  Handling 
and  Flow 
Forms 
Marketing, 
Marketing  Staff, 
Marketing  Aids 
Advertising,  Direct 
Mail,  Newspaper, 
Outdoor.  Radio,  TV 
Public  Relations 
and  Free  Publicity 


Each  registrant  will  receive  a workbook  for 
the  seminar  complete  with  charts,  graphs 
and  copies  of  all  major  exhibits. 

Hurry.  Send  your  registration  today. 
Attendance  will  be  limited. 


To;  MediClinic  Seminars 

6666  Harwin  Drive,  Suite  440 
Houston, Texas  77036 
(713)  783-4707 


Registration  Appiication 

From;  Name 

Office  Address 

City 

State Zip. 


Telephone 

Please  accept  my  reservation 

□ Early  registration  (on  or  before  October  15,  1982)  $395  □ After  October  1 5 $475 

Auxiliaries  at  $225  each  (includes  nurses,  businesss  managers,  spouses) 

$ After  October  15  $275  each  $ 

Registration  fee  includes  workbook,  continental  breakfast  daily  and  cocktail  party  on  first  evening. 

Enclosed  is  my  check  in  the  amount  of  $ or  please  charge  to  □ American  Express  □ VISA 

□ MasterCard  Account  No Expires 

Signature 

□ Please  send  advance  registration  for  my  hotel  accommodations. 

single  rooms  and double  rooms.  Special  room  rates  $65  per  night  at  Caesar's  Palace,  single  or 

double;  $72  single  and  $82  double  at  Hyatt  Regency. 


BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St  Joseph's 
Hospital  and  Medical  Center,  350  W.  Thomas 
Rd,,  Phoenix,  AZ  85013.  Sponsor:  St  Joseph's 
Hospital  & Medical  Center.  Contact:  John  R 
Green,  M.D  Approved  for  1 hour  Category  1 
credit 

Neurology  Teaching  Conference 

Tuesdays,  8:30-9:30  a m..  Eighth  Floor  Conf 
Room 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9: 15  a m.,  on  first  and  third 
and  fifth,  Eighth  Floor  Conference  Room 
Neuro-ophthalmology  Conference 
Mondays,  7:30  a m in  8th  floor  neurology 
conference  room. 

Spinal  Injury  Conference 
Wednesdays,  8:15-9:15  a m.,  on  second  and 
fourth  weeks,  in  Neuropathology  Conf. 
Rm.— a multidisciplinary  review  of  admission 
by  neurosurgeons,  orthopedists,  and 
rehabilitation  specialists. 

Neuropathology  of  Gross 

Specimens  Conference 

Thursday,  7:30-8:30  a m.  in  the  Morgue. 

Neurology-Neurosurgical 

Fridays,  8-9  a m . First  Floor  Conference  Rm 

Neuropathology  or 

Neuroradiology  Conferences 

Friday,  9 am.  Neuropathology  in 

Neuropathology  Conference  Rm  , 

Neuroradiology  in  First  Floor  Conference 

Rm, 

Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  Rm 

Neurosurgical  Journal  Club 

Saturdays,  9-11  am.  m Eighth  Floor 
Conference  Rm. 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City,  AZ 
85372  Contact:  Martha  R Newby,  ED  D , 
Director  of  Education. 

Medical  Department  Continuing  Medical 
Education 

4th  Wednesday.  12  Noon,  Cl  19,  May,  July. 
Sept.  & Nov 

Tumor  Board 

Last  Thursday  of  the  month.  12  Noon,  Educ, 
Center  Classroom  I & II,  May,  July,  Sept,  & 
Nov. 

Surgical  Department  CME 

4th  Friday,  7 am.  Educ.  Center  Classrooms  I 
& II  Contact:  Brian  Updegraff,  M D 

CAMELBACK  HOSPITAL 

5055  N.  34th  St,,  Phoenix,  AZ  85018.  Sponsor: 
Camelback  Hospital,  Contact:  T,  F.  Reid,  Jr  , 
M.D,  Approved  for  Category  1 credit. 

Clinical  Conference 

3rd  Tuesday,  8-9  a m. 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L A Rosati,  M D Approved  for 
Category  1 credit 

CME  Programs 

Weekly  Tuesday,  7 p m.,  Cafeteria-West  End 


Clinical  Conference  — Dept,  of  Medicine 

Weekly,  Thu rs..  12:30-1 :30  p.m  Buffet  Lunch, 
Grande  Rm. 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1 :30  p.m.  Grande  Rm 

Pediatric  Case  Conference 

2nd.  Friday,  12:30  p.m  , Grande  2 

DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information. 

Physicians  Continuing  Education  Program 

1st  Thursday,  12:30  p.m..  Classrooms, 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N Wilmont  Road,  Tucson,  AZ  85712. 
Contact:  Eric  G Ramsay,  M.D  Approved  for 
Category  1 credit 

Family  Practice  Department  Meeting 

1st  Monday,  12  Noon,  (March,  June,  Sept 
and  December)  Contact:  R.  Grossman,  M.D 

Surgicai  Department  Meeting 

3rd  Monday,  11:45  p.m. 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N Beaver  Street,  PO  Box  1268, 
Flagstaff  AZ  86002  Contact:  B.  C. 

Hirschberg,  M D , CME  Program  Clinical 
Conference  Approved  for  Category  1 credit 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm, 

Clinical  Conferences 

Weekly,  Tuesdays,  12:30  p.m.,  Tollefson  Rm 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m.,  Hospital  Conf  Rm 

Mortality  & Morbidity  Conference 

1st  Thursday.  12:30  p.m  , Hospital  Conf.  Rm 

GOOD  SAMARITAN 
HOSPITAL 

1033  East  McDowell  Rd.,  Phoenix,  AZ 
Contact:  W.  J.  Howard.  M.D.  Approved  for 
Category  1 credit. 

Anatomical  Path.  & Cytology 

Weekly,  Mondays  4:00-5:00  p.m.,  S-4  Conf 

Rm, 

Gynecological  Section  Conference 

2nd  Monday.  12:30-1:30  p.m,.  West  Rm 
Monday  Noon  Conference 
Weekly,  Monday,  12:00-1:00  p.m  R-2  Conf 
Rm 

Mortality/Morbidity,  Surgery  Comm. 

2nd  Monday,  11:30-2:00  p.m.,  West  Rm 
Obstetrical  Section  Conference 
1st  Monday,  12:30-1:30  p.m.,  West  Rm. 
Puimonary  Disease  Grand  Rounds 
Weekly,  Monday,  12:00-1:00  p.m,,  D-5  North 
Family  Practice  Conference 
Weekly,  Tuesday,  12:00-1:00  p.m.,  Fam. 
Practice  Conf.  Rm. 

Pediatric  Grand  Rounds 

3rd  Tuesday,  7:30-8:30  a m.,  Contact:  Paul 

Bergeson,  M D 

Phoenix  Plastic  Surgery 

Residency  Conference 

Weekly,  Tuesday.  5 p.m. -6  p m.,  Education 

Building,  Contact:  Robert  McGregor,  M D 

PM  & R Noon  Inservice 

2nd  & 4th  Tuesday,  12  Noon,  R-2  Conference 

Rm. 


Ciinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m.,  West  R 

Contact:  John  A.  Bruner,  M.D 

Combined  Cardiovascular  & Family  Practi 
Conf. 

1st,  2nd,  & 4th  Wed  , 12:00-1:00  p.m.,  [ 
North. 

Learning  Disabilities 

Weekly,  Wednesday,  10:30-12:30  p.m.,  F 
Conf  Rm, 

OBGYN  Dept.  Review  & Statistics 

Weekly,  Wednesday,  12:30-3:00  p.m. 
OBGYN  Conf  Rm. 

Gynecological  Pathology 

Weekly,  Thursday,  1:00-2:00  p.m.,  S-4  Co 

Rm. 

Gl  Radiology  Conference 

1st  Thursday,  12:00-1:00  p.m.,  F1J 

Radiology  Conf.  Rm 

Phoenix  Ultrasound  Soc.  Meeting. 

2nd  Thursday.  Medical  Education  Buildir 
Contact:  Dr  Ben  Ora 
Surgical  Grand  Rounds 
Weekly,  Thursday,  7:00-8:30  a.m,,  Educati 
Building,  Contact:  Dr.  Gilsdorf 
Tumor  Treatment  Planning  Conf. 

2nd  & 4th  Thursdays,  12:00-1:00  p.m.,  FI 
Radiology 

Joint  Tumor  GYN  Conference 

2nd  Friday,  12:30-1:30  p.m..  West  Rm. 

Medical  Grand  Rounds 

Weekly,  Friday,  8:00-9:00  a.m.,  West  Rm. 

Neuropathy  Conference 

Last  Friday,  1:15-2:15  p.m  , S-4  Morgue. 

Neurology  Grand  Rounds 

Weekly,  Friday,  12  noon,  Amphitheati 

Contact:  Dr.  Hendin,  M.D, 

Psychiatry  Grand  Rounds 

Weekly,  Friday,  11:00-12:00  noon.  East  Rr 


KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E Ajo  Way,  Tucson,  AZ.  85713.  Contac 
Eric  C Ramsay,  M D , Approved  for  Catego 
1 credit 

Medical  Conference 

Weekly,  Monday,  12:30  p m..  Contact:  Chi 
Medical  Resident, 

Surgical  Conference 

Weekly,  Monday,  Contact:  R,  Fischer,  M.C 

OB/GYN  Pathology  Conference 

Weekly,  Thursday,  (except  2nd)  1:30  p.n 

Contact:  J Wurzel,  M.D 

Psychiatry  Journal  Club 

Weekly,  Thursday,  12  Noon,  Contact:  Jo: 

Santiago,  M D 

Medical  Conference 

Weekly,  Friday,  12:30  p m..  Contact:  Chi 
Medical  Resident 


MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave  , Phoenix,  AZ  850( 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.,  Cc 
ference  Rms, 

Tumor  Board 

1st  & 3rd  Mondays,  12-1  p.m..  Medical  Cc 
ference  Rms. 
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ROCHE 

PRODUCTS  INC, 
Manati,  Puerto  Rico 
00701 


The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly«som»no«graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la«ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af«ter  sleep  on»set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to»tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. ' 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep. - 

re«bound  in«som*nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.-^ 


Dalmaoe'® 

fiurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectiveiy  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy.  | 
In  numerous  sleep  laboratory  i 
investigations  patients  fell  asleep  I 
sooner,  slept  longer  and  woke  up 
less  during  the  nighP  '^  with 

Dalmane® 

fiurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid^  with 

Dalmane* 

Fewer  middle-of-the-night  awak- 
enings'’ with 

Dalmane* 

More  total  sleep  time  on  nights 
12  to  14  of  therapy  and  contin- 
ued efficacy  for  up  to  28  nights^ 
with 

Dalmane* 

Rebound  insomnia  is  avoided 
upon  discontinuation  of 

Dalmane* 

Low  incidence  of  morning  “hang- 
over”’'' with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients. ’^■'^During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  fiurazepam. 

Plea.se  see  summary  of  product  informa- 
tion on  following  page. 


MARICOPA  COUNTY 
GENERAL  HOSPITAL 


Dalmane*  <S 

(flurazepam  HCI  Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits:  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam  HCI:  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  fhe  pofential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Insfrucl  patienl  lo  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  fhe  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  lor  several  days  fol- 
lowing disconfinuation.  Caulion  againsl  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g..  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  nol  been  reporled  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  Ihose  palients  on 
medication  for  a prolonged  period  of  lime.  Use 
caulion  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
palients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  parlicularly  in  elderly  or  debililated 
palienls.  Severe  sedalion,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting. diarrhea,  constipation,  G1  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficully  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT  SGPT  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hvperactivity. 

Dosage:  Individualize  lor  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patienls.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


2601  E.  Roosevelt,  Phoenix,  AZ  85008. 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p.m..  Contact:  S.  Schaffner,  M.D. 

Chest  Surgery  Conference 

Weekly,  Mondays,  1:30  p.m.,  Santa  Cruz  Rm. 

Hematology  Conference 

2nd  Tuesday,  1:00  p.m..  Contact:  Walt 

Koppenbrink,  M.D. 

OB/GYN  Dept.  Grand  Rounds 

Weekly  Tuesday,  12  Noon,  Santa  Cruz  Room 

Obstetrical  Problem  Conference 

Weekly,  Tuesday,  7:30  a.m.,  Yavapai  Rm. 

Orthopedic  Conference 

Weekly,  Tuesday,  7:30  a.m.,  Santa  Cruz  Rm. 

Pediatric  Grand  Rounds 

2nd  Tuesday,  7:30-8:30  a m..  Contact:  Robert 

Ganelin,  M.D. 

Urology  Discharge  Planning  Conference 

Weekly,  Tuesday,  11:30  a.m..  Station  42 
Hand  Surgery  Conference 

Weekly,  Wednesday, 7:30  a m.,  Santa  Cruz 
Rm, 

Neurosurgery  Discharge  Planning 

Weekly,  Wed,,  1:30  p.m..  Station  42. 

OB/Neonatology  Seminar 

Weekly,  Wed.  7:30  a.m.,  Yavapai  Rm 

Clinical  Psychiatric  Conference 

Weekly,  Wed,,  11-12  p.m..  Mental  Health 
Annex,  Rm,  1346. 

Surgery  Conference 

Weekly,  Wed.,  7-8  a.m..  Surgical  Dept. 

Current  Concepts  in  Medicine  & Surgery 

1st  Thursday,  1 p.m..  Dr,  Hospital  Class  Rm., 
Contact:  Dr.  Tamsky. 

Cardiology  Conference 

Weekly,  Thurs.,  2 p.m.,  Santa  Cruz  Rm, 

OB/GYN  Resident  Conference 

Weekly, Thurs.,  12  p.m.,  Yavapai  Rm. 

GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz  Rm. 

OB/GYN  Surgical  Pathology  Conf. 

Weekly,  Friday,  7:30  a m,,  Yavapai  Rm. 

Orthopedic  X-Ray  Conference 

Weekly,  Friday,  7:30  a.m.,  Santa  Cruz  Rm. 

MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  85201. 
Contact:  E.  John  Wickman,  M.D. 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m,,  Ocotillo  Rm, 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N.  20th  Ave,,  Phoenix,  AZ  85015. 
Contact:  J,  Burr  Ross,  M.D.,  Approved  for 
Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium. 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday,  12  noon,  5th  floor  auditorium, 

PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St,,  Phoenix,  AZ  85016, 
Contact:  Leland  L.  Fairbanks,  M.D., 

Approved  for  Category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  a.m..  Contact:  D 

Randall,  M.D, 


ARIZONA  MEDICINE  605 


Clinical  Staff  Teaching  Conference,  Rm.  A. 

Weekly,  Wednesday,  7:30-8:30  a.m. 

Otolaryngology  Grand  Rounds 

4th  Wednesday,  4-5  p.m  , Conference  Rm.  A, 

Contact:  N Wendell  Tood,  M D 

Family  Practice/Emergency  Room  Teaching 

Conference 

Thursday,  Weekly,  7:30-8:30  a m.,  Conf  Rm. 
A.  Contact  Drs.  L.  Fairbanks  & E Y Hooper. 

PHOENIX  MEMORIAL 
HOSPITAL 

1201  S 7th  Ave.,  Phoenix.  AZ  85036.  Contact: 
George  Scharf.  M D Approved  for  Category 
1 credit 

Monthly  Medical  Education  Seminar 

3rd  Monday.  6:30  p.m.,  Kiva  Conf  Rm 

Clinical  Conferences 

Weekly  Tuesday.  12:30  p.m.,  Kiva 
Conference  Rm 

Psychiatric  Clinical  Conference 

2nd  Friday,  11:30  a m..  B-Wing  Conf  Rm  . 

Contact:  Medical  Staff  Secretary 

Tumor  Board  Conference 

Weekly  Friday,  12  p.m.,  Kiva  Conf.  Rm 

Contact:  H,  Kimball,  M.D. 

SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street.  Scottsdale,  AZ  85251 
Contact:  W S.  Williams.  M D.,  Approved  for 
Category  1 credit 
Family  Practice  Conference 
1st  Monday,  12:30  p.m  . Doctors'  Lounge 
Emergency  Medical  Services  Conference 
2nd  Monday.  12:30  p.m..  Doctors'  Lounge 
Neurology /Neurosurgery  Conference 
3rd  Monday,  12:30  pm.  Doctors'  Lounge 
CPC  Conference 

4th  Monday,  12:30  p.m  , Doctors'  Lounge 

Pediatrics  Conference 

5th  Monday,  12:30  p.m  , Doctors'  Lounge 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m  , Doctors'  Lounge 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m  , Doctors'  Lounge 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors'  Lounge 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  pm.  Doctors'  Lounge 

Medical  Subspecialties 

5th  Tuesday,  12:30  p.m..  Doctors'  Lounge 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m..  Doctors'  Lounge 

Tumor  Conference 

4th  Thursday.  12:30  p.m  . Doctors'  Lounge 
Gl/Med/Surg/Radiology  Conference 

2nd  Friday,  12:30  p.m..  Doctors'  Lounge 

ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ.  Contact: 
Gerald  L Hansbro,  M D. 

Cardiac  Conference 

Weekly,  Monday,  12:15  p.m..  Auditorium 

Chest  Conference 

4th  Monday,  12:15  p m..  Phillips  Auditorium 

Surgery  Conference 

1st  Tuesday,  12:15  p.m,.  Auditorium 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.m  , Auditorium 

Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday.  12:15  p.m..  Auditorium 

Pulmonary  Case  Conferences 

1st  Thursday,  7:30  a.m.,  Phillips  Auditorium 
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Psychiatry  Conference 

3rd  Thursday,  7 a.m  , Auditorium 

Combined  Medical  General 

Practice  Conference 

1st  Friday,  12:15  pm,  Auditorium 

Toxicology  Grand  Rounds 

2nd  Friday,  7:30  a m..  Auditorium 

Ophthalmology  Conference 

1st  Saturday,  8:30  a m..  Auditorium 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St  Mary's  Road,  Tucson,  AZ  85703. 
Contact:  see  below 

Monthly  Specialty  Conference  — 

Dept,  of  Surgery 

1st  Monday,  7:30  a m..  Century  Rm  A., 
Contact:  Med  Staff  Office. 

Grand  Rounds:  Medical  Surgical,  Family 

Practice,  Pathology,  Radiology 

Weekly,  Thursday 

Emergency  Medicine  Lectures 

Weekly,  Thursday,  8 a.m..  Century  Rm,  A. 

Mental  Health  Update 

1st  Friday,  11:30-1:00  pm.  Century  Rm.  A 

Cardiology  Conference 

Weekly.  Friday,  8:00-9:00  a m.  Century  Rm., 
Contact:  Anthony  Forte,  M D 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ  85013. 

Contact:  Joseph  C.  White,  M.D 

OB/GYN  Section  Conference 

3rd  & 4th  Mondays.  12:30-1 :30  p.m,,  1st  Floor 

Conf.  Rm, 

Genetics  Conference 

Weekly,  Monday.  12:30  p.m,.  Pediatric 
Department 

Pediatric  Rounds 

Weekly,  Monday,  Wed.  & Friday,  10:30  a m.. 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a m..  Contact:  J Kipp 

Charlton,  M.D, 

ECG  Conference 

Weekly,  Tuesday,  12:30  p.m..  Pediatric 
Department 

Medical  Grand  Rounds 

Weekly,  Wednesday,  8 a m.,  1st  Floor  Conf, 
Room. 

Visiting  Professor  Formal  Presentation 

Weekly.  Thursday.  8 a m..  PIMC 
Visiting  Professor  Informal  Presentation 

Weekly.  Thursday,  9:30  a m..  1st  floor  Conf. 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  12:30  p m , PIMC 
Nephrology  Conference 
Weekly,  Fridays.  12:30  p.m  . Pediatric 
Department 

ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N Wilmot  Road.  Tucson.  AZ  Contact: 
Eric  G.  Ramsay,  M D Approved  for  Category 
1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday,  12  p.m  , Contact:  Wm 

Moteforte. 

Ophthalmology  Morbidity/Mortality  Conf. 

4th  Tuesday.  12:15  p.m,,  Contact,  Kim 
Sowards 


Current  Concepts  in  Medicine  | 

Weekly,  Tuesday,  12  p.m.,  Auditorium. 
Hematology-Oncology  Conference 
Last  Wednesday,  12:15-1 : 15  p.m  . Contac  | 
Salmon,  M D 

TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716. 
Contact:  Eric  G Ramsay,  M D Approved 
Category  1 credit 
Cardiology  Conference 
Weekly.  Monday,  except  last.  12  Nc 
Contact:  M.  Maximov.  M.D, 

Dermatology  Conference 

4th  Monday.  5:00  p m..  Contact:  R.  Mi 

M D 

Endocrinology  Conference 

Last  Monday,  12  p m,.  Contact  M.  Par 
M.D 

Perinatal  Conference 

2nd  Monday,  7:30  p m . Contact:  J.  Lohrr 
M.D 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon:  Contact:  C.  Pi 
Crowe.  Jr.,  M D. 

Chest  Conference 

1st  Tuesday,  12  noon.  Contact:  Will 
Nevin,  M D ' 

Hematology  Conference  ' 

4th  Tuesday,  12  Noon,  Contact:  M Bo 
M.D. 

Infectious  Disease  Conference  ' 

3rd  Tuesday.  12  noon.  Contact:  B.  Friedrr' 
M D 

Nephrology  Conference  ' 

2nd  Tuesday,  12  noon.  Contact:  Dr.  Selt. 

Orthopedic  Conference 

1st  Tuesday,  7:30  p m..  Contact:  Jay  K 

M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  p.m..  Contact: 
Lightner. 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert  For 
M.D. 

Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a m..  Contact: 
Fuchs.  ' 

Family  Practice  Meeting 
2nd  Wednesday,  12:30  p.m.,  Jan.,  April,  Ji' 
& Oct.  Contact:  C Mangelsdorf.  M.D.  ' 
Medical  Conference 

Weekly,  Wednesday,  8:00  a m.,  Contact: 
Fuchs,  M.D 

Neurology-Neurosurgery  Conference 

Weekly,  Wednesday,  12  noon.  Contact:  H' 

Buschsbaum,  M.D 

Dermatology  Conference 

1st  Thursday.  12  noon.  Contact:  R Frledm' 

M D 

Neuroradiology  Conference 

Weekly.  Thursday,  5:00  pm..  Contact:* 
Komar,  M D ^ 

Tumor  Conference 

Weekly,  Thursday,  12  noon.  Contact:  Can 
Committee, 

Pulmonary/Infectious  Disease  ^ 

Case  Conference 

2nd  Thursday,  7:30  a m..  Contact:  Willi 
Nevin,  M.D. 

G — I Conference 

Weekly.  Friday.  12  noon.  Contact:  Geo 
Kerrihard,  M D i 

Interhospital  Nuclear  Medicine  Conferen< 

Weekly.  Friday,  7:15  a.m,.  Contact:  S.V,  Fli| 
M.D. 


3YN  Conference 

nday.  7:30  a m.,  Contact:  Charles  Parker, 

3YN  Pathology  Conference 

riday.  7:30  a.m..  Contact:  R.  Spark,  M.D 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

treet  and  Indian  School  Road,  Phoenix, 
5012.  Contact:  Alfred  Heilbrunn,  M.D. 
oved  for  Category  1 credit. 
cal/Surgical  Gl  Conference 
3rd  Monday,  3 p.m.,  Rm.  3134,  Contact: 
ozarek.  Ext  413.  Dr.  Mertz,  Ext  493. 
jpedic  Surgery  Conference 
/londay,  7:30  a.m.,  Rm  3134,  Contact:  Dr. 
0. 

ery  - Pathology  Conference 

londay,  4:00  p.m.,  Rm  3134,  Contact:  Dr. 
: & Dr.  Lanard. 

ular  Conference 

vlonday,  3 p.m.,  Rm.  3134,  Contact:  Dr. 
ora 

rand  Rounds 

:ly,  Tuesday,  1 p.m..  Contact:  Drs. 

wski,  Kozarek,  after  Gl  Grand  Rounds, 
r-5. 

adiology  Clinical 
Nation  Conference 

nd  3rd  Tuesday,  12:00  noon,  Rm.  T-5, 

act:  Dr.  Sanowski. 

jthology  Conference 

ind  4th  Tuesday,  12:00  noon,  Rm.  T-5, 

act:  Dr.  Sanowski. 

estaff  Pulmonary  Disease  Teaching 

;ly,  Wed.,  12:30-1:30  p.m.,  Rm.  4115, 
act:  Dr.  Rohwedder,  Ext.  388. 

er  Symposium 

nd  3rd  Thursdays.  3 p.m.,  Rm.  3134, 
act:  Dr.  Byrne 

iology  Conference 

'hursday,  1 p.m..  Room  T-5,  Contact:  Dr. 
ozedeh 

cal  Surgical  Chest  Conference 

I 3rd  Thursday,  12:30  p.m.,  Rm.  4115 
act:  Dr.  Rohwedder. 

cal  Service  Grand  Rounds 

nd,  3rd.  & 5th,  Fridays,  11  a.m  , Rm,  T-5, 
act:  Dr.  Zeller 

cal  Mortality  Conference 

riday,  11  a m . Room  T-5.  Contact  Dr. 
r 

PRESCOTT  VETERANS 
MINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

;ott,  Arizona  86313.  Contacts  listed 
V,  Approved  for  Category  1 credit. 

cal  Rounds 

3rd  Thursdays,  10:00  a.m. -2:30p.m. 

leal  Rounds 

hursday,  10  a.m. -2:30  p.m. 

TUCSON  VETERANS 
MINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

South  Sixty  Ave.,  Tucson,  A2  85723. 
acts  listed  below.  Approved  for 
gory  1 credit. 

cal  Surgical  Chest  Conference 

:ly,  Tuesday,  2 p.m..  Contact:  Dr.  Young 


Medical  Grand  Rounds 

Weekly.  Wed.,  12-1 :00  p.m.,  VA  Hospital  Staff 
Conf.  Rm.  & (AHSC),  Contact:  Jay  Smith, 
M.D. 

Surgical  Grand  Rounds 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr.  Putnam 
Endocrinology  Seminar 
1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm. 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m..  Bldg.  107, 

Contact:  J.  Fitzharris,  D.O. 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly,  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly,  Friday,  12  p.m..  Contact:  Dr.  Sibley. 

YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield,  M.D,  Approved  for  Category  1 
credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a.m. 

U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine,  Tucson, 
AZ  85724.  Robert  M.  Anderson,  M.D.,  Dir.  of 
CME.  Contact:  See  below.  Approved  for 
Category  1 credit. 

Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr  Vaughn  & Kryc. 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly,  Thursday,  4-5  p.m..  Room  5403. 

Anesthesiology  Case  Discussion 

Weekly.  Wed.,  7:00  a.m.,  AHSC,  Dining  Rm. 
C&D. 

Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m.,  AHSC  Dining  Room, 
C&D,  Contacts:  Drs.  Otto  & Zehngut. 

Cancer  Center  Tumor  Board  Seminar 

3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC 

Auditorium,  Contact:  Cancer  Center. 

Cardiac  Catheterization  Conference 

Weekly,  Friday,  4:00  p.m..  Contact:  Dr. 
Temkin. 

Cardiology  Research  Conference 

Weekly,  Tuesday,  7:30  a.m.,  Contact:  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact:  Dr. 
Byrne-Quinn. 

Clinical  Immunology,  Allergy 
& Rheumatology  Rounds 

Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5505. 
Contact:  Jerry  Goldstone,  M.D.,  Dept,  of 
Surgery. 

Dermatology  Conference 

4th  Monday,  5:15  p.m.,  AHSC,  Contact:  Dr.  R. 
Friedman. 

Dermatology  Rounds 

Weekly,  Wed.,  1 1 :30  a.m.,  Contact:  Dr,  Lynch. 


Endocrinology  Seminar 

Weekly,  Thursday,  12-1  p.m..  Contact:  Dr. 
Johnson. 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 a.m.,  AHSC,  Contact:  Dr. 
Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact:  S. 
Paplanus. 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  a.m.,  AHSC, 
Contact:  Dr.  T.  Hunter. 

Head  & Neck  Tumor 
Management  Conference 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr. 

Manning. 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm.  6505. 
Contact:  S.  Salmon,  M.D.,  Dept,  of  Internal 
Medicine. 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1  p.m.,  AHSC,  Contact:  Dr. 
J.  Smith. 

Morbldity/Mortality  in  E.M. 

2nd  Tuesday,  9 a m.,  AHSC,  Contacts:  Drs. 
Hughes  & Alcorn. 

Neuromuscular  Disease  Conference 

Weekly,  Friday,  11:30  a.m..  Contact:  Dr. 
Stern. 

Neuropathology  Case  Review 

Weekly,  Friday,  8:30  a.m.,  UAHSC,  Dr.  P. 
Johnson. 

Neuroradiology  Conference 

Weekly,  Thurs.,  5:00  p.m..  Contact:  Dr.  P.C. 
Christenson. 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m..  Contact:  Dr. 
Stern. 

Neurosciences  Seminar 

Weekly,  Tuesday  & Friday.  7:30  a m,,  AHSC, 
Contact:  Dr.  C.  Bamford. 

Nuclear  Medicine 

Weekly,  Thursday,  7:30  a.m.,  AHSC 
Radiology  Conference  Rm. 

OB/GYN  Lectures 

Weekly,  Friday,  1 p.m.,  AHSC,  Contact:  Dr. 
C D.  Christian. 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a.m.,  AHSC,  Contact:  Dr.  J. 
Herschler. 

Ophthalmology  Retina 
Fluoro.  Conference 

Weekly,  Thursday,  5 p.m.,  AHSC,  Contact: 
Dr.  H.  Cross. 

Orthopedic  Rounds 

Saturday,  8:00  a m..  Contact:  Dr.  Peltier. 

Pain  Conference 

3rd  Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
C&D,  Contact:  Drs.  Hameroff  & Cork. 

Pathology  Conference 

Weekly,  Monday,  12  noon,  AHSC,  Contact: 
Dr.  C D.  Christian. 

Pathology  Seminar 

Weekly,  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
5120.  Contact:  Dr.  P.  Finley. 

Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m.,  AHSC,  Contact:  Dr.  A. 
R.  Graham. 

Pediatric  Grand  Rounds 

2nd,  4th  & 5th  Tuesdays,  12  p.m.,  AHSC, 
Contact:  Dr.  H.  Thompson. 

Pediatric  Problem  Patient  Conference 

Weekly,  Wed.,  8:00  a.m,.  Contact  Dr.  Lillian 
Valdes-Cruz. 

Pediatric  Research  Forum 

Weekly,  Tuesday,  7:30  a.m..  Contact:  Dr. 
Otakar  Koldovsky 
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Pediatric  Specialty  Conference 

Weekly,  Friday,  8:00  am..  Contact:  Dr 
Marilyn  Heines  & Jane  Ruggill. 

Psychiatric  Grand  Rounds 

Weekly,  Wednesday,  5:30  p.m.,  AHSC,  Rm 

8403,  5th  Floor  Auditorium. 

Psychiatric  Monthly  Case  Conference 
2nd  Friday,  7:30  a m..  Contact:  Dr  Alan 
Levenson,  Palo  Verde  Hospital. 

Pulmonary  Rounds 

Weekly,  Friday,  11:30  a m,.  Contact:  Dr 
Benjamin  Burrows. 

Chest  Radiology 

Weekly,  Monday,  5-6  p.m,,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M,  Freundllch,  M.D  , 
Dept,  of  Radiology 

Neuroradiology  Teaching  Conference 

Weekly,  Wednesday,  7:30  am,,  AHSC, 
Contact:  Dr.  Christenson 


Radiation  Oncology  Planning  Conference 

Weekly.  Friday,  8:30-10:00  a m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly.  Thursday,  12:00  noon,  AHSC. 
Contact:  Dr  Freundlich 
Radiology-Rheumatology  Conference 
Weekly,  Thursday,  7:45a. m , UAHSC,  Library 
Rm.1 535C. 

Renal  Pathology  Conference 

1st,  3rd,  & 5th  Thu rs.,  1 1 :30  a m..  Contact:  Dr, 
Nagle. 

Resident’s  Noon  Conference 

Weekly. Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr  A Greensher. 

Resident’s  Conference 

Weekly,  Wed.,  5-6  p.m  , Diag.  Radiology 
Conf.  Rm 


Surgical  Grand  Rounds  , 

Saturdays,  9:00  a m , Rm.  5403,  AFI  , 
Contact:  Dr  Wangensteen. 

Surgical  Morbidity  & Mortality  ConferenH 

Weekly,  Wed,,  8:00  am..  Contact:  ,, 
Wangensteen. 

Trauma  Conference 

Thursday,  4:00-5:00  p.m..  AHSC,  Rm  55i 
Toxicology  Conference 
Weekly,  Tuesday.  8:00  a m..  Contact: 
Keith  Likes 

Tucson  Ultrasonography  Group 

Weekly,  Wed  , 4:30  p.m.,  AHSC,  Contact 
I Freundlich, 

General  Urology  Conference 

Weekly,  Tue.  & Thurs.,  12:00  noon.  AHS'i 
VA  Hospital  Contact:  Dr.  G.W  Drach 
Vascular  Surgery  Conference 
Weekly,  Tuesday.  4-6  p.m.,  AHSC,  Cont 
Dr.  J Goldstone. 


This  puMication  is  available  in  microform 


University  Microfilms 
International 


Please  send  additional  information 


rSame 

(name  of  publication) 

Institution 

Street 

City 

State 

Zip 

300  Morth  Zeeb  Road 
Dept  PR 

Ann  Arbor.  Mi  48106 
USA. 


30-32  Mortimer  Street 
Dept  P R 
London  Wlh  7RA 
England 
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Practice  vAiat  we  teach. 


Today  there  are  over  31 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach" 
programs — as  well  as  the 
'Bulletin  on  the  Rheumatic 
Diseases)'  "Arthritis  and 
Rheumatism  Journal)' 
'Primer  on  the  Rheumatic 


Diseases)'  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION. 


A public  service  of  this  magazine. 


WE  PRINT  WITH  PRIDE 


THE  ARIZONA  MEDICAL  ASSOCIATION 

Offers 

SUBSTANTIAL  SAVINGS  TO  MEMBERS 


Call  or  Write  “Press”  Preston 
Printing  Department 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 


Phoenix  Members 

Telephone  246-8901 


All  Other  Members 

Telephone  1-800-482-3480 
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COMPUTED 
TOMOGRAPHY 
OF  THE 
HEAD 


Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility*  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015  • (602)  242-5859 


Alan  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated  ? 


it  will  last  a lifetime.... 


PLAQUE  SHOP 


Wood  plaques  — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 


ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


THE  MEASURE  OF  nNANOAL 
PLANNING  IS  HOW  WELL  IT  STANDS 

THE  TEST  OT  TIME. 


Only  a trust  company  under 
inds  the  delicate  balance 
tween  investing  wisely 
d profitably  to  meet 
day’s  financial  needs . . . 
tiile  making  certain  your 
nily  is  protected  finan- 
illy  with  an  ongoing 
:ome  for  future  years. 

If  you’re  a person  of  sub- 
intial  means  with  a net 
3rth  of  $500,000  or  more,  you  need  a very 
ecial  kind  of  trust  company  to  fulfill  this 
portant  responsibility. 

Look  for  the  source  that  can  offer  you  expert 
vice  in  today’s  complex  world 
its,  inflation  and  everchang-  , 
y financial  trends.  Choose  w 
rust  company  large  enough 
offer  a wide  range  of  sophis- 
ated  and  innovative  investment 
magement  alternatives. 


Insist  that  your  trust 
company  be  experienced  in 
every  aspect  of  asset  man- 
agement and  estate  admin- 
istration. At  Northern 
Trust,  you’ll  have  the  assur- 
ance of  services  personalized 
to  meet  your  financial 
objectives. 

Financial  peace  of  mind 
comes  naturally  at  Arizona’s 
oldest  personal  trust  company,  where  asset  and 
trust  management  is  their  only  business. 

For  a confidential  appointment,  or  to  receive 
a complimentary  guide  to  our  services,  call 
or  write  Anton  L.  Janik,  Vice 

President.  4350  East  Camelback 
Road,  Phoenix,  Arizona  85018. 
(602)  959-8550. 

Corporate  Affiliate  of  The 
Northern  Trust  Company, 
Chicago. 


sponsored 
group  insurance 


As  a member  of  the  Arizona  Medical  Assc')ciation,  you  can 
take  advantage  of  life,  health  and  accident  insurance 
selected  to  meet  your  needs,  with  the  savings  available 
through  group  insurance. 

The  Arizona  Medical  Association  has  provided  its  members 
with  spc')nsored  insurance  programs  for  over  25  years. 

The  programs  currently  available  are:  disability,  term  life 
(for  members  and  their  spouses),  defendant's  reimbursement, 
accidental  death  and  overhead  expense. 

Cc’)mpanies  and  policies  are  selected  to  provide  coverage  and 
service  that  meets  a professional's  needs  and  standards. 

The  Arizona  Medical  Association  provides  supervision  of 
the  administration  of  these  programs  as  needed  to  insure 
that  they  continue  to  merit  your  support. 


ARIZONA 
MEDICAL 
ASSOCIATION 


life,  h ealth  & accident  insurance 

administered  by 

HEALTH  AGENCIES  OF  THE  WEST,  INC. 

local  service  by 

DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC 

4620  North  16th  Street,  #200,  Phoenix,  Arizona  85016  277-6672 

or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 


WE  BIND  YOUR 
PERIODICALS 

reserve  your  reference  journals  as  beautifully 
bound  books.  Choose  from  30  different 
colors  of  durable  Library  Buckram 

$14.00  per  volume,  (name  imprint  $1.00) 
$15.50  Imitation  Leather,  (rules  .50  each) 

Inquire  about  quantity  discounts, 
ree  local  pickup  and  delivery  on  10  volumes 
or  more 

Minimum  order  is  $25.00 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
Phoenix,  Arizona  85009 
272-9338 


Wickenburg  has  been  an 
exciting  meeting  site  since  1868. 

Where  have  you  been? 

In  the  friendly,  pioneer  tradition  of  Western  hospitality, 
the  Wickenburg  Inn  invites  you  to  a secluded,  rustic- 
modern  tennis  and  guest  ranch  just  60  miles  northwest 
of  Phoenix. 

The  pleasing  difference  you'll  find  — endless  sun- 
shine, clear  desert-mountain  air,  cactus  covered  hills,  trail 
rides,  steak  fries  — is  the  same  world  that  greeted  the 
first  Wickenburg  rendezvous  in  1868. 

Our  casitas,  ranch  lodge,  pool,  1 1 acrylic  courts,  stables 
and  complete  meeting  facilities  blend  beautifully  into 
a majestic  Old  West  setting  for  seminars,  conferences  and 
executive  board  meetings  for  up  to  75  people. 

To  reserve  the  perfect  setting  for  your  best 
meeting  ever,  contact  our  Sales  Director  at 
(602)684-7811. 


THEWICKENBUHQINN 

Tennis  and  Guest  Ranch 

PO  Box  P,  Dept.  Wickenburg,  AZ  85358 


AAA 

♦♦♦♦ 

RESORT 


Want  To  Save 

On  Billing? 

Exercise  and  Physical  Fitness  for 
the  Weekend  Warrior 

3530  E.  INDIAN  SCHOOL  RD 
■ w PHOENIX,  ARIZONA  85018 

TELEPHONE  (602)  957-0010 

the  first  in  the  1982-83 

CURRENT  PERSPECTIVES  SERIES 

beginning  on 

OCTOBER  20,  1982 

WE  SPECIALIZE 

ArMA  Building 

810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

IN  BILLING  FOR 
PROFESSIONAL 
PEOPLE 

Approved  for  3Vi  hours  of  Category  1 CME  credit. 
No  charge  to  ArMA  members.  Non-member  fee  $20 

COMMUNICATION:  a thirteen  letter 
word  that  can  improve  the  patient- 
physician  relationship  and  lead  to 
better  health  care  and  lower  medicc 
costs. 

COMMUNICATION:  as  important  to 
physicians  as  a medical  license  or 
hospital  privileges.  Often  more 
reassuring  to  patients  than  medica- 
tion or  treatment. 


To  help  patients  communicate  more  effectively  with  their  physicians,  the  Arizona 
Medical  Association  has  developed  two  patient  information  brochures,  HOW  TO  CUT  YOUR 
HEALTH  CARE  COSTS  and  THE  PATIENT-PHYSICIAN  RELATIONSHIP,  A WORKING 
PARTNERSHIP 

The  brochures  offer  advice  on  telephoning  and  visiting  the  doctor’s  office,  discussing 
fees,  and  exchanging  information.  They  also  answer  frequently  asked  questions 
concerning  health  care  costs,  what  physicians  are  doing  about  the  problem,  and  how 
patients  can  help  in  the  effort.  ArMA  is  making  quantities  of  the  brochures  available  to 
members  at  1 0 cents  each  or  $1 0.00  per  hundred.  To  order  your  supply,  mail  the  attached 
coupon  to  ArMA. 


COM- 

MUNI- 

CATION 


BROCHURE  ORDER  FORM 

THE  PATIENT-PHYSICIAN  RELATIONSHIP:  A WORKING  PARTNERSHIP 
HOW  TO  CUT  YOUR  HEALTH  CARE  COSTS 

Lots  of  100  may  be  purchased  for  $10  Single  copies  10b  each 
(Non-members  — $15  Single  copies  1 5C  each) 

Please  send  me copies  of  The  Patient-Physician  Relationship;  A Working  Partnership 

Please  send  me copies  of  the  brochure  How  to  Cut  Health  Care  Costs. 


Name: 


Address: 


City: 


State: 


Zip: 


Mail  to:  Arizona  Medical  Association,  810  West  Bethany  Home  Road,  Phoenix,  Arizona  85013 


We’re  seeking  more 
than  a company 
physician. 

We’re  offering  an  excellent  opportunity  for  the  ideal  physician  to  become  our  Medical  Director. 
As  a major,  diversified  government  electronics  firm,  located  in  a desirable  Orange  County 
setting,  we’ll  provide  an  outstanding  compensation  package. 

As  Director,  you’ll  be  responsible  for  diagnosis  and  treatment  of  occupational  injuries  and 
illnesses.  Scope  of  the  assignment  also  includes  employee  health  education  and  health 
maintenance  examinations. 

Although  it  isn’t  required,  physicians  with  clinical  experience  in  General  or  Occupational 
Medicine  plus  a board  certification  in  Occupational  Health  is  preferred.  For  immediate  con- 
sideration, please  send  your  resume  to: 

Box  590 

Arizona  Medicine 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Equal  Opportunity  Employer  M/F 
U.S.  Citizenship  Required 


A DEFINITE  LANDMARK 


Extraordinary  quality  will  be  built  into 
this  14  room  mansion  situated  on  its  own 
1+  acre  mountaintop  lot.  Upon  comple- 
tion of  this  fine  home,  the  interior  plan 
will  include  such  features  as:  a 20  x 20 
octagonal  entry,  fully  equipped  gymna- 
sium, deluxe  kitchen  with  every  amenity, 
2 fireplaces,  library  and  separate  master 
wing  with  deluxe  bath  and  sitting  room. 
Outside,  enjoy  the  huge  pool,  spa  and 
views  of  the  city  lights. 


$1,200,000 

STARLA  MANS 

(602)  997-7471  or  (602)  956-8652 


Tom  Fannin 
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Classified 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on; 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems.! 

m\ 

Prekup  &.  Assoc. 

1 

Problem  Solvers  for  the  Medical  Profession.  ^ 

3033  N.  Central.  Suite  509-C  Phoenix.  Az  8501 2j 
(602)  279-1884 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 
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PROFESSIONAL 

OPPORTUNITIES 


DICAL  INTERNIST  WANTED: 

assist  in  thediagnosticand  treatment 
diseases  and  injuries  of  human 
srnal  organ  system;  to  examine 
ients  and  symptoms  of  organic  or 
igenital  disorders  and  to  determine 
:ure  and  extent  of  injury  or  disorder, 
ng  diagnostic  aids,  such  as  x-ray 
chine,  blood  tests,  electrocardio- 
iph,  sphygmomanometer,  and 
thoscope.  To  prescribe  medication 
j to  recommend  dietary  and  activity 
)grams,  as  indicated  by  diagnosis.  To 
er  patients  to  appropriate  medical 
jcialist  when  indicated.  Knowledgeof 
xican  culture  and  Spanish  language 
hly  desirable,  but  not  required,  Forty- 
ur  week,  $30,000.00  yearly.  Send 
ume  to  Cardiology  Associates,  P.C., 
32  East  Grant  Road,  Tucson,  Arizona 
M2. 

lOW  WITH  US  IN  SUNNY  ARIZONA 

e INA  Healthplan  needs  physicians  in 
nily  practice  and  most  specialties  in 
cson  and  Phoenix.  Competitive 
aries  and  comprehensive  benefits 
:luding  a professional  development 
3gram,  retirement  plan,  and  group 
:entive  bonus  are  provided.  If  team 
eraction  and  casual  living  interest 
u,  send  your  CV  to:  Professional 
lations,  INA  Healthplan,  Inc.,  6115 
irth  7th  Street,  Phoenix,  Arizona 
314. 

^DIOLOGIST 

3R  Certified,  Training  and  experience 
Diagnostic  Radiology,  Ultrasound, 
iclear  Medicine,  Computed  Tomog- 
3hy,  including  some  special  proced- 
ss  as  Arthrography,  Hysterosalpinog- 
3hy;  also  teaching.  Would  like  to  job 
are  in  private  practice  or  hospital 
)rking  every  other  month.  Have 
izona  State  Boards.  Reply  to:  P.  O. 
IX  820,  c/o  Arizona  Medicine,  810  West 
ithany  Home  Road,  Phoenix,  Arizona 
013. 


MITCHELL  AND  ASSOCIATES,  INC. 

Is  a statewide  and  national  search  and 
recruiting  firm  specializing  in  physician 
and  medical  placements.  For  further 
information  on  our  services  and 
available  opportunities,  call  (602)  344- 
2350.  All  inquires  are  confidential. 


REAL  ESTATE 

MOUNTAIN  RETREAT  FOR  SALE 

Secluded,  scenic  160  acres  with  pines, 
oaks,  pinyon  trees,  spring,  surrounded 
by  USFS  land.  Area  abounds  with  elk, 
deer  and  turkey.  Owner  carry  financing. 
For  details  call  or  write:  Norman  J. 
Mullen,  Broker,  Homestead  Realty,  Inc., 
P.  O.  Box  Drawer  930,  Lakeside,  Arizona 
85929  or  call  (602)  336-3035. 

SAN  CARLOS,  MEXICO 

Condominios  Pilar,  2 bedrooms,  2 
baths.  Maid  Service  included.  Call  (602) 
327-4983. 

BEAUTIFUL  CONDOMINIUM 

Condominios  Pilar  - San  Carlos  Bay, 
Mexico,  For  Rent,  Two  Bedroom,  Two 
Bath,  Fully  equipped.  Beautiful  180 
degree  view  of  the  ocean.  Swimming 
pool.  Boating.  Fishing.  Restaurant.  $65  a 
day  plus  utilities  and  maid  service.  Call 
(602)  795-4925  for  reservations.  Ask  for 
Marge. 

PINETOP  MOUNTAIN  CABIN 
FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  summer  activities,  such  as 
hiking  the  White  Mountains  of  Arizona. 
Call  Dr.  Carl  Reiser  in  Winslow  - (602) 
289-2371  days,  289-5081  evenings. 


FOR  RENT 

San  Francisco  condominium  on  Nob 
Hill.  Excellent  location  near  most  of  San 
Francisco's  attractions.  Beautifully 
furnished.  Outside  patio-small  kitchen. 
Sleeps  4.  $150.00  per  night  in  advance. 
To  make  arrangements,  call  Anne.  (602) 
795-4925. 


PACIFIC  OCEAN  FRONT 
APARTMENTS  FOR 
SUMMER  RENTALS. 

One  1-bedroom  (sleeps  four)  ground 
floor,  $550  per  week.  Two  larger  units — 
Each  sleeps  four — all  units  modern  and 
brand  new.  $700  per  week.  All  in 
Carlsbad,  California.  Contact:  Robert  H. 
Joseph,  M.D.  2141  Westminster  Drive, 
Riverside,  California.  (714)  780-1686. 

FLAGSTAFF  OFFICE 

Available  for  rent.  1382  square  feet,  two 
examining  rooms,  surgery  room,  lab, 
lead  shielded  x-ray  room,  nurse’s 
station,  office,  waiting  room;  under 
$6.00  sq.  ft.  Contact  Fred  Croxin,  Box 
542,  Flagstaff,  Arizona  86002.  (602) 
774-1020. 


TUCSON  MEDICAL  OFFICE 
FOR  SALE  OR  LEASE 

In  Tucson  Medical  Park  West  across 
from  Tucson  Medical  Center.  1030 
square  feet,  lovely  amenities  and  built- 
ins.  Oversized  consultation  room,  two 
examining  rooms,  laboratory,  business 
office,  and  waiting  room.  Beautifully 
landscaped.  Assumable  mortgage. 
(602)  327-4571. 

FOR  SALE 

New  Bio-Dynamics  LyteTek  ISE,  (Po- 
tassium Analyzer).  Comes  complete 
with  reagents  and  operations  and 
service  manual.  Price;  $2,500.00.  Call 
(602)  252-8081  for  additional  infor- 
mation. 
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$15,000  to 
$90,000 

Let  one  of  the  nation’s  largest  “big  money”  lenders 
specializing  in  loans  to  physicians  assist  you.  Loans 
available  for  debt  consolidation,  taxes,  investments, 
expansion,  new  equipment,  operating  capital,  or  for 
the  “business  of  living.” 

LARGE  LOANS 
AVAILABLE 

24-  to  48-hour  service.  Fast,  discreet  and  professional 
attention.  Commitments  usually  issued  no  later  than 
2 days  after  we  receive  your  documentation.  Loans 
may  be  secured  by  a combination  of  real  and  per- 
sonal property.  Application  on  reverse  side.  For  addi- 
tional information  call: 

Martin  Ross 


WOODSIDE  CAPITAL 
CORPORATION 


National  Headquarters: 
Woodside  Capital  Building 
21424  Ventura  Boulevard 
Woodland  Hills,  California  91364 


‘‘We  had  Notch  build  a 


lake  cabin  in  our  backyard!” 


Perry's  backyard  before  new  installation 


Dr.  and  Mrs.  Jim  Perry  chose  Notch  to 
design  and  create  their  living  system, 
and  are  now  enjoying  their  very  own 
personalized  family  lifestyle  at  home, 
every  day  — without  the  time  and  cost  of 
driving  to  and  from  the  lake! 

Last  fall  Notch  designed  Perry’s  year 
around  living  system  and  built  it  through 
the  winter  months.  This  assured  the 


Perry  family  completion  of  their  new 
environment  by  spring. 

Each  “Notch  Total  Living  System”  is 
unique  and  one  of  a kind.  Our  signature 
brand  is  your  assurance  of  top  quality 
construction  and  workmanship! 

Plan  now  for  the  best  investment  you 
can  make! 


living 

systems 


CUSTOm  DESIGN  S/  INSTRLLflTION 
outdoor  living  spaces,  rooms  and  additioris 
(complete  home  entertainment  centers) 

2407  E.  SHER  BLVD..  PHOENiX.  flZ.  85028  (602)  867-9788 


Creativity  in  Living 

Vou  houe  two  choices  in  life;  you 
can  dissolve  into  the  mainstream, 
or  you  can  be  distinct.  To  be  dis- 
tinct, you  must  be  different.  To  be 
different,  you  must  strive  to  be 
what  no  one  else  but  you  can  be.. . 

Your  individuality  should  extend 
beyond  yourself  and  out  into  your 
everyday  surruundings. 

Our  business  is  creutinn  individual 
distinctive  environments:  a gift  of 
living  for  the  present . . . 

- !H£lt  ^\^oicfL 


WE  BIND  YOUR 

Want  To  Save 

PERIODICALS 

On  Billing? 

Preserve  your  reference  journals  as  beautifully 

i 

3530  E.  INDIAN  SCHOOL  RD 
■ " PHOENIX,  ARIZONA  85018 

bound  books.  Choose  from  30  different 
colors  of  durable  Library  Buckram 

o 

</> 

UJ 

TELEPHONE  (602)  957-0010 

$14.00  per  volume,  (name  imprint  $1.00) 
$15.50  Imitation  Leather,  (rules  .50  each) 

o 

> 

tt 

Inquire  about  quantity  discounts. 

UJ 

(/) 

Free  local  pickup  and  delivery  on  10  volumes 
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or  more 

ui 

Minimum  order  is  $25.00 
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WE  SPECIALIZE 

2614  North  29th  Avenue 
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Phoenix,  Arizona  85009 
272-9338 
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PROFESSIONAL 

PEOPLE 

Saddle  up 
for  tennis ! 

The  Wickenburg  Inn  offers  a superb 
combination  of  sunshine,  the  romantic  Old 
West  — trail  rides  over  4700  undisturbed 
acres  of  magnificent  Arizona  high  desert 
60  miles  northwest  of  Phoenix  — and  the 
luxury  of  11  courts  for  51  casitas.  Pro- 
fessional instruction  is  available  ...  to 
complete  a perfect  setting  for  an  adventure 
in  better  tennis. 

For  rates  and  reservations  see  your 
Travel  Agent,  or  call  toll  free: 

800-528-4227  8 to  5 Arizona  time 


THE  WICKENBURG  INN 

Guest  Ranch 


P.O  Box  P,  Dept.  AM 
Wickenburg,  Arizona  85358 
(602)  684-7811 


Tennis  Clinics 
offered 
September  thru  May. 


Arizona  Medicine  (ISSN  0004-1556)  is  the  official 
monthly  publication  of  the  Arizona  Medical 
Association  (810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013)  and  the  Medical  Society  of  the  United  States 
and  Mexico.  Subscription  price  $20.00  per  year.  $2.00 
single  copy.  Second-class  postage  paid  at  Phoenix, 
Arizona  and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to  Arizona 
Medicine  810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013. 

Arizona  Medicine  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor.  Although  all 
advertising  is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  endorsement  by 
this  journal. 

For  information  on  the  preparation  of  articles  write 
the  Managing  Editor,  810  W.  Bethany  Home  Road, 
Phoenix,  AZ  85013.  (602)  246-8901. 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor^  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms; 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae). 

Haemophilus  tntiuemae.  and  S.  pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Cecior,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  superintection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  prxedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Ciinitest" 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Usage  in  Preg/ranc/- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established.  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  //r/ancy— Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  muitiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor"  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 In 
100  patients). 

Causal  Relationship  Uncertain -JmsWoty  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  (or  the  physician. 

Wepahc- Slight  elevations  in  SCOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic— fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

flena/- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  |i0028iRi 

'Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H.  influenzae  ® 
Note.  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 
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Some  ampicillln-resistont  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 
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Pulvules®,  250  and  500  mg 


Additional  information  available  to 
the  profession  on  request  from 
Ell  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc. 

Carolina.  Puerto  Rico  00630 
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through  group  insurance. 
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(for  members  and  their  spouses),  defendant's  reimbursement, 
accidental  death  and  overhead  expense. 

Companies  and  policies  are  selected  to  provide  coverage  and 
service  that  meets  a professional's  needs  and  standards. 

The  Arizona  Medical  Association  provides  supervision  of 
the  administration  of  these  programs  as  needed  to  insure 
that  they  continue  to  merit  your  support. 
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build  and  maintain  a successful  practice. 

You  constantly  need  capital  to  keep  up  with  changing 
equipment;  you  need  funds  to  furnish  your  offices  or  maybe  even 
to  invest  in  an  existing  practice. 

Whatever  your  financial  needs,  we  can  help.  We're  part  of 
Manufacturers  Hanover,  one  of  the  nation's  largest  financial 
institutions;  and  we  have  the  resources 
to  loan  you  up  to  $250,000 
or  more.  Just  call  us  anytime. 
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If  you  feel  you’re  practicing 
business  instead  of  medicine, 
why  not  consider  an  alternative? 

Many  physicians  are  seeking  relief 
from  the  ever  increasing  pressures  of 
private  practice.  If  you  are  a physician, 
57  years  of  age  or  younger,  the  United 
States  Air  Force  Medical  Service  offers 
you  an  alternative  and  a unique  chal- 
lenge to  serve. 

The  Air  Force  physician  practices 
medicine  in  a group  practice  environ- 
ment with  the  entire  spectrum  of 
medical  specialties  available.  United 
States  Air  Force  Hospitals  are  accred- 
ited by  the  Joint  Commission  and  are 
equipped  with  the  finest  medical  facil- 
ities available.  Health  care  is  provided 
to  every  patient  without  regard  for  the 
patient’s  ability  to  pay.  The  profes- 
sional challenges  and  the  medical  edu- 
cation opportunities  are  unlimited. 

The  Air  Force  physician  normally  has 
time  for  travel,  family  and  personal 
development.  Available  liberal  fringe 
benefits  provide  for  a secure  and 
satisfying  life  style  including  30  days 
vacation  with  pay  annually,  advance- 
ment, travel,  medical  education,  pro- 
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Force  Hospital  within  the  United  States 
or  overseas  may  be  arranged. 


' ■"  If  Tlrr  ‘LR  ft 

,i  f 1 ll/p 


Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 

ME 

MEDICATION 

EDUCATION 


with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 
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On  the  ground  and  in  the  air,  we’re  leaders 
in  the  industry. 

Associated  Ambulance  ...  the  state’s 
largest  ground  ambulance,  Survival  Flight, ...  the 
state’s  first  hospital-based  emergency  helicopter, 
and  Survival  Flight/Fixed  Wing  work  together  as 
Arizona  Medical  Transport  providing  quality  pre- 
hospital care  for  patients  throughout  the  state. 

We’ve  been  responding  to  the  emergency 
medical  transportation  needs  of  Arizona’s  resi- 
dents for  the  past  fifteen  years  reaching  all  four 
corners  of  the  state  and  beyond. 

Arizona  Medical  Transport . . . planning 
today  for  tomorrow’s  needs. 

In  the  Phoenix  area  call  246-HELP,  in 
Tucson  623-4326,  or  1-800-352-0605  toll  free 
throughout  Arizona. 
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Arizona  Medical  Transport’s  services. 
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A Case  for  Hospital  Discharge  Within  24  to  48  Hours 
After  Initial  Transvenous  Pacemaker  Implantation 
(Ventricular  and  Atrioventricular  Mode) 

Albert  F.  Olivier,  M.D.,  F.C.C.P. 


Editor: 

Kenneth  B.  Desser,  M.D. 


Since  the  introduction  of  cardiac  pacing  in  the 
treatment  of  bradyarrhythmias,  the  pacemaker 
companies  have  continued  to  improve  on  the  design 
and  quality  of  both  their  pacemaker  generators  and 
electrodes.  In  place  of  the  short-lived  mercury-zinc 
power  cells  have  come  the  lithium  batteries  and  better 
integrated  circuits  to  prolong  the  life  of  the  generator 
and  lessen  the  rate  of  pacemaker  replacement.  To 
minimize  the  incidence  of  lead  dislodgement,  obtain  a 
better  interface  with  the  myocardium,  and  assure  a 
secure  fixation  to  the  endocardium,  transvenous 
electrodes  with  new  terminal  tips  became  available  and 
bore  descriptions  like  tined  (ring  or  blunt),  porous  tined, 
cylindrical,  spherical,  helifix,  barbed,  balloon  tipped, 
tined  and  endocardial  corkscrew.^'®  Some  salient  claims 
for  these  leads  have  been  firmer  endocardial 
attachment,  trabecular  anchorage  and  endocardial 
fibrosis  to  the  electrode  tip.  With  greater  proficiency 
and  experience  among  pacemaker  implanters,  the  rate 


From:  Desert  Samaritan  Building  Phase  II,  1500  South  Dobson  Road, 
Suite  215,  Mesa,  Arizona  85202. 


of  electrode  dislodgement  has  decreased  from 
previously  acceptable  20%  to  less  than  5%.^’®  Nott 
fewer  complications  attendent  with  initial  transvenc 
pacemaker  insertion  and  patient  management,  a 
considering  the  lesser  use  of  hospital  beds  in  light 
present  high  cost  of  medical  care,  the  prospective  sur\ 
was  begun  to  study  the  stability  of  both  the  electrode 
and  the  patient  when  requested  to  be  mobile  within  S 
18  hours  and  when  discharged  from  the  hospital  witi 
36  to  48  hours  after  implantation. 

Materials  and  Methods 

In  a 25  month  period  (October  1979  to  Deceml 
1981),  19  patients  comprising  eight  males  and  elev 
females  have  been  followed  for  problems  direc 
related  to  the  electrode  lead.  Age  distribution  v 
between  66  and  95  years.  All  patients  expressed  one 
three  symptomatic  arrhythmias — bradycardia,  sir 
arrest,  and  third  degree  A-V  block.  Only  tined  leadsi 
unipolar  or  bipolar  type  were  used  with  the  pacemali 
in  the  ventricular  mode  (4  patients)  or  atrioventricu' 
mode  (15  patients).  All  procedures  were  carried  out' 
the  author.  Patients  were  monitored  for  14  to  30  hoi 
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ter  surgery.  Temporary  pacemakers  were  removed 
;ro  to  14  hours  after  surgery;  ambulation  was  not 
lowed  when  both  temporary  and  permanent  leads 
ere  in  the  heart.  Three  to  eighteen  hours 
jstoperatively,  patients  were  ambulated  for  25  to  50 
rds;  if  well  tolerated,  ambulation  progressed  until 
ey  walked  at  least  150  yards  three  or  four  times  in  the 
;xt  10  to  18  hours.  All  individuals  were  discharged 
ithin  24  to  48  hours  postoperatively.  All  patients  were 
en  within  a week  after  discharge  and  followed 
onthly  for  the  first  three  months,  then  quarterly.  Inal 
24  month  follow-up,  no  patients  developed 
>mplications  related  to  the  pacemaker  (except  one,  see 
iscussion)  or  the  electrodes;  no  problems  arose  as  a 

suit  of  early  ambulation,  and  all  patients  remained 

live  within  the  limits. of  their  health  and  lifestyle. 

iscussion 

Since  the  advent  of  the  transvenous  electrode  in  1962, 
ad  dislodgement  with  its  resultant  complications  had 
unted  the  progress  of  the  pacing  systems.  Its 
:currence,  bordering  20%  to  25%,  brought  about  a 
eference  for  myocardial  implantation  via  a 
oracotomy.  Despite  the  use  of  varied  myocardial 
ads,  discontent  for  the  thoracic  approach  was  reported 
(cause  of  greater  incidence  of  atealectasis,  pneumonia 
d problems  with  poor  sensing,  lead  tip  fractures, 
/ocardial  perforation  and  exit  block.®  Concurrently, 
any  pacemaker  companies  were  introducing  leads 
anufactured  to  prevent  lead  dislodgement.  As  a result 
these  new  designs,  and  the  increasing  experience  of 
e implanter,  lead  displacement  in  many  institutions 
igan  to  decline. 

Dislocation  and  migration  of  electrodes  still  remain 
e most  common  source  of  complications  in  trans- 
nous  pacemaker  insertion;  it  most  often  occurs  within 
e first  four  weeks.  Causes  vary  from  inexperience  of 
e implanter  and  poor  initial  placement  to  a dilated 
[ht  ventricular  chamber.®  With  dislodgement,  one  may 
ve’loss  of  capture,  exit  block  and  cardiac  arrest.  With 
igration  and  sometimes  close  proximity  of  the  tip  to  a 
»ncardiac  site,  one  may  have  abberant  stimulation  of 
e diaphragm,^®  the  phrenic  nerve,“  the  intercostal 
jscles,^^  and  the  shoulder  girdle,^®  all  of  which  may 
cur  within  hours  or  months  after  insertion.  Unusual 
oblems  have  been  sensory  induced  epilepsy,^"*  focal 
Dtor  seizures  in  the  leg,^®  and  recurring  pulmonary 
ibolism.^®  Other  less  frequent  mishaps  include 
/ocardial  perforation  and  cardiac  tamponade, 
ividdler's  syndrome"®  (rolling  the  generator  within  its 
»cket  to  cause  dislodgement),  hematoma,  premature 
ntricular  beats,  and  pulmonary  air  embolism.  Finally, 
ise  16  displayed  abberant  diaphragmatic  stimulation 
weeks  post-implantation,  especially  when  she 
iumed  the  left  decubitus  position.  During  the 
operation  and  with  the  use  of  fluoroscopy,  the 
eviously  placed  right  ventricular  electrode  was  used  to 
cit  diaphragmatic  "kicks”  at  4.2  volts  or  more.  The  old 
cemaker  was  replaced  by  a Pacesetter  Programmalith 


221-6,  whose  voltage  was  decreased  to  2.5  volts  to 
decrease  diaphragmatic  excitation,  pulse  width 
increased  to  1.6  msec,  to  provide  a greater  margin  of 
safety  for  capturing,  and  the  rate  reprogrammed  to  85 
beats  per  minute  to  completely  overdrive  multiple 
ventricular  contractions.  She  was  discharged  less  than  24 
hours  later. 

Summary 

The  factors  considered  in  this  study  are  the  objectives 
of  some  of  the  newer  electrodes,  and  the  complications 
of  electrode  dislocation.  The  goal  is  to  establish  a shorter 
period  of  inactivity  and  an  earlier  routine  discharge  after 
initial  transvenous  pacemaker  insertion.  Nineteen 
patients  underwent  the  procedure  without  lead 
complications,  and  were  released  within  24  to  48  hours. 
These  cases  served  as  the  basis  for  future  clinical  survey 
in  more  expeditious  ambulatory  recovery,  conservation 
of  hospital  beds,  and  their  consideration  to  low  cost  of 
medical  care.  It  is  hoped  that  the  newer  electrodes, 
especially  the  tined  leads,  will  provide  the  pacemaker 
implanter  a greater  margin  of  safety  from  lead 
dislodgement  and  a high  level  of  confidence  in  his  quest 
to  establish  an  earlier,  but  safe  and  satisfactory  discharge 
time. 
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Editorial  Comment 

Kenneth  B.  Desser,  M.D. 

Early  discharge  after  pacemaker  implantation  for 
advanced  A-V  block,  disorders  of  sinoatrial  impulse 
formation  and  sustained  ventricular  arrest  during  atrial 
fibrillation  appears  to  be  safe.  Obviously  the  duration  of 
postinsertion  hospital  stay  should  be  considered  in  the 
context  of  associated  disease  states.  Congestive  heart 
failure,  bradycardia  dependent  ventricular  arrhythmias, 
possible  myocardial  infarction  and  unstable  angina 
pectoris  represent  examples  of  clinical  settings  where 
the  influence  of  pacing  mandates  longer  postoperative 
observation.  There  appears  to  be  some  controversy 
regarding  indications  for  pacemaker  insertion.  A 
prominent  cardiologic  sage  recently  cited  the  lower 
incidence  of  permanent  pacemaker  insertion  in  some 
European  countries  when  compared  to  the  United 
States.  It  is  noteworthy  that  these  countries  are 
frequently  the  same  ones  where  patients  with  severe 
acute  neurologic  disorders  must  be  transported  long 
distances  because  there  are  limited  numbers  of  C.T. 
scanners.  There  is  some  literature  which  supports  the 
contention  that  most  patients  with  bradyarrhythmias 
will  survive  their  first  episode  of  syncope  and  this  has 
been  proposed  as  a guide  for  the  “wait  and  see” 
attitude.  Most  Americans  would  not  cherish  this 
approach. 

Supported  by  the  Biomedical  Research  Memorial  Fund, 
Inc. 
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Abstract 

A survey  of  dermatophytes  from  patients  seeki 
medical  attention  was  made  from  1967  to  1981.  The  me 
frequently  isolated  dermatophyte  was  TrichophyU 
rubrum.  The  second  most  frequently  isolated  fun| 
pathogen  in  this  Tucson  survey  was  Microsporum  can 
The  latter  organism  was  responsible  for  the  majority 
tinea  capitis  cases  in  children.  No  isolations  of  i 
audouinii,  formerly  the  most  frequently  isolated  cau 
of  tinea  capitis  in  the  United  States,  have  been  made 
Tucson  during  this  entire  period. 

Although  it  may  not  represent  the  true  incidencei 
this  dermatophyte  in  the  Tucson  population, 
mentagrophytes  was  the  third  most  frequently  isolat 
organism.  Trichophyton  tonsurans,  EpidermophyU 
floccosum  and  M.  gypseum  are  isolated  much  l«i 
frequently  but  on  a regular  basis.  Both  M.  gypseum  a 
M.  fulvum  must  be  naturally  growing  in  Tucson  s 
though  these  geophilic  dermatophytes  have  only  be 
isolated  from  skin  lesions  of  patients  and  not  the  s 
directly.  Winter  visitors  have  been  infected  by  ^ 
verrucosum  that  was  isolated  during  their  stay  in  Tuese 
With  increasing  frequency,  fungi  have  been  isolat 
from  various  forms  of  onychomycosis.  Besides  T.  rubri 
and  T.  mentagrophytes,  Aspergillus  flavus,  A.  terret 
Cepha-losporium,  Fusarium  and  Scopulariopsis  ha 
been  isolated  from  various  forms  of  onychomycosis.' 
Indexing  Terms:  Dermatophytosis  Trichophyte 

Microsporum,  Fpidermophyton 

From:  University  of  Arizona,  Department  of  Molecular  and  Medj 
Microbiology.  Reprint  requests  to:  James  T.  Sinski,  Ph.D.,  Departm 
of  Molecular  and  Medical  Microbiology,  University  of  Arize 
College  of  Medicine,  Tucson,  Arizona  85724.  This  research  I 
supported  by  NIH  Biomedical  Research  Support  Grant  2S07RR05( 
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Dermatophytes 

— Tucson, 

Arizona  (1967-1981) 

lusal  Organism 

1%7 

1%8 

1969 

1970 

1971 

1972 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

1981 

rubrum 

38 

49 

43 

41 

31 

68 

83 

54 

66 

31 

62 

30 

44 

21 

31 

. canis 

33 

39 

16 

20 

21 

24 

33 

28 

9 

14 

10 

9 

7 

5 

14 

mentagrophytes 

19 

17 

19 

13 

12 

17 

19 

12 

18 

2 

12 

3 

12 

6 

5 

floccosum 

2 

6 

4 

3 

1 

4 

7 

19 

14 

4 

15 

5 

2 

1 

2 

tonsurans 

1 

2 

1 

4 

2 

4 

7 

9 

9 

9 

5 

5 

1 

3 

6 

verrucosum 

— 

1 

— 

1 

1 

— 

— 

2 

2 

— 

— 

— 

— 

— 

— 

. gypseum 

2 

3 

2 

5 

5 

1 

1 

2 

1 

6 

— 

— 

2 

3 

1 

. fulvum 

— 

— 

— 

— 

— 

— 

1 

1 

— 

— 

— 

— 

— 

— 

— 

,pergillus  flavus* 

— 

— 

1 

— 

— 

— 

2 

— 

— 

— 

— 

— 

— 

— 

— 

pergillus  terreus* 

2 

^phalosporium* 

— 

— 

— 

2 

— 

— 

1 

1 

— 

— 

— 

— 

— 

— 

sarium* 

— 

— 

1 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

1 

opulariopsis* 

— 

— 

— 

— 

— 

— 

1 

— 

— 

— 

— 

1 

— 

— 

1 

= cause  of  onychomycosis 

This  is  a continuation  of  the  survey  of  dermatophytes 
olated  in  Tucson  beginning  in  1967.  Isolations  were 
ade  from  patients  seeking  diagnosis  and  treatment. 
ie  years  included  in  the  present  survey  are  1967  to  1981. 

laterials  and  Methods 

The  acquisition  and  preliminary  processing  was 
sentially  the  same  as  that  previously  reported. Media 
ied  were  Emmons’  neutral  Sabouraud’s  agar^  plus 
itifungal  and  antibacterial  antibiotics  in  addition  to 
ttman’s  ox  gall  agar  (Difco  Laboratories,  Detroit, 
lichigan).  To  culture  specimens  from  toe-  or 
igernails,  the  same  Sabouraud’s  medium  was  used  to 
hich  only  antibacterial  antibiotic  was  added.  No 
Itifungal  antibiotic  was  added  so  that  fungi  of  the 
?nera  Aspergillus,  Cephalosporium,  Fusarium, 
)nicillium  and  Scopulariopsis  could  be  grown.  These 
ngi,  in  addition  to  the  dermatophytes,  have  been 
Dlated  from  various  types  of  onychomycosis.'*'®  To  aid 
the  identification  of  Trichophyton  rubrum,  potato- 
rrot  agar  was  used  to  encourage  sporulation  of  this 
xon.^ 
esults 

The  results  of  the  survey  are  given  in  the  Table.  The 
umber  of  isolations  now  includes  those  made  at  this 
boratory  and  at  the  dermatologists’  offices  when 
uplicate  samples  were  cultured.  Thus,  the  figures  for 
)67  and  1968  are  different  from  those  previously 
sported.^’® 

The  most  often  isolated  dermatophyte  continues  to  be 
rubrum.  It  is  not  known  whether  the  incidence  of  this 
athogen  is  truly  increasing  in  the  population.  The 
isults  reported  here  represent  only  those  patients 
seking  diagnosis  and  treatment.  To  be  able  to  state  the 
ue  incidence  of  the  dermatophyte  in  a population,  a 
antrolled  and  complete  survey  would  have  to  be 
ndertaken.  Since  1960  this  pathogen  has  been  isolated 
ith  greater  frequency  in  the  United  States.  Before  that 
ate  T.  mentagrophytes  was  the  most  often  isolated 
ermatophyte.® 

Though  T.  mentagrophytes  has  been  isolated  in 


Tucson,  the  relative  frequency  when  compared  to 
isolation  of  M.  canis  is  less  than  that  found  in  other 
laboratories  in  the  United  States.  Because  T. 
mentagrophytes  can  be  the  cause  of  a minor  case  of 
tinea  pedis  which  the  individual  may  successfully  treat, 
the  patient  may  not  seek  diagnosis  and  treatment  from  a 
physician,  and  this  would  not  be  included  in  the  results. 

Microsporum  canis  is  isolated  more  frequently  in 
Tucson  than  in  other  cities  of  the  United  States  that 
report  dermatophyte  isolations.^  The  incidence  of  this 
pathogen  has  remained  constant  in  Tucson  since  1967. 
This  pathogen  continues  to  be  the  most  prominent 
cause  of  tinea  capitis  in  Tucson.  When  it  is  the  cause  of 
tinea  capitis,  the  patients  are  children  under  the  age  of 
nine.  A few  adults  with  tinea  corporis  caused  by  this 
pathogen  have  been  seen,  but  no  case  of  tinea  capitis  in 
adults  caused  by  M.  canis  has  been  seen  in  Tucson. 

Though  T.  tonsurans  as  the  cause  of  tinea  capitis  has 
increased  in  the  United  States,  this  has  not  been  found  in 
Tucson.  The  incidence  of  this  pathogen  has  remained 
relatively  low  and  constant.  This  organism  has  been 
found  to  be  the  cause  of  tinea  capitis,  tinea  corporis  and 
tinea  pedis  in  Tucson. 

Isolations  of  E.  floccosum  and  M.  gypseum  also  have 
remained  low  but  constant.  It  would  appear  that  M. 
gypseum  is  a part  of  the  flora  naturally  occurring  in  the 
soil  of  Tucson.  No  direct  isolations  from  the  soil  have 
been  made.  A few  cases  of  infection  by  this  geophilic 
pathogen  are  isolated  regularly  in  Tucson. 

There  has  been  an  increased  interest  in  onycho- 
mycosis in  Tucson  in  the  past  years.  In  addition  to 
infection  of  the  nails  by  T.  rubrum  and  T. 
mentagrophytes,  the  following  have  also  been  isolated: 
Aspergillus  flavus,  A.  terreus,  Cephalpsporium, 
Fusarium  and  Scopulariopsis. 
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Abstract 

Acute  lymphocytic  leukemia  is  not  one  disease,  b' 
rather  a group  of  diseases.  These  diseases  are  mon<| 
clonal  malignancies  derived  from  different  lymphoi 
cells  at  different  points  in  differentiation.  Lymphocytl 
and  histiocytes,  are  defined  and  their  properti' 
described.  The  corresponding  types  of  acul 
lymphocytic  leukemia  are  given  and  the  use 
immunologic  markers  are  demonstrated  in  tM 
differential  diagnosis  of  the  acute  lymphocyt 
leukemias. 

A case  is  presented  in  which  the  patient  had  kapp 
chain-producing  B-cell  acute  lymphocytic  leukemfl 
with  a t(2;8)  translocation.  This  case  illustrates  tl 
utilization  of  clinical,  morphologic,  immunologic  ari 
cytogenetic  information  in  the  differential  diagnosis  i 
the  acute  lymphocytic  leukemias.  •'j 
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Production 

The  field  of  cancer  genetics  has  developed  rapidly 
jring  the  past  decade.  Cytogenetics  has  been  applied 
a growing  number  of  malignant  cells.  Immunology 
iS  contributed  key  concepts  concerning  malignancy. 
Cancer  studies  and  genetics  have  merged  to  form 
mcer  genetics,  as  have  cancer  research  and 
togenetics  to  form  cancer  cytogenetcis.  At  the  same 
Tie,  immunology  and  genetics  have  fused  to  form 
imunogenetics. 

The  convergence  of  these  fields  is  exemplified  in  the 
solving  understanding  of  the  acute  lymphocytic 
ukemias.  Immunologic  markers,  together  with  classic 
inical  and  hematologic  observations,  are  valuable 
day  in  the  differential  diagnosis  and  treatment  of  the 
:ute  lymphocytic  leukemias.^ 

Lymphocytes  and  histiocytes  (macrophages)  con- 
itute  an  intrinsic  part  of  the  immune  system.  This 
intribution  to  Arizona  Medicine  begins  with  a list 
able  1)  of  information  relating  to  these  types  of  cells. 
ie  properties  of  these  cell  types  are  presented  see 
able  2). 

These  lymphoid  cell  types  give  rise  to  six  generally 
cognized  forms  of  acute  lymphocytic  leukemia  see 
able  3).  In  each  type  of  ALL  the  malignant  cell  is  fixed 
id  frozen  at  a specific  point  in  differentiation. 
Immunologic  markers  can  therefore  reveal  the  type  of 
alignant  cell  and  its  level  of  differentiation  (Table  4). 
)gether  with  clinical,  hematologic,  and  cytogenetic 
formation,  the  differential  diagnosis  of  the  acute 
mphocytic  leukemias  can  now  usually  be  resolved, 
ling  the  immunologic  markers  listed  in  Table  4. 

otes 

The  following  notes  are  to  amplify  the  meaning  of 
ibles  1-4. 

ibie  1.  Lymphocytes  and  Histiocytes 

Definitions  of  certain  of  the  types  of  lymphocytes  (and 
stiocytes)  are  given. 

ible  2.  Properties  of  Lymphocytes  and  Histiocytes 

The  properties  of  lymphocytes  and  histiocytes  are 
vided  into  specific  properties  (specific  to  one  type  of 
ill)  and  shared  properties  (common  to  two  or  more 
pes  of  cells). 

ible  3.  Types  of  Acute  Lymphocytic  Leukemia 

T-cell  acute  lymphocytic  leukemia  (ALL)  accounts  for 
% to  25%  of  ALL. 

Pre-T-cell  ALL  involves  immature  T-cells. 

B-cell  ALL  is  rare,  composing  less  than  1%  in  ALL. 
Pre-B-cell  ALL  is  responsible  for  up  to  20%  of  non-T, 
)n-B-cell  ALL. 

“Common"  ALL  accounts,  as  the  word  “common" 
iplies  for  most  (70%  to  85%)  of  ALL. 

Null-cell  ALL  is  less  frequent  than  “common"  ALL. 

ible  4.  Immunologic  Markers  in  Acute  Lymphocytic 
ukemias 

The  differential  diagnosis  of  ALL  can  be  fully  resolved 
to  a final  diagnosis  with  the  use  of  five  types  of 
imunologic  markers. 


Table  1 

Lymphocytes  and  Histiocytes 


I.  B lymphocytes 

B lymphocyte 

An  immunoglobulin-producing  lymphocyte. 
Produces  only  one  type  of  light  (kappa  or  lambda) 
chain. 

Monoclonal  proliferation  = neoplasm. 

Polyclonal  proliferation  = non-neoplasm. 

Pre-B  lymphocyte 

Has  cytoplasmic  immunoglobulin  (CIg). 

Lacks  surface  immunoglobulin  (SIg). 

Plasma  cell 

A specialized  type  of  mature  B lymphocyte. 

Has  cytoplasmic  immunoglobulin  (CIg). 

Has  little  or  no  surface  immunoglobulin  (SIg). 
Morphology:  Basophilic  cytoplasm  with  eccentric 
nucleus. 

II.  T lymphocytes 

T lymphocyte 

Regulates  cell-mediated  immunity  and 
B lymphocytes. 

Possesses  specific  T-cell  surface  markers. 

Does  form  spontaneous  rosettes  with  sheep 
erythrocytes 

Pre-T  lymphocyte 

Possesses  specific  T-cell  surface  markers. 

Does  not  form  rosettes  with  sheep  erythrocytes. 
Helper  T cell  (a  T-cell  subset) 

Helps  B cells  produce  immunoglobulin  (by  helping 
B cell  to  differentiate  into  plasma  cell). 

Suppressor  T cell  (another  T cell  subset) 

Suppresses  B cells  from  producing 
immunoglobulin. 

III.  Null  cell 

Morphologically  appears  to  be  a lymphocyte  or 
lymphoblast. 

Lacks  B and  T lymphocyte  specific  properties 
(Table  2). 

IV.  Macrophage  (Histiocyte) 

Bone-marrow-derived  monocytic  cell 
Capable  of  phagocytosis  and  immune  regulation. 
Monocyte  = macrophage  (histiocyte)  circulating 
in  blood. 

Contains  distinctive  enzymes,  e.g.,  muramidase 
(lysozyme). 


T-cell  surface  markers  distinguish  all  T-cells.  However, 
only  mature  T-cells  form  spontaneous  rosettes  with 
sheep  erythrocytes. 

Mature  B-cells  have  surface  immunoglobulin  (Ig). 
Immature  B-cells  do  not.  They  have  cytoplasmic  Ig. 

A useful  tool  is  cALLA.  It  reflects  surface  antigen 
capable  of  reacting  with  anti-ALL  antfsera.  cALLa  is 
positive  in  immature  B-cell  ALL  and  in  “common"  ALL, 
but  not  in  null-cell  ALL. 

Null-cell  ALL  is  characterized  by  negative  reactions 
with  all  five  immunologic  markers  characterizing  T-  and 
B-cells. 

Illustrative  Case 

A 76-year-old  with  a white  blood  cell  count  in  excess 
of  200,000/mm^  was  seen  by  Dr.  Jeffrey  Isaacs,  Phoenix.^ 
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Table  2 

Properties  of  Lymphocytes  and  Histiocytes 

B lymphocytes 

T lymphocytes  Null  cells 

Histiocytes 

A.  Specific  Properties 

Surface  immunoglobulin 

+ 







Cytoplasmic  immunoglobulin 

+/— 

— 

— 

— 

E-rosette:  mouse 

+/— 

— 

— 

— 

B-cell  surface  antigens 

+ 

— 

— 

— 

E-rosette:  sheep 

— 

+ 

— 

— 

T-cell  surface  marker 

— 

+ 

— 

— 

Phagocytosis 

— 

— 

— 

+ 

Adhere  to  glass 

— 

— 

— 

+ 

Muramidase  (lysozyme) 

— 

— 

— 

+ 

B.  Shared  Properties 

Fc  receptors 

+/— 

+/— 

+/— 

+ 

C'  receptors 

+ 

+/— 

+ 

+ = present;  — = absent;  +/ — = may  be  present  or  absent.. 

Surface  immunoglobulin  = SIg;  cytoplasmic  immunoglobulin  = CIg. 

E-rosette  = erythrocyte  rosette. 

Fc  receptors  = receptors  for  the  Fc  portion  of  IgG  and  IgM  on  cell  membranes. 
C'  receptors  = receptors  for  complement. 


Table  3 

Types  of  Acute  Lymphocytic  Leukemias 


I.  T-cell  ALL 

A.  Laboratory 

Has  T-cell  surface  markers. 

Forms  spontaneous  rosettes  with  sheep 
erythrocytes. 

Usually  has  nuclear  terminal  transferase 
(TdT). 

White  cell  count  usually  high. 

B.  Clinical 

Occurs  usually  in  older  children. 

Male  predominance. 

Prognosis  generally  poor. 

II.  Pre-T-cell  ALL 

A.  Laboratory 

Has  T-cell  surface  markers. 

Does  not  form  spontaneous  rosettes  with 
sheep  erythrocytes. 

B.  Clinical 

Prognosis  less  good  than  with  “Common”  ALL. 

III.  B-Cell  ALL 

A.  Laboratory 

Surface  immunoglobulin  (SIg)  present. 
Leukemic  cells  identical  to  those  in  Burkitt’s 
lymphoma. 

B.  Clinical 

Represents  usually  leukemic  phase  of  Burkitt’s 
lymphoma. 

Prognosis  generally  poor. 


IV.  Pre-B-cell  ALL 

A.  Laboratory 

Cells  contain  cytoplasmic  immunoglobulin 
(CIg). 

Cells  lack  surface  immunoglobulin  (SIg). 

B.  Clinical 

Prognosis  fairly  good. 

V.  “Common  ” ALL 

A.  Laboratory 

Cells  lack  T-  and  B-cell  specific  properties 
(Table  2). 

Usually  has  nuclear  terminal  transferase  (TdT 
White  count  usually  low. 

Posseses  surface  antigen  reacting  with  anti-A 
antisera  (cALLA). 

B.  Clinical 

Presents  often  in  early  childhood. 

Tends  to  lack  prominent  extramedullary 
disease. 

Prognosis  good  to  excellent. 

VI.  Null-cell  ALL 

A.  Laboratory 

Cells  lack  T-  and  B-cell  specific  properties 
(Table  2). 

Usually  lacks  nuclear  terminal  transferase  (Td 
Lacks  surface  antigen  reacting  with  anti-ALL 
antisera  (cALLA). 

B.  Clinical 

Prognosis  less  good  than  in  cALLA  positive  Al 
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Table  4 

Immunologic  Markers  in  Acute  Lymphocytic  Leukemias 


Immunologic  Markers* 


^pe 

of  ALL 

T-Cell  Surface 
Markers 

Rosette  Sheep 
RBCs 

cALLA 

Surface  Ig 

Cytoplasmic  Ig 

1. 

T-cell  ALL 

+ 

+ 

— 

II. 

Pre-T-cell  ALL 

+ 

— 

— 

II. 

B-cell  ALL 

— 

+ 

V. 

Pre-B-cell  ALL 

+ 

+ 

— 

-H 

V. 

“Common”  ALL 

— 

— 

+ 

— 

— 

/I. 

Null-cell  ALL 

— 

— 

— 

— 

losette  sheep  RBSs  = Spontaneous  rosetting  with  sheep  erythrocytes; 
\LLA  = Surface  antigen  reacting  with  anti-ALL  antisera; 

= immunoglobulin. 


le  patient  had  been  serendipitously  found  to  have  an 
(illary  mass  and  marked  elevation  in  peripheral  white 
?lls. 

Initial  information  was  consistent  with  acute 
mphocytic  leukemia  (ALL)  in  possible  association  with 
lymphoma.  Cytospin  preparations  revealed 
ononuclear  cells  with  a high  nucleus:  cytoplasm  ratio 
id  an  average  of  1-2  prominent  nucleoli.  Approxi- 
ately  10%  of  the  mononuclear  cells  had  a clefted 
jcleus. 

Immunologic  marker  studies  revealed: 

1.  T-cell  markers:  Rosettes  with  sheep  red  blood  cells 
“gative  and  OKT3  test  negative. 

2.  B-cell  markers:  Cytoplasmic  immunoglobulins  and 
irface  lambda  chains  negative.  Surface  immuno- 
obulins  and  surface  kappa  chains  present. 

3.  Other  markers:  Terminal  transferase  (TdT)  and 
\LLA  were  strongly  positive  as  were  B1  and  la.  Fc 
iceptors  were  negative. 

Our  interpretation  of  this  information  was  that:  “This 
henotype  indicates  a population  of  immature  cells  of 
mphocytic  origin,  B-cell  type,  possessing  pre- 
Dminantly  kappa  light  chain  surface  immunoglobulin.” 
Chromosome  studies  disclosed  a t(2;8)  translocation 
I the  malignant  lymphocytes.  The  breakpoints  in 
iromosomes  two  and  eight  were  at  bands  2p12  and 


8q24.  (We  know  that  the  kappa  chain  genes  are  on  the 
short  [p]  arm  of  chromosome  2). 

The  overall  diagnosis  is,  thus,  kappa-chain-producing 
B-cell  acute  lymphocytic  leukemia.^ 

This  case  illustrates  the  precision  with  which  the 
diagnosis  of  a specific  type  of  ALL  can  be  made.  The  aim 
is  precision  in  treatment  and  prognosis. 

Afterword 

These  tables  and  the  illustrative  case  may  assist  in 
knowledge  about  immune  cells  and  the  differential 
diagnosis  today  of  the  acute  lymphocytic  leukemias. 

A related  article  on  cytogenetic  studies  for  the 
diagnosis  and  monitoring  of  the  acute  leukemias  was 
contributed  earlier. 

The  next  contribution  in  this  series  will  pertain  to 
chronic  lymphocytic  leukemia  and  the  non-Hodgkin's 
lymphomas. 
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Table 

Suspect  Cervical  Spine  Injury 
in  the  Trauma  Patient  with: 


A.  Head,  neck,  or  facial  injury. 

B.  Impaired  consciousness. 

C.  Unexplained  neurological  deficit. 

D.  Tenderness,  deformity,  or  muscle  spasm  in  the  neck. 
F.  Severe  neck  pain. 
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Abstract 

Management  of  the  individual  with  an  acute  cervical 
spine  injury  should  be  designed  to  maintain  residual 
spinal  cord  function  by  proper  immobilization, 
oxygenation  and  reduction  of  spinal  cord  compression. 
A thorough  neurological  and  radiographic  examination 
is  a baseline  for  further  treatment.  Although,  high  dose 
steroid  therapy  is  recommended  for  patients  with 
neurological  deficit,  extensive  research  is  being  carried 
out  to  develop  new  pharmacological  therapy. 

Each  year  10,000  persons  may  sustain  spinal  cord  injury 
in  the  United  States,  adding  to  the  approximately  200,000 
Americans  who  have  survived  this  type  of  trauma.^  The 
initial  few  months  of  hospital  care  can  cost  from  $56,000 
to  $80,000  and  lifetime  cost  may  total  $500,000  to 
$1,000,000.^’^  Optimal  management  of  these  injuries 
may  limit  this  enormous  personal  and  financial  cost. 

Although  many  different  kinds  of  accidents  can  result 
in  injuries  to  the  spinal  cord,  automobile  accidents 
account  for  the  largest  number  of  these  injuries  and 
death.  Of  the  55,000  automobile  related  fatalities  each 
year,  about  40,000  (70%)  result  from  injury  to  the  central 
nervous  system,  and  as  many  as  ten  percent  of  these  had 
associated  spinal  cord  injuries. 


From:  Barrow  Neurological  Institute,  St.  JosepFi’s  Hospital  and 
Medical  Center,  350  West  Thomas  Road,  Phoenix,  Arizona  85013. 
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At  the  Accident  Site 

Unfortunately,  nothing  can  be  done  to  rever 
disruption  of  the  central  nervous  system  tissue  whi 
occurs  at  the  moment  of  injury.  Consequent 
prevention  of  injury  is  the  best  care.  Once  an  injury  h 
occurred,  management  is  aimed  at  preventing  tl 
progression  of  the  spinal  cord  injury. 

Whatever  the  cause  of  the  spinal  cord  injury,  tl 
period  between  the  accident  and  the  patient's  arrival 
the  Emergency  Department  is  critical.  Failure 
recognize  injury  to  the  bony  spine,  with  or  witho 
neurological  signs,  is  a common  error.  To  avoid  tf 
error  emergency  personnel  must  have  a high  index 
suspicion  for  cervical  spine  injury  in  the  injury  victi 
(see  Table). 

In  persons  suspected  of  having  a cervical  spine  injur 
the  airway  must  be  maintained  without  extending  tf 
neck,  either  by  the  mandible-thrust  or  the  chin-1 
method.  The  mouth  should  be  cleared  of  debris,  such 
broken  teeth,  dentures,  blood,  secretions  or  vomitL 
An  IV  should  be  started  to  avoid  hypotension. 

For  the  patient  with  a spinal  cord  injury,  transf* 
should  be  done  with  extreme  caution.  A rigid  cervio 
collar  should  be  applied  to  every  accident  victim  with 
suspected  cervical  injury.  The  patient  should  be  move 
by  a team  of  three  or  more  persons.  When  the  patienti 
trapped  in  a vehicle  and  needs  to  be  extricated  1: 
mechanical  means,  the  moving  should  be  done  by 
professional  rescue  team.  The  half  backboard  should  t 
employed  for  removal  of  the  victim  from  a vehicle.  TF 
patient  should  be  secured  supine  on  a long  backboar 
before  transportation  to  the  Emergency  Room.  Othf 
techniques  of  immobilization  include:  sandbag 
cervical  collar,  skeletal  tongs  for  traction,  an 
commercially  available  splinting  devices.^  To  transpo 
spinal  cord  injured  patients  for  distances  of  up  to  7 
kilometers,  critical  care  vans  are  recommended  wit 
standup  room  for  cardiopulmonary  resuscitation,  I 
administration  equipment,  and  telemetry  equipmen 
For  distances  greater  than  125  kilometers,  airplanes  ar 
best. 

In  the  Emergency  Room 

Once  the  patient  arrives  in  the  Emergency  Roon 
adequate  oxygenation  and  blood  flow  to  the  injure 
cord  must  be  assured.  A neurological  deficit  can  b 
created  or  worsened  by  anoxia  caused  either  b 
inadequate  ventilation  or  circulation.  Strict  attentio 
should  be  paid  to  airway  maintenance  an 
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Figure  1 

Trans-cricothyroid  Catheter  Technique.^ 

rmotensive  perfusion.  Several  investigators  have 
awn  experimentally  that  as  the  spinal  cord  oxygen 
ision  or  blood  flow  declines,  the  cord  damage 
rreases.^  Therefore,  during  the  patient's  initial 
magement,  an  IV  line  should  be  inserted  for  fluid 
ministration  to  avoid  hypotension.  This  may  be 
cessary  because  of  actual  blood  loss  due  to  the 
iociated  injuries  or  because  of  vasomotor  paralysis 
)m  the  cord  injury  itself  (neurogenic  hypotension), 
sruption  of  descending  sympathetic  pathways  results 
loss  of  vasomotor  tone  and  subsequent  hypotension, 
lopposed  parasympathetic  activity  will  commonly 
suit  in  bradycardia.  This  is  in  contrast  to  the  patient 
th  depressed  blood  pressure  secondary  to 
imorrhagic  shock,  where  the  heart  rate  is  elevated.  If 
lurogenic  hypotension  is  present,  the  head  should  be 
)sitioned  lower  than  the  rest  of  the  body,  and  drugs  to 
iprove  cardiac  output  and  peripheral  circulation 
ould  be  considered. 

Adequate  ventilation  sustains  oxygenation.  In  case  of 
sntilatory  insufficiency  uncorrected  by  oxygen 
Iministration,  tracheal  intubation  is  indicated.  This 
ay  be  done  either  nasotracheally,  or  tracheal 
tubation  may  be  performed  using  a fiberoptic 


Figure  2 

Lateral  Cervical  Spine  Radiograph  not  showing  C-7 


laryngoscope.  Another  technique  which  may  be  useful 
is  insertion  of  a small  plastic  catheter  (such  as  an 
intravenous  catheter)  through  a needle  puncture  in  the 
cricothyroid  membrane.  The  catheter  is  then  passed  up 
the  larynx  and  out  the  mouth.  An  endotracheal  tube  is 
passed  over  the  catheter  and  guided  through  the  vocal 
cords.  The  catheter  is  then  withdrawn  and  the 
endotracheal  tube  advanced  into  the  trachea  (See 
Figure  1).^ 

A nasogastric  tube  should  be  inserted  in  order  to 
prevent  abdominal  distension  secondary  to  paralytic 
ileus.  If  untreated,  this  can  result  in  vomiting,  aspiration, 
and  respiratory  embarrassment.  A Foley  catheter  should 
be  inserted  as  soon  as  possible.  Retention  of  urine  can 
develop  within  hours.  Because  of  sensory  paralysis  there 
may  be  no  discomfort.  This  can  lead  to  distention  of  the 
bladder  and  subsequent  hypotonia. 

Clinical  Evaluation 

In  the  patient  with  cervical  spinal  cord  injury,  a 
thorough  neurological  examination  is  mandatory  with 
emphasis  on  upper  extremity  function.  This  should 
include  evaluation  of  the  level  of  consciousness  with 
examination  of  the  cranial  nerves  as  well  as  motor  and 
sensory  functions  in  the  arms  and  legs.  Reflex 
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Figure  3 

Same  spine  as  Figure  1,  but  a “Swimmer’s  View”  showing  C-6-7 
subluxation  and  locked  facets. 


examinations  should  include  deep  tendon  reflexes  and 
the  abdominal,  cremasteric  and  plantar  reflexes.  A rectal 
examination  should  be  included  since  the  presence  of 
voluntary  rectal  sphincter  tone  of  the  patient  with  a cord 
injury  suggests  an  incomplete  cord  lesion.  Inspection  of 
the  patient  for  external  signs  of  trauma  may  help  in 
localizing  the  spine  injury  and  its  mechanisms.  For 
example,  injuries  to  the  forehead  and  chin  may  cause 
hyperextension  of  the  cervical  spine  or  a blow  to  the 
vertex  of  the  head  may  cause  a compression  fracture  of 
the  cervical  spine.  Abrasion  or  laceration  of  the 
posterior  trunk  may  suggest  thoracic  or  lumbar  injuries. 
Palpation  of  the  spine  without  moving  the  patient  may 
reveal  prominence  of  the  spinous  processes,  local 
tenderness  and  pain,  edema,  deformity  or  muscle 
spasm. 

Radiological  Evaluation 

If  there  is  any  suspicion  of  the  cervical  spine  injury,  a 
cross-table  lateral  x-ray  demonstrating  all  seven  cervical 
vertebra  must  be  obtained.  Ideally,  this  film  is  exposed 
with  the  patient  on  the  Emergency  Department  cart. 
Great  care  should  be  taken  to  make  certain  the  neck  is 
held  in  the  neutral  position.  Fractures  and  dislocation  in 
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Figure  4 

The  roof  of  the  spinal  canal  at  C-2  does  not  line  up  with  t 
roof  at  C-3  and  C-1  due  to  a fracture  through  the  pedicles  C 
“Hangman’s  Fracture,”  (double  arrow). 

the  lower  cervical  spine  can  be  missed  because 
inadequate  films  (Figure  2).  Proper  visualization  can 
obtained  by  pulling  the  patient's  arms  down.  If  this  fai 
a transaxillary  “swimmer's  view”  should  allow  prop 
visualization  of  these  vertebra  (Figure  3).  Several  oth 
features  may  suggest  radiological  injury  to  the  spine:  a 
prevertebral  soft  tissue  greater  than  two-thirds  of  t 
diameter  of  any  corresponding  cervical  vertebrae;  b 
retrotracheal  space  from  the  anterior-inferior  aspects 
C-6  to  the  posterior  wall  of  the  trachea,  exceeding 
mm  in  the  adult,  or  15  mm  in  the  patient  younger  than 
years;®"®  c)  an  odontoid  on  the  lateral  view  showed  me 
than  3 mm  from  the  arch  of  C-1  in  the  adult  (5  mm 
children);  d)  an  irregularity  of  the  dorsal  aspects  of  t 
spinal  canal.  Figure  4 demonstrates  a FHangmai 
fracture  where  the  roof  of  the  spinal  canal  does  not  li 
up  correctly  at  C-2  because  of  the  fracture  of  t 
pedicles. 

Some  patients  warrant  further  radiological  studii 
particularly  those  patients  with  significant  cervical  p« 
and  normal  neurological  examination,  and  those  wit! 
neurological  deficit  and  normal  cervical  spine  films, 
these  cases,  additional  films  should  include  an  AP  vi( 


the  lower  cervical  spine,  an  AP  view  of  the  atlas-axis 
ith  an  open  mouth,  a cross-table  lateral  to  include  the 
ven  vertical  vertebrae,  two  30  degree  oblique  films, 
id  a vertebral  arch  view  with  the  tube  angled  caudally 
22-35  degrees.  If  all  these  views  prove  to  be  normal, 
en  an  intact  patient  may  be  placed  erect  for  a lateral  45 
?gree  oblique  view.  If  there  is  still  no  obvious 
diographic  abnormalities,  flexion-extension  views 
ider  strict  supervision  should  be  considered,  for  they 
ay  demonstrate  instability  due  to  ligamentous 
juries.®’®  Tomography  or  computerized  tomography  of 
e suspected  levels  may  be  considered, 
lecific  Treatment 

Emergency  pharmacological  treatment  with  corti- 
isteroid  administration  is  recommended.  Admin- 
ration  of  corticosteroids  remains  controversial, 
:hough  sound  theoretically  rational  is  available.  The 
ay  matter  of  the  spinal  cord  is  more  active 
etabolically  and  probably  more  sensitive  to  injury.  Post 
lumatic  studies  of  the  spinal  cord  have  demonstrated 
onal  swelling  and  initial  diminished  circulation  to  the 
ay  matter.  This  is  followed  within  hours  by 
(morrhage  and  edema  in  the  gray  matter  spreading 
itward  to  the  white  matter  resulting  in  necrosis  and 
culation  of  the  white  matter. Steroids  theoretically 
interact  the  edema  and  possibly  the  delayed 
tmorrhage  and  extravasation  of  the  blood  by 
ibilization  of  cell  and  vascular  membranes. In 
perimental  studies,  animals  treated  with  corti- 
steroids  fared  far  better  after  spinal  cord  injury  than 
e nontreated  animals. Most  spinal  cord  injury 
nters  recommend  high  doses  of  steroids  given  as  soon 
possible.^'®'®  This  usually  consists  of  1 mg  to  2 mg  of 
ixamethasome  per  kilogram  IV  initially  and  every  four 
six  hours.  If  the  patient  improves,  this  steroid  therapy 
maintained  for  approximately  a week  and  then 
aered.  If  no  improvement  is  seen,  the  steroids  are 
icontinued  after  three  days.  Until  there  is  evidence  to 
e contrary,  I recommend  corticosteroids  in  high  doses 
irting  as  quickly  as  possible  after  the  injury. 

Other  pharmacological  methods  of  treatment  of  the 
ute  spinal  cord  injury  are  controversial  but  some 
pear  promising.  These  include  aminocaproic  acid, 
methyl  sulfoxide,  mannitol,  heparin  and  Naloxone 
d thyrotropin  releasing  hormone.  Clinical  demon- 
ation  of  efficiency  is  lacking. 
mmary 

Since  spinal  cord  regeneration  does  not  occur  in  man, 
ere  is  no  way  to  reverse  traumatic  spinal  cord 
jruption.  Therefore,  prevention  of  accidental  cord 
jury  is  the  best  treatment.  Failing  prevention,  current 
iatment  is  directed  towards  minimization  of 
condary  injuries  to  the  spinal  cord  tissue  resulting 
)m  improper  immobilization,  poor  oxygenation,  or 
irsistent  cord  compression.  Optimum  care  in  the  acute 
ige  may  prevent  neurological  deterioration  in  10%  to 
% of  patients  with  spinal  cord  injury. 
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Abstracting  and  generalizing  are  complementary. 
Their  mating  issues  in  the  stereotype. 

It  is  like  a stile:  One  goes  up  the  steps  of  induction  to  a 
generalization,  and  then  down  the  steps  of  deduction. 
Here  grow  some  of  the  most  stubborn  weeds  in  the 
garden  of  reasoning.  The  skeleton  of  Aristotle,  the 
syllogism,  flaps  like  a scarecrow  on  the  gatepost  of 
emergence. 

Let’s  begin  with  an  irritating  example.  The  major 
premise:  Older  persons  have  special  concerns.  The 
minor:  You  are  an  older  person.  Conclusion:  You  have 
special  concerns.  The  proposition  is  true.  The  deduction 
is  valid. 

So  you  are  an  "oldster”  and  you  have  become  entitled 
to  a senior  citizen’s  discount.  By  virtue  of  what?  What  in 
the  world  does  being  sixty-five  have  to  do  with  need  or 
deserving  of  a discount?  Implicit  in  the  very  idea  is  that 
age  must  be  some  kind  of  a deficiency  disease.  And 
some  folk  might  take  offense  at  being  considered 
objects  of  charity. 

Hospitals  go  along  with  other  agencies  in  a regressive 
trend  toward  generalizings.  People  who  are  most 
passionately  and  vociferously  opposed  to  discrimination 
are  often  the  worst  offenders.  (Remember  the  sweetly 
insulting  project  called  affirmative  action?) 

Pity  the  admission  clerk.  A sixty-four-year-old  pagan 
half-breed  Navajo  comes  in  with  possible  cancer  of  the 
From:  4910  North  44th  Street,  Phoenix,  Arizona  85014. 
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prostate.  Shall  he  be  transported  halfway  to  the  India 
Hospital?  Or  might  we  bless  ourselves  and  admit  him  toi 
Baptist  or  a Lutheran  establishment?  Does  he  belong  o 
the  surgical  ward  or  in  the  urology  wing  or  on  th 
oncology  unit?  No;  tomorrow  is  his  birthday  and  he  wi, 
be  transferred  to  geriatrics,  and  the  Jewish  LPN  will  serv 
him  a geriatric  egg  for  breakfast. 

Depersonalized,  he  will  be  herded  into  one  or  sever., 
of  those  puerile  programs  which  hospitals  publicize  wit 
pretentious  slogans  and  self-praise.  Generalizations  ca 
swaddle  a person  so  completely  that  his  individu, 
features  are  no  longer  envisaged  or  remembered — eve 
by  himself.  This  is  how  we  nudge  a patient  towar 
disorientation  and  delirium. 

Geriatrics  constitutes  only  one  of  many  examples  ( 
compartmentalization  at  the  cost  of  identity, 
psychiatrist  lists  himself  as  dealing  with  childret 
adolescents,  young  adults,  adults  and  older  adults.  Le: 
that  might  not  quite  cover  the  spectrum,  he  adc 
married  and  unmarried  couples  and  those  who  ar 
divorcing. 

Whatever  the  excuses  (and  they  almost  always  prov 
to  be  economic),  generalizations  tend  to  be  patronizing 
In  our  complex  society  individuals  do  have  to  rely  o 
professional  services.  People  also  find  themselves  in  th 
audience  or  as  passengers  or  otherwise  somewhi 
dependent.  Nowhere  is  the  we-they  distinction  mor 
condescending  than  in  the  clinic  or  the  courtroom  c 


le  church,  or  in  the  office  of  the  doctor  or  the  lawyer  or 
le  bureaucrat.  Father  Emmett,  who  founded  St. 
lonica’s  Hospital  (now  Memorial)  wrote  a touching 
ook,  but  he  entitled  it,  "People's  Padre.”  Padre?  How 
resumptuously  arrogant  can  one  be! 

Doctors  often  fail  to  recognize  our  own  hypocrisy.  We 
ly  that  we  are  putting  the  patient  at  ease  by  calling  him 
y his  first  name.  Not  so.  We  are  putting  ourselves  at  ease 
y demonstrating  our  control  of  the  situation.  We'd  feel 
moyed,  actually  threatened,  if  a patient's  or  a nurse's 
■ply  failed  to  include  our  full  title. 

That  reassurance  of  control  is  extremely  important  but 
?ldom  acknowledged.  In  earlier  times  the  leper  carried 
warning  bell;  the  slave  and  the  criminal  were 
igmatized,  literally  branded;  the  European  Jew  wore 
I arm  band.  We  put  down  the  individual  by  delineating 
s group  in  derogatory  terms;  the  rich  doctor,  the 
ooked  lawyer,  the  loan  shark,  women  drivers,  the 
jmb  blonde,  the  mentally  ill,  the  movie-going  public, 
le  bleeding  hearts,  the  lunatic  fringe,  the  womanizer, 
le  alcoholic,  the  idle  housewife,  the  senior  citizen, 
ow  much  easier  it  is  to  think  of  labels  which  are 
^meaning! 

Do  you  question  this  insistence  on  control?  Try 
?ckling  or  even  joking  with  an  auctioneer  or  a 
ofessional  entertainer,  especially  a comedian.  You  will 
? clawed  to  death.  Unless  the  applicant  agrees  to  jump 
D and  down  and  squeal,  he  will  be  excluded  from  the 
ime  show.  You,  the  viewer,  ought  not  laugh  or  clap 
itil  they  turn  on  the  hilarity  machine  or  hold  up  the 
le.  Applause.  Have  you  listened  to  the  droning 
ctation  of  the  doctor,  padding  his  report  to  pacify 
ose  witless  committees  to  which  he  has  let  himself 
?come  accountable? 

Medicine  as  science  has  brought  under  progressively 
irrowing  control  the  plagues  and  famines  of  mankind, 
number  of  more  or  less  acute  diseases  can  now  be 
2ated  with  chemicals  or  even  surgically.  So  the 
mdulum  swings  over  toward  the  "functional”  part  of 
e spectrum.  This  essay  is  not  heresy,  is  not  meant  to  be 
I objection  to  the  current  emphasis  on  psychosomatic 
edicine.  It  is  just  a gentle  caveat  about  our  priorities 
id  our  qualifications. 

Varying  portions  of  greed  and  grandiosity  and  naivete 
e enticing  us  to  try  to  be — or  posture  as — all  things  to 
I people.  The  term,  holistic,  is  suspect.  Hospitals  and 
dividual  physicians  pay  homage  to  the  "medical 
odel”  and  then  advertise  marriage  and  sex  therapies, 
isure  counseling  and  stress  reduction,  and  group 
ograms  for  everything  from  "birthing”  to  "parenting” 
coping  with  death.  Hundreds  of  doctors  are  listed  as 
igaging  in  Family  Practice.  No;  there  is  no  such  thing  as 
family  which  can  be  examined  scientifically  and 
sated.  The  physician  risks  losing  contact  with  his 
itient  when  he  scurries  around,  trying  to  put  the  blood 
essure  cuff  on  his  relations’  !ps. 

To  put  it  tritely,  we  can't  have  it  both  ways.  Any 
lationship,  as  such,  is  an  abstraction.  Whenever 
edicine  in  general  and  psychiatry  in  particular  become 


too  preoccupied  with  abstractions,  we  default  that 
special  deference  which  we  used  to  command  as 
scientists.  An  intelligent  layman  is  appalled  at  the 
bromides  and  platitudes  being  dispensed  by  self- 
proclaimed  experts  on  relationships.  A lot  of  the  ill- 
feeling  toward  all  professions,  especially  the  medical,  is  a 
reaction  to  attitudes  and  practices  which  are 
patronizing. 

At  the  moment  my  peace  of  mind  will  be  improved 
when  my  Cadillac  is  running  properly.  The  mechanic  is 
not  invited  to  question  my  need  of  that  status  symbol. 
Nor  do  I want  group  therapy  in  which  to  "share” 
experiences  with  malfunctioning  cars  or  “get  in  touch 
with  my  feelings”  on  the  subject.  I do  not  need 
assertiveness  training  to  tell  the  mechanic  just  to  fix  the 
damn  thing! 

So  with  our  patients.  They  want  us  to  do  first  what  we 
are  trained  to  do:  get  their  systems  into  top  running 
order.  A person  who  is  feeling  good  can  usually  take 
care  of  his  own  social  and  psychological  and  spiritual 
concerns.  Suppose  he  is  smoking  or  drinking  too  much 
or  having  an  affair  or  pursuing  some  seemingly  self- 
destructive course.  The  mature  physician  will  sense 
when  such  a patient  is  not  ready  to  reason  or  to  be 
reasonable.  It  takes  tact  and  journeyman  discipline  to 
wait:  The  patient  will  let  you  know  if  he  wants  you  to 
assume  the  role  of  priest  or  judge  or  psychologist  or 
friend. 

Within  the  limits  of  our  qualifications  and  license  we 
should  make  ourselves  available  in  these  various 
capacities.  But  we  are  not  yet  the  doctor-heroes  of 
television,  intruding  uninvited  into  the  private  lives  of 
our  patients. 

Whenever  we  do  assume  a paternal  role,  we  impose 
on  the  individual  a corresponding  set  of  expectations. 
Besides  paying  his  bill  he  has  to  be  a "good”  patient, 
docile  and  compliant,  respectful  in  manner  and  effusive 
in  gratitude,  rationalizing  and  apologetic  for  his 
shortcomings. 

In  every  other  relationship  a person  is  never  quitefree 
of  that  strain:  Something  is  expected  of  him;  he  must 
struggle  to  live  up  to  his  own  standards  and  those  of  his 
position;  he  must  be  self-sacrificing  and  vigilant  lest 
somehow  he  will  be  a disappointment  and  lose  face. 
From  everyone  who  cares  about  him  or  is  in  authority 
(horrible  word),  he  has  had  to  listen  tothose  asinine  little 
sermons  about  quitting  cigarettes  and  cutting  down  his 
drinking  and  losing  ten  or  fifteen  pounds  and  beginning 
calisthenics  and  finding  a hobby  and  "communicating” 
with  his  spouse  and  children. 

When  we  get  too  self-important  or  narcissistic,  we  are 
disposed  to  make  a patient  feel  personally  accountable 
to  us.  The  inescapable  consequence  is  ambivalence,  and 
we  defeat  the  unique  purpose  and  value  of  our 
profession. 

Unless  a patient  conveys  a clear  need  and  wish  for  a 
counselor  or  for  some  complicated  surrogate  relation- 
ship, we  might  wisely  suppose  that  he  wants  us  to  mind 
our  own  business  and  just  be  his  doctor. 
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Figure  1 

Early  anterior  image  shows  defect  (arrow)  in  right  lobe  of  liver. 
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Case  History 

A teenager  was  kicked  by  a mule.  He  had  pain  in  th( 
right  upper  abdomen,  with  a bruise  over  the  area.  / 
nuclear  medicine  scan  of  the  liver  (Figure  1)  showed  ; 
defect  in  the  right  lobe.  Late  images  showed  the  biliar; 
tree,  and  filling  in  of  the  defect.  (Figure  2). 

What  kind  of  scan  was  done? 

What  is  the  defect  (arrow)  on  the  first  scan? 

Why  does  the  defect  fill  in  on  the  late  images? 


From:  Scottsdale  Memorial  Hospital,  Departments  of  Diagnostic 
Radiology  (C)S,  JML)  and  Pediatrics  (SS),  7400  East  Osborn  Road 
Scottsdale,  Arizona  85251. 


Continued  on  page  65J 


Figure  2 

Late  image  shows  filling  in  of  defect  with  radionuclide  (arrow) 
and  excretion  of  radionuclide  into  bowel  (double  arrows). 


A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 

“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”^  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  rehef . . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  rehef,  let  Rufen  show 
you  how  it  measures  up. 


When  mild 
to  moderate  pain 
is  a side  effect 
of  “Fitness” 

RUFEN 

(ibuprofen) 

measures  up... 
at  a reasonable 
cost! 


® 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summary  of  prescribing 


Measure 

RUFEN 

(ibuprofen) 

agEiinst  “standard” 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters.”^ 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.^ 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain. . .during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors...”^ 


Measure 

RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


RUFEN 

Acetaminophen  + codeine  combinatioi 

• single-entity,  peripheral- 
acting analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery;  possible  respira 
tory  depression  with  alcohol,  tranquil 
izers,  other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in  a 
modern  NSAID 
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And  Ruferf  Measures  Up  Best 


RUFEN®  (ibuprofen)  Tkblets 

I^NDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  add  in  the  long-term  management  of  these  diseases  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea. 

CONTRAINDICATIONS:  Patients  hypersensitive  to  Ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS), 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established  Rufen  should  be  given  under  close  supenhsion  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS,  , V 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted.  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding  ^ h a 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with  Rufen;  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen.  i 

DRUG  INTERACTION:  Coumarm-type  anticoagulants  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants 

Aspltin  Concomitant  use  may  decrease  Rufen  blood  levels,  j 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers,  ] 

ADVERSE  REACTIONS.  Incidence  greater  than  1%.  Gastrointestinal:  The  most  freguent  adverse  reaction  is  gastrointestinal  (4  to  16%).  Includes  nausea*  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System:  dizziness*,  headache,  nervousness.  Dermatologic  rash*  j 

(jnciuding  maculopapular  type),  pruritus.  Special  Senses:  tinnitus.  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS). 
Inci06nc6  3%  to  9%  i 

Incidence  less  than  1 in  100.  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena.  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence,  aseptic  meningitis  witb  fever  and  coma.  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme.  Stevens-Johnson  syndrome  and  alopecia  Special  Senses  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  [see  PRECAUTIONS],  Hematologic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive),  : 
thrombocytopenia  with  or  without  purpura  eosinophilia,  decreases  ih  hemoglobin  and  hematocrit.  Cardiovascular:  congestive  heart  failure  In  patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Allergic: ' 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  (unction,  . 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis.  ^ 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis.  Central  Nervous  System,  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses:  coniunctivitis,  diplopia,  optic  neuritis  Hematologic:  bleeding  episodes.  Allergic:  serum  sickness,  lupus  erythematosus  syndrome.  Henoch-Schonlein  vasculitis.  Endocrine:  ' 

gynecomastia,  hypoglycemia  Cardiovascular  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal  renal  papillary  necrosis, 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied,  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit,  j 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthritis,  including  flareups  of  chronic  disease:  Suggested  dosage  400  mg  t.i.d  or  q i d 
Dysmenorrhea:  400  mg  every  4 hours  as  necessary 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain  Do  not  exceed  2,400  tng  perday. 

CAUTION:  Federal  law  prohibits  dispensing  wltbout  prescription. 
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iswer: 

Deration  of  the  liver 

e leakage  into  the  laceration  on  hepatobiliary  scan 

Hepatobiliary  scanning  is  quickly  gaining  acceptance 
the  primary  modality  in  evaluation  of  acute  chole- 
titis.  However,  its  applications  are  more  extensive, 
ditional  sulfur  colloid  liver  scans  image  the  hepatic 
jenchyma,  since  the  radionuclide  is  taken  up  by  the 
iculoendothelial  cells.  Hepatobiliary  agents  are 
Itabolized  in  a similar  manner  to  bilirubin;  therefore 
h the  parenchyma  and  biliary  system  are  imaged  with 
'se  agents.  Morphologic  detail  of  the  liver  during  the 
oatocyte  phase  of  the  scan  is  equal  to  that  seen  with 
ur  colloid.  This  makes  hepatobiliary  scanning  useful 
[rauma.  Hepatic  hematomas  and  lacerations  can  be 
jected  with  accuracy  equal  to  that  of  colloid  scans. 
;ce  hepatobiliary  agents  are  processed  by  the 
j)atocytes  and  excreted  into  the  biliary  tree, 
mption  of  bile  ducts  is  also  demonstrable  by  this 
Onique. 

|he  hepatocellular  phase  of  the  scan  on  our  patient 
inonstrates  a large  “cold”  area  in  the  right  lobe  of  the 


liver.  (Figure  1).  Such  areas  of  decreased  uptake  of 
radionuclide  can  be  seen  in  metastases  or  primary 
hepatic  tumors.  However,  in  a young  patient  with  a 
history  of  trauma,  this  most  likely  represents  a laceration 
or  localized  hematoma.  On  the  delayed  scan  (Figure  2), 
the  cold  defect  produced  by  the  laceration  fills  in  with 
radionuclide.  This  indicates  extravasation  of  radio- 
nuclide, and,  by  implication,  bile  leakage  into  the 
laceration.  This  information  is  important  in  the  clinical 
management  of  individuals  suffering  hepatic  trauma, 
since  bile  leakage  may  lead  to  delayed  hemorrhage, 
infected  biloma  and/or  bile  peritonitis. 

Hepatobiliary  scanning  provides  information  equal  to 
the  sulfur  colloid  scan  in  demonstrating  the  hepatic 
parenchyma,  and  has  the  additional  benefit  of  imaging 
the  biliary  tree.  This  makes  the  examination  valuable  in 
assessing  hepatic  integrity  after  trauma. 
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Abstract 

One  hundred  and  forty-six  patients  with  a median  age 
of  76  were  treated  by  endoprosthetic  hemiarthroplasty 
between  1975  and  1980.  Eighty-three  percent  of  patients 
had  significant  medical  problems  that  made  them  a poor 
risk  for  a possible  second  operation.  In  ten  patients,  the 
prosthesis  was  placed  for  avascular  necrosis  and  an 
additional  nine  fractures  were  termed  pathologic.  The 
remainder  were  displaced  acute  fractures. 

The  six  month  mortality  was  twenty-five  percent. 
Good  pain  relief  was  obtained  in  sixty-five  percent. 
Seventy-one  percent  were  ambulatory  postoperatively, 
compared  with  eighty-six  percent  preoperatively. 
Twenty-five  percent  of  patients  developed  joint  space 
narrowing,  but  only  seven  percent  were  revised  to  a 
total  hip  arthroplasty. 

Medical  complications  occurred  in  sixty-five  percent 
of  patients,  and  surgical  complications  in  nineteen 
percent.  Forty-five  percent  of  patients  with  a surgical 
complication  survived  less  than  six  months. 

Key  Words:  Hemiarthroplasty,  endoprosthesis 

femoral  neck  fracture,  bilateral  hemiarthroplasty  as  a 
single  procedure. 


From:  Phoenix  Orthopedic  Residency  Training  Program.  Cor- 
respondence to:  James  W.  Pritchett,  M.D.,  1806  East  Lane  Avenue, 
Phoenix,  Arizona  85020. 


Table  1 

Associated  Medical  Conditions 

# 

% 

Atherosclerotic  Cardiovascular 
Disease 

57 

39 

Mental  Incompetence 

44 

31 

Chronic  Obstructive 
Pulmonary  Disease 

26 

18 

Neoplasia 

21 

14 

Diabetes  & Other  Endocrine 
Disorders 

15 

10 

Cerebrovascular  Disease 

13 

9 

Gastrointestinal-Liver  Disease 

8 

6 

Urinary  Tract  Infection 

6 

4 

Seizure  Disorders 

5 

3 

Parkinson’s  Disease 

5 

3 

Bladder  Outlet  Obstruction 

3 

2 

Rheumatoid  Arthritis 

2 

1 

Temporal  Arteritis 

1 

1 

Ankylosing  Spondylitis 

1 

1 

Introduction  j 

On  September  28,  1940,  Austin  Talley  Moore,  M.j 
replaced  the  proximal  one  half  of  the  right  femur  iri 
fifty-two  year  old  black  male  with  a vitallium  prosthel 
fashioned  by  Dr.  Harold  R.  Bohiman.  The  operation 
performed  in  preference  to  amputation  for  a recurrei 
questionably  malignant  tumor  in  the  intertrochante^ 
region.* 

Prior  to  his  death  in  1963,  Austin  Moore  perform^ 
hemiarthroplasties  in  over  350  patients.  He  developi] 
the  self-locking  prosthesis  in  1949,  and  used  it  for  acil 
fractures,  nonunions,  avascular  necrosis,  arl 
osteoarthritis.^  I 

We  have  reviewed  the  experience  in  146  patients  wf 
underwent  endoprosthetic  hemiarthroplasty  ■ 
Maricopa  Medical  Center  between  the  years  1975  ap 
1980.  Of  these,  109  patients  survived  at  least  six  montl' 
and  meaningful  follow-up  data  was  available.  The  lengi 
of  the  follow-up  ranged  from  six  months,  to  four  yea] 
and  six  months  (average  20  months).  j 

Selection  of  Patients 

In  our  series,  the  median  age  was  76  years  (range  35-S 
average  75.15  years).  Ninety-four  (64%)  fractur 
occurred  in  women  and  fifty-two  (36%)  occurred 
men.  Seventy-five  fractures  occurred  in  the  left  fern 
and  seventy-one  in  the  right.  ' 

Associated  Medical  Conditions  , 

One  hundred  twenty-one  patients  (83%)  had  previo! 
documentation  of  significant  medical  conditions.  (Tab 
1)  Forty-one  percent  of  patients  undergoir 
hemiarthroplasty  resided  in  a nursing  home  prior  ' 
hospital  admission.  An  average  delay  of  2.5  da' 
between  the  injury  and  operation  reflects  the  tin 
necessary  to  evaluate  and  treat  the  many  medid 
problems  in  this  elderly  group  of  patients. 

Associated  Hip  Disease 

Associated  hip  disease  was  present  in  two  thirds  of  tf 
patients.  Significant  osteoporosis  was  present  in  fif' 
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Figure  1-A 

;hty-seven  year  old  male  with  simultaneous  displaced 
ictures  of  both  femoral  necks. 

itients  (34%).  This  is  reflected  in  the  fact  that  sixty-four 
4%)  fractures  were  the  result  of  a minor  fall  and  nine 
%)  were  spontaneous.  Degenerative  changes  were 
esent  in  eighteen  (12%)  patients,  two  had  rheumatoid 
thritis,  two  had  chondrocalcinosis,  and  one  patient 
id  ankylosing  spondylitis.  Six  patients  had  a previous 
)en  reduction  on  the  hip  undergoing  prosthetic 
placement.  Two  patients  had  contractures  requiring 
lease. 

isociated  Contralateral  Hip  Disease 

Thirty-three  (23%)  patients  had  contralateral  hip 
sease.  Thirteen  had  symptomatic  degenerative  joint 
sease,  eleven  had  a previous  open  reduction  and 
ternal  fixation,  and  seven  had  a previous 
jmiarthroplasty.  Five  patients  had  subsequent 
mtralateral  hip  fractures  during  the  follow-up  period, 
ne  patient  had  bilateral  femoral  neck  fractures  on 
esentation. 
ise  Report 

An  eighty-seven  year-old  white  man  was  a good 
nbulator  and  in  apparent  good  health  until  March  1, 
78  when  he  stumbled  at  home  and  fell.  He  complained 
pain  in  both  hipsand  could  not  ambulate  after  the  fall, 
Jt  no  other  injury  was  noted.  He  presented  to 
aricopa  Medical  Center  where  a radiograph  of  his 
?lvis  demonstrated  bilateral  displaced  subcapital 
mur  fractures.  (Figure  1-A). 

The  next  day  the  patient  underwent  bilateral 
imented  hemiarthroplasty  as  a single  procedure, 
igure  1-B).  Cemented  Eftekar  prostheses  were 
eferred  after  trial  uncemented  Austin-Moore 
ostheses  were  found  to  be  loose  in  the  femoral  canals, 
le  operative  time  was  two  hours  and  forty  minutes 
eluding  change-over  and  redraping  between 
)erations. 

The  postoperative  course  was  unremarkable  and  the 
itient  was  discharged  from  the  hospital  on  the 
'entieth  postoperative  day  ambulatory  with  a walker, 
entually  the  patient  progressed  to  a single  cane  for 


Figure  IB 

Postoperative  film  after  bilateral  cemented  hemiarthroplasty 
as  a single  procedure. 

support  and  expired  with  a myocardial  infarction  three 
years  postoperatively. 

Activity  Status 

Twenty  patients  in  this  series  were  not  ambulatory 
preoperatively.  Thirteen  patients  had  severe  restriction, 
and  thirty-eight  had  mild  or  moderate  restriction. 
Seventy-two  (50%)  had  no  restrictions. 

Of  the  forty-two  patients  who  had  used  assistive 
devices  for  ambulation  before  operation,  19  had 
walkers,  14  had  canes,  and  nine  needed  another  person 
to  assist  them  or  walked  behind  wheelchairs. 

Characteristics  of  the  Fracture 

Nine  fractures  (6%)  were  pathologic  and  ten 
prostheses  were  placed  for  avascular  necrosis  already 
there  at  the  time  of  presentation.  One  fracture  was 
intertrochanteric. 

Of  the  remaining  126  fractures:  eighty-seven  (69%) 
were  subcapital,  twenty-eight  (22%)  were  transcerval, 
and  eleven  (9%)  were  basilar.  All  fractures  were 
displaced,  and  one-third  were  comminuted. 

Results 

One  hundred  twenty-five  (86%)  patients  were  treated 
with  an  uncemented  Moore  prosthesis.  In  eighteen 
patients  the  trial  prosthesis  was  loose  and 
Methylmethacrylate  was  added  to  achieve  additional 
fixation.  Fifteen  patients  with  cemented  hemi- 
arthroplasties had  an  Eftekhar  prosthesis  and  three  a 
Moore.  In  one  patient  the  trial  Moore  prosthesis  could 
not  be  fully  impacted  into  the  femur  and  an 
uncemented  Eftekhar  prosthesis  was  successfully 
placed. 

The  average  surgical  time  was  sixty-five  minutes  with 
an  average  blood  loss  of  350  cc.  The  posterior  approach 
was  used  in  all  cases.  Abduction  pillows  were  used 
during  the  hospital  stay,  but  physical  therapy  with  full 
weight  bearing  was  encouraged.  The  average  length  of 
hospitalization  was  25  days.  Seventy-four  patients  (62%) 
were  discharged  to  nursing  homes.  Twenty-three 
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patients  who  had  not  required  a nursing  home  prior  to 
admission  did  so  at  discharge. 

Pain 

Of  109  patients  surviving  at  least  six  months,  (mean 
follow-up  twenty  months),  sixty-six  (60%)  had  no  pain, 
and  five  had  minimal  pain.  Twenty-five  had  moderate 
pain,  and  five  had  severe  pain.  Eight  additional  patients 
required  revision  to  a total  hip  arthroplasty. 

Thirty-four  (31%)  patients  required  medication  for 
pain.  Twelve  of  the  patients  with  no  or  minimal  pain,  and 
one  of  the  revisions  to  a total  hip  had  a cemented 
hemiarthroplasty. 

Ambulation 

Medical  factors  contributed  to  rehabilitation 
difficulties  in  forty-four  patients.  Thirty-one  patients 
(29%)  were  nonambulatory,  twelve  ambulated  only  with 
assistance.  Forty-three  patients  used  a walker  and  twelve 
a cane.  Only  eleven  (10%)  patients  were  independent. 
Medical  Complications 

Of  146  patients,  ninety-five  (65%)  had  medical 
complications  (Table  2).  Clinical  deep  venous 
thrombosis  was  diagnosed  in  one  patient,  and  five 
additional  patients  had  pulmonary  emboli.  Urinary  tract 
infections  occurred  in  twenty-eight  (19%)  patients,  all  of 
whom  had  catheters.  Pulmonary  complications 
developed  in  seventeen  (12%)  patients,  gastrointestinal 
in  fifteen  (10%),  and  cardiac  complications  in  eleven 
patients.  Nine  patients  had  decubitus  ulcers  develop, 
four  had  strokes,  two  had  renal  failure,  two  developed 
urinary  retention,  and  one  patient  developed  an  acute 
psychosis. 

Surgical  Complications 

Twenty-eight  (19%)  surgical  complications  occurred 
in  twenty-seven  patients.  (Table  3).  Two  complications 
(one  fracture  and  one  dislocation)  occurred  in  the 
cemented  group.  Thus,  the  rate  of  complication  is 
similar.  The  overall  infection  rate  was  7.5%.  Seven 
patients  (4.8%)  had  deep  wound  infections.  All  patients 
with  deep  wound  infections  had  operative  debride- 
ment, and  the  prosthesis  was  ultimately  removed  in  six 
cases.  Six  patients  died  within  three  months  of  the 
diagnosis  of  their  infection. 

All  four  patients  with  superficial  wound  infections 
responded  to  wound  care  and  antibiotics,  and  none 
required  removal  of  the  prosthesis. 

Dislocation  of  the  prosthesis  occurred  in  seven 
patients  (4.8%).  In  three  cases,  reduction  with  sedation 
produced  a good  result.  In  two  cases  revision  was 
required,  one  of  which  was  to  a bipolar  prosthesis.  One 
patient  died  during  the  manipulative  reduction,  and 
another  was  left  with  a chronic  dislocation. 

Fractures 

Ten  patients  (6.8%)  suffered  additional  fractures  to 
their  ipsilateral  femur.  Three  of  these  were  below  the 
prosthesis,  and  two  were  then  treated  with  revision  to  a 
long  stem  prosthesis  in  one  instance  with  total  joint 
replacement.  One  fracture  below  the  prosthesis  was 
treated  in  traction. 

Seven  fractures  occurred  around  the  prosthesis,  and 
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Table  2 

Medical  Complications 

Urinary  Tract  Infection 

28 

19% 

Pulmonary 

17 

12% 

Gastrointestinal 

15 

10% 

Cardiac 

11 

8% 

Decubitus  Ulcers 

9 

6% 

Pulmonary  Emboli 

5 

Cerebrovascular 

4 

Renal 

2 

Urinary  Retention 

2 

Deep  Venous  Thrombosis 

1 

Acute  Psychosis 

1 

Total 

95 

65% 

Table  3 

Surgical  Complications 


Deep  Wound  Infection 

7 

4.8% 

Superficial  Wound  Infection 

4 

2.7% 

Total  Infection  Rate 

11 

7.5% 

Dislocations 

7 

4.8% 

Closed  Reduction  Successful 

3 

Revision 

2 

Died  with  Reduction 

1 

Chronic  Dislocation 

1 

Table  4 

Complications — Death 


Died  During  Hospitalization 

26 

18%  1 

Died  Within  Three  Months 

29 

20% 

Died  Within  Six  Months 

37 

25% 

Died  Within  One  Year 

45 

31%  : 

Died  Within  Two  Years 

53 

36%  i 

Died  Within  Four  Years 

65 

45%  i 

Table  5 

Roentgenograms 


Criteria  for  Loosening 

1.  Radiolucency  Around  the  Prosthesis 

2.  Sclerosis  at  the  Tip  of  the  Prosthesis 

3.  Cement  Fracture 

4.  Distal  Migration  at  the  Calcar 


Cemented 

Uncemented 

Total 

Percent 

Loosening 

2 

11 

13 

12 

Acetabular 

Protrusion 

1 

4 

5 

3 

Varus 

Positioning 

5 

32 

37 

25 

Fractures 

1 

9 

10 

6.8 

Joint  Space 
Narrowing 

4 

23 

27 

25 

)ur  of  these  were  treated  with  protected  weight- 
earing.  Two  were  treated  in  traction,  and  one  with  a 
ligh  lacer. 

Three  fractures  occurred  during  the  operative 
rocedure.  Four  occurred  within  three  months  of 
peration,  and  three  occurred  after  more  than  six 
lonths. 

All  three  patients  treated  in  traction  died  within  three 
lonths  of  their  fracture.  One  patient  treated 
peratively,  died  from  the  operative  procedure.  Three 
atients  died  later  from  unrelated  causes,  and  three 
jmain  alive. 

'eaths 

Twenty-six  (18%)  patients  died  during  the 
ospitalization.  (Table  4).  Three  additional  patients 
jrvived  less  than  ninety  days,  and  eight  more,  less  than 
X months.  Thus,  109  (74%)  were  available  for  six  month 
)llow-up.  A total  of  forty-five  patients  were  dead  within 
ne  year  of  operation,  fifty-three  within  two  years,  and 
xty-five  within  four  years.  Thus,  45%  of  146  operated 
atients  could  be  documented  as  deceased, 
ause  of  Death 

Twenty-two  patients  succumbed  to  respiratory  illness, 
fteen  to  cardiovascular  disease,  seven  to  neoplasms,  six 
) strokes,  and  one  to  a gastrointestinal  bleed. 

Twelve  deaths  (20%)  were  from  sepsis,  six  of  which 
ere  from  deep  wound  infections.  Two  patients 
eveloped  fatal  pulmonary  emboli. 

oentgenograms 

Roentgenograms  made  an  average  of  eighteen 
lonths  after  operation  in  109  patients,  showed  evidence 
F loosening  in  thirteen  (12%)  patients.  (Table  5).  A 
fference  in  loosening  was  not  documented  between 
?mented  and  uncemented  prostheses. 

Only  five  patients  had  definite  signs  of  acetabular 
"otrusion.  Only  one  patient  with  protrusion  had 
sabling  symptoms,  and  pain  was  no  worse  in  those 
Jtients  with  radiographic  evidence  of  loosening. 
Radiographic  joint  space  narrowing  occurred  in 
i/enty-seven  (25%)  compared  to  the  contralateral  side, 
tere  was  no  direct  correlation  of  this  radiographic 
nding  with  clinical  symptoms.  The  use  of  a cemented 
'osthesis  did  not  alter  the  frequency  of  this  occurrence. 
Varus  positioning  of  the  prosthesis  was  present  in 
lirty-seven  (25%)  patients  but  was  not  associated  with 
1 increased  rate  of  complication, 
iscussion 

The  results  and  complications  do  not  differ 
gnificantly  from  many  other  investigators.^"®  Clinical 
id  radiographic  differences  between  the  cemented 
id  uncemented  hemiarthroplasties  were  not  seen  in 
lis  series.  The  fact  that  just  fifty-nine  percent  of  our 
atients  ever  ambulated  postoperatively  without 
sistance  and  that  no  patient  under  sixty  ever  became  a 
aod  ambulator  may  be  important  in  this  finding.  The 
lemma  of  cemented  versus  uncemented  hemi- 
throplasty  remains  unsolved  in  the  literature.®'®  The 
fditional  operating  time  and  expense  as  well  as  the 


inherent  difficulties  that  might  arise  in  eradicating  the 
cement  should  infection,  fracture,  or  need  occur  for 
revision  surgery,  do  not  justify  the  routine  useof  cement 
in  our  patients. 

The  incidence  of  fracture  at  surgery  and 
postoperatively  was  similar  in  our  patients  to  those 
reported  by  others.®"®  Although  some  authors  have 
reported  successful  results  with  traction  for  this 
complication  our  patients  all  died  within  three  months 
of  their  fracture  when  this  method  was  used  and  more 
ambulatory  methods  seemed  preferable.®"® 

Simultaneous,  bilateral  femoral  neck  fractures  are 
extremely  uncommon.  In  eight  of  nine  previously 
reported  and  our  one  case,  the  patients  were  men.^ 
Most  cases  have  occurred  in  young  patients  with 
seizures  or  major  trauma,  but  our  one  patient  was 
elderly  (age  87)  and  had  only  minor  trauma.  Delay  in 
diagnosis  is  not  uncommon.  Previous  investigators  have 
generally  reported  fixation  of  one  fracture  at  a time,  but 
one  instance  of  bilateral  Knowles  pinning  was 
successfully  accomplished  under  one  anesthetic.^  Our 
patient  is  to  our  knowledge  the  first  reported  to  undergo 
bilateral  hemiarthroplasty  under  a single  anesthetic  for 
simultaneous  bilateral  femoral  neck  fractures. 
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Drug  Use  Trends  in  Phoenix,  Arizona: 
June  1982  Report  to  the  NIDA-CCG 


Deborah  L.  Rhoads,  Ph.D. 


Heroin 

Ali  indicators  point  to  a stabiiized  level 
of  heroin  use  in  the  Phoenix  SMSA. 
Treatment  admissions  remain  at  basically 
the  same  level  since  early  1980.  Following 
a brief  upsurge  in  early  1981,  emergency 
room  mentions  returned  to  their  earlier 
level.  Heroin-related  deaths  have 
remained  low  and  stable  since  1977. 
Concurrently,  the  purity  of  Mexican 
brown  heroin  has  stabilized  at  around 
three  percent  (.22  - 16%),  while  price 
remains  fixed  at  $50  per  gram.  The 
CODAMA  outreach  worker  reports  that 
available  heroin  is  of  very  poor  quality 
and  the  Drug  Enforcement  Administra- 
tion states  that  they  are  seeing  no  white 
heroin  at  all  in  the  Phoenix  area.  DEA 
reports  total  purchases  and  seizures  of  64 
ounces,  3 grams  during  the  period  of 
January  1981  through  April  1982.  In  a 
special  analysis,  five  of  these  seizures 
were  found  to  be  high  in  monoacetyl- 
morphine  (1.1  - 36%).  This  is  a significant 
finding  because  heroin  purity  is  usually 
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gauged  using  diacetylmorphine.  Of  the 
32  heroin  dealers  intercepted  during  this 
same  time  period,  23  were  Mexican,  four 
were  Black,  and  five  were  Anglo.  Thirty  of 
the  dealers  were  male  and  two  were 
female.  The  Phoenix  Police  Department 
seized  or  purchased  four  pounds  of 
heroin  in  1981,  compared  to  three 
pounds  in  1980.  They  found  heroin  being 
sold  on  the  street  as  balloons  containing 
1/8  ounce,  with  purity  less  than  3%, 
priced  at  $150. 

Clients  entering  heroin  treatment 
during  the  first  five  months  of  1982  were 
predominantly  male  (67%)  with  a four 
percentage  point  increase  in  females 
since  early  1981.  There  were  very  few 
differences  in  the  characteristics  of  the 
males  and  females.  Ages  ranged  from  17 
to  52,  with  an  average  age  of  31  for  the 
males  and  29  for  the  females.  Of  the 
males,  59%  were  White,  31%  Hispanic,  9% 
Black  and  1%  American  Indian.  The 
females  were  more  likely  to  be  White 
(67%)  and  less  likely  to  be  Hispanic  (27%), 
with  8%  being  Black.  The  majority  of  both 
males  and  females  were  unemployed 
(63%  and  62%,  respectively).  More 
females  than  males  were  working  part- 
time  (12%  versus  5%).  The  average 
education  level  was  12  years  for  males  and 
11  years  for  females.  Average  age  of  first 
use  was  19  for  the  males  and  20  for  the 
females.  Thirty-seven  percent  of  the 
males  and  34%  of  the  females  reported  no 


I 
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prior  admissions  for  treatment.  Forty-f( 
percent  of  the  males  and  42%  of  i 
females  reported  using  heroin  more  th 
once  a day.  There  were  no  differences 
the  number  of  arrests  in  the  previous 
months,  with  both  males  and  fema 
averaging  one  arrest. 

Cocaine 

Cocaine  admissions  for  treatment  h.i 
increased  steadily  since  early  19 
Following  a dramatic  increase  in  ea 
1981,  emergency  room  mentions  app 
to  be  stabilizing  at  the  higher  lev 
Cocaine  ranked  fourth  in  drug-relat 
crisis  episodes  reported  by  Terros  dun 
January  through  May  1982.  Cocaine  a 
quadrupled  its  showing  from  late  1981 
early  1982  in  the  TASC  urinalysis  repo 
A biennual  survey  of  high  school  stude 
conducted  by  the  Phoenix  Newspapt 
Inc.  in  1981  showed  that,  of  students  w 
report  any  drug  use,  17%  reported  use 
heroin,  morphine  or  cocaine.  T 
represents  an  increase  from  13%  in  V. 
and  5%  in  1977.  DEA  reports  thatcocai 
purity  is  remaining  level  at  40%  to  6C 
and  is  selling  for  $2500  to  $4000  per  our 
and  $30,000  to  $45,000  per  pound.  T 
Phoenix  Police  Department  reported; 
arrests  for  sale,  manufacture 
possession  of,  heroin,  opium,  or  cocai 
in  1981.  Arrests  jumped  from  78 
January-June  to  227  in  July-Decemb 
The  CODAMA  outreach  worker  report 
greater  injection  of  cocaine,  and  younj 
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ds  using  cocaine  of  low  quality.  Clients 
itering  cocaine  treatment  during  the 
rst  five  months  of  1982  were 
edominantly  male  (78%).  The  average 
jucational  level  was  12  grades,  with  37% 
porting  more  than  a high  school 
location.  Female  clients  were  slightly 
(unger  than  the  males,  with  a mean  age 
25,  compared  to  28  for  the  males, 
males  were  also  more  likely  to  be  White 
)%  versus  74%  of  males)  and  to  have 
ed  cocaine  five  years  or  less  (67%  versus 
% of  males).  Fourteen  percent  of  male 
caine  clients  were  Black,  but  there 
?re  no  Black  female  clients.  Twelve 
rcent  of  male  clients  were  Hispanic 
mpared  to  17%  of  female  clients, 
nphetamines 

Amphetamines  continue  to  show  a 
;ady  rise  in  treatment  admissions  since 
80.  Emergency  room  mentions  remain 
ble  following  a dramatic  increase  in 
riy  1981.  Amphetamines  rank  seventh 
all  emergency  room  mentions.  DEA 
Dorts  closing  one  methamphetamine 
) since  December  1981.  The  Phoenix 
iwspapers,  Inc.  survey  of  high  school 
idents  found  that,  of  the  students  who 
sorted  any  drug  use,  46%  reported 
ng  amphetamines.  This  represents  an 
:rease  from  28%  in  1979  and  16%  in 
77.  Clients  entering  treatment  for 
iphetamine  use  are  primarily  male 
1%),  with  28%  of  all  clients  18  years  old 
younger.  Average  age  for  male  clients 
’6  and  for  female  clients  is  25.  Seventy- 
percent  of  male  clients  are  White,  11% 
ipanic,  9%  American  Indian  and  2% 
ick.  Eighty-six  percent  of  female  clients 
! White,  7%  are  Hispanic  and  7%  are 
ick.  Forty-three  percent  of  male  clients 
)orted  using  amphetamines  for  five 
jrs  or  less,  compared  to  only  29%  of 
nale  clients.  Amphetamines  ranked 
th  in  Terros  drug-related  crisis 
isodes,  a drop  from  late  1981.  The 
tims  were  primarily  White,  in  their 
■|y  to  mid  twenties  and  evenly  divided 
tween  males  and  females, 
lalants 

freatment  admissions  for  inhalant 
jse  more  than  doubled  from  the  first 
f of  1981  to  the  last  half,  then  doubled 
tin  in  the  first  five  months  of  1982.  This 
rease  is  partially  due  to  more  outreach 
orts  in  inhalant  abuse  and  more 
)grams  accepting  inhalant  abusers  as 
?nts.  Other  indicators,  however,  point 
an  actual  increase  in  inhalant  use. 
ergency  room  mentions  for  paint 
Teased  from  four  in  the  first  half  of  1981 
29  in  the  second  half.  Terros  crisis 
sodes  involving  inhalants  doubled 
m late  1981  to  early  1982.  These  crisis 
tims  were  mainly  males  in  their  mid- 
ns  to  mid-twenties,  with  slightly  more 
panics  than  Whites.  The  Phoenix 
wspapers,  Inc.  survey  of  high  school 
dents  indicated  that,  of  those  students 
o reported  any  drug  use,  16%  were 


using  inhalants.  This  represents  an 
increase  from  12%  in  1979  and  5%  in  1977. 
Clients  entering  treatment  for  inhalant 
abuse  during  the  first  five  months  of  1982 
were  primarily  male  (61%),  but  included 
more  females  (39%)  than  isfound  in  many 
other  drug  categories.  Forty-nine  percent 
of  entering  clients  were  18  years  old  or 
younger.  Females  were  significantly 
younger  than  the  males  with  an  average 
age  of  17,  compared  to  22  for  the  males. 
The  majority  of  both  males  and  females 
were  Hispanic,  72%  and  79%,  respec- 
tively. Seven  percent  of  the  males  and 
11%  of  the  females  were  American 
Indians.  Of  the  males,  72%  reported  using 
inhalants  for  five  years  or  less  and  42% 
reported  using  inhalants  for  two  years  or 
less.  Of  the  females,  89%  had  used 
inhalants  for  five  years  or  less  while  61% 
had  used  for  only  two  years  or  less. 
Other  Drug  Use  Indicators 

Treatment  admissions  for  marijuana 
remain  at  a level  of  about  half  that  seen  in 
early  1981,  with  a stable  pattern  of 
emergency  room  mentions.  However, 
admissions  data  indicates  an  increased 
use  of  hallucinogens,  supported  by 
emergency  room  mentions  for  LSD  which 
increased  from  16  to  22  during  1981.  The 
Phoenix  Newspapers,  Inc.  survey  of  high 
school  students  showed  that,  of  students 
who  reported  any  drug  use,  17%  used 
hallucinogens.  This  represented  an 
increase  from  12%  in  1979  and  5%  in  1977. 
It  should  be  noted,  however,  that  prior  to 
1979,  the  hallucinogen  question  referred 
only  to  LSD  and  was  expanded  in  1979  to 
include  psilocybin,  etc.  Therefore,  some 
of  the  apparent  increase  could  be 
artifactual.  PCP  admissions  for  treatment, 
PCP  emergency  room  mentions  and 
reported  use  of  PCP  by  high  school 
students  indicate  that  its  use  has  stablized 
and  may  even  be  declining. 

Barbiturates  represent  the  number  one 
cause  of  drug-related  crisis  episodes 
reported  by  Terros  during  the  first  five 
months  of  1982,  followed  by  other 
sedatives  and  hypnotics,  hallucinogens, 
cocaine,  tranquilizers  and  ampheta- 
mines. The  majority  of  victims  of 
barbiturate,  other  sedative/hypnotic  and 
tranquilizer  crisis  episodes  were  females, 
with  a significant  number  being  suicide 
attempts.  Males  comprised  the  majority 
of  hallucinogen  and  cocaine  episodes. 
The  CODAMA  outreach  worker  also 
reports  increased  use  of  barbiturates  by 
young  adults  and  adults. 

Urinalysis  reports  from  the  criminal 
justice  diversionary  program  (TASC) 
indicate  a dramatic  increase  from  late 
1981  to  early  1982  in  methadone, 
morphine,  cocaine,  meperidine,  hydro- 
codone,  and  Talwin. 

Turning  now  to  controlled  prescription 
drugs,  the  Arizona  Department  of  Public 
Safety  reports  that  in  1981  Arizona  ranked 
fifth  in  the  nation  in  consumption  of 


controlled  substances  (following  Florida, 
Nevada,  Ohio,  and  Utah).  Arizona  ranked 
third  in  consumption  of  Percodan,  fourth 
in  Pentobarbital,  sixth  in  Demerol, 
seventh  in  morphine,  and  ninth  in  both 
Secobarbital  and  methadone.  Also 
according  to  DPS,  198  persons  were 
arrested  in  1981  for  obtaining  controlled 
prescription  drugs  by  fraud  or  deceit. 
Twenty-five  percent  of  these  persons 
were  medical  professionals.  The  top  five 
controlled  drugs  purchased  from 
wholesalers  in  Arizona  in  1981  were; 
Tylenol  No.  3 and  No.  4,  4,216,000  units; 
Valium  (5  mg  and  10  mg.),  4,201,700  units; 
Percodan,  2,509,640  units;  Percocet, 
1,463,760  units;  Dalmane  (30  mg.), 
1,273,300  units.  These  do  not  include 
purchases  from  wholesalers  outside  the 
state  or  direct  purchases  from  pharma- 
ceutical manufacturers.  Prescription  drug 
thefts  in  Arizona  during  january  through 
April  1982  were  primarily  Percodan, 
followed  by  Valium,  Ritalin,  meperidine 
and  codeine-in-combination. 

Finally,  the  Arizona  legislature  in  its  last 
session  passed  three  bills  which  are 
designed  to  reduce  drug  use,  especially 
by  youth.  HB2052  is  the  “look-alike”  drug 
bill.  Signed  into  law  by  the  Governor,  this 
bill  is  intended  to  outlaw  the  sale  and 
possession  of  legal  stimulants  and  ersatz 
substances  which  are  packaged  to  look 
like  illegal  pharmaceuticals.  HB2093  is  the 
drug  paraphernalia  bill.  Signed  by  the 
Governor  into  law,  this  bill  outlaws  the 
possession,  manufacture,  delivery  and 
advertisement  of  drug  paraphernalia. 
Drug  paraphernalia  under  the  bill  is 
anything  which  the  possessor  intends  to 
use  as  drug  paraphernalia  or  which  could 
be  intended  for  use  by  someone  as  drug 
paraphernalia.  HB2187  was  signed  into 
law  by  the  Governor.  The  bill  makes  it 
illegal  to  hire  a minor  to  transport  or  sell 
dangerous  or  prescription  drugs.  It  also 
makes  it  illegal  to  sell  or  transfer 
dangerous  or  prescription  drugs  to  a 
minor. 

Summary 

To  summarize,  what  the  Phoenix  area  is 
currently  seeing  are  stablized  levels  of 
heroin  use  and  an  apparent  decrease  in 
marijuana  use.  However,  we  are  also 
experiencing  a tremendous  increase  in 
the  use  of  inhalants,  cocaine  and 
amphetamines.  There  are  some  signs  of 
an  increase  in  hallucinogens  but  it  is  too 
early  to  tell  if  this  will  be  a significant 
trend.  Finally,  Arizona  continues  to 
experience  problems  with  the  overuse  of 
controlled  prescription  medicines. 
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Partial  Program 

NOTE:  Upon  arrival  presenters  should  check  the  final  program,  as  dates  and  times  may  vary  from 
this  partial  program. 


Wednesday,  November  10 

3 p.m.  - 7 p.m. 

8 p.m.  - 9 p.m. 

Registration 
Opening  Ceremonies 

Cocktail  Party 

9 p.m. 

Special  Lecture: 

“Guanajuato  and  Mexican  Independence” 
Dinner  to  Follow 

Thursday,  November  11 

7 a.m.  - 1 p.m. 

7 a.m.  - 8 a.m. 

8 a.m.  - 9:30  a.m. 

Registration 

Breakfast  for  Participants 
Symposium 

Mesenteric  Thrombosis 

Felix  Torres  Herrera,  M.D.,  Surgeon,  Guadalajara,  Jalisco 
Donald  Davis,  M.D.,  Surgeon,  Phoenix,  Arizona 
Salvador  Ahued,  M.D.,  Surgeon,  Guadalajara,  Jalisco 
John  G.  McGregor,  Jr.,  M.D.,  Gastroenterologist, 

Tucson,  Arizona 

9:30  a.m.  - 10:30  a.m. 

Special  Lecture 

The  Physician  and  Nuclear  War 

Quito  Osuna  Carr,  M.D.,  Dixon,  New  Mexico 

10:30  a.m.  - 10:50  a.m. 
10:50  a.m.  - 1 :30  p.m. 

Coffee  Break 
Regular  Program 

These  fifteen  minute  presentations  with  five  minutes  for  discussion 

will  be  precisely  timed  , A full  complement  of  Regular  Program  papers 

from  Mexico  will  alternate  with  the  U.S.  papers  in  the  final  program. 

Cerebral  Revascularization 

L.  Philip  Carter,  M.D.,  Phoenix,  Arizona 

Scrotal  Swelling  in  the  Pediatric  Patient— 

A Radiographic  Diagnosis? 

Edgardo  H.  Hernandez,  M.D.,  Phoenix,  Arizona 
Cosmetic  Approach  to  the  Median  Sterotomy  Incision 
Richard  G.  Sanderson,  M.D. 

2Christopher  T.  Maloney,  M.D. 

Joseph  D.  Marco,  M.D. 

Burt  S.  Strug,  M.D. 

Tucson,  Arizona 

Early  Experience  in  Thermography 
E.  Lawrence  Ganter,  M.D.,  Phoenix,  Arizona 

La  Tarde 
7 p.m. 

Social  Program 

Casino  D’Roche 

“Callejoneada”  (Alley  Touring)  and  “Estudiantina  in 
Guanajuato”  (Don  Quijote) 

Friday,  November  12 

7 a.m.  - 8 a.m. 

8 a.m.  - 9:30  a m. 

Breakfast 

Symposium 

The  Care  of  the  Unconscious  Patient 
Herbert  Simonson,  M.D.,  Emergency  Medicine, 

Phoenix,  Arizona 

Jorge  Ochoa  Altamirano,  M.D.,  Neurosurgeon, 
Guadalajara,  Jalisco 

Robert  A.  Baratz,  M.D.,  Anesthesiologist,  Phoenix,  Arizona 
Robert  Flores  Montes,  M.D.,  Internist,  Guadalajara,  Jalisco 
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9:30  a.m.  - 10:30  a.m. 

Special  Lecture: 

Drug  Addiction  in  the  Adolescent 

Ramon  Sanz  Munoz,  M.D.,  Guadalajara,  Jalisco 

10:30  a.m.  - 10:50  a.m. 
10:50  a.m.  - 1:30  p.m. 

Coffee  Break 
Regular  Program 

These  fifteen  minute  presentations  with  five  minutes  for  discussion 
will  be  precisely  timed.  A full  complement  of  Regular  Program  papers 
from  Mexico  will  alternate  with  the  U.S.  Papers  in  the  final  program. 

Rheumatology  in  China 

Harry  E.  Thompson,  M.D.,  Tucson,  Arizona 

Medical  and  Surgical  Applications  of  the  Low  Intensity 

X-ray  Imaging  Scope  (Lixiscope) 

William  J.  Tansey,  M.D.,  Downers  Grove,  Illinois 
Long-term  Results  of  Esophageal  Anti-reflux  Prosthetic 
Surgery 

Jean  Pierre  Angelchick,  M.D.,  Phoenix,  Arizona 

1:30  p.m. 

Social  Program 

President’s  Luncheon  and  Tour  of  San  Miguel  de  Allende 

9 p.m. 

Concert  at  Teatro  Juarez 

Saturday,  November  13 

7 a.m.  - 8 a.m. 

8 a.m.  - 9:30  a.m. 

Breakfast 

Symposium 

Collagen  Disease 

Humberto  Orozco  Alcala,  M.D.,  Internist, 

Guadalajara,  Jalisco 

James  Parsons,  M.D.,  Internist,  Tucson,  Arizona 
Javier  Orozco  Alcala,  M.D.,  Internist,  Guadalajara,  Jalisco 
Oscar  Gluck,  M.D.,  Internist,  Phoenix,  Arizona 

9:30  a.m.  - 10:30  a.m. 

Special  Lecture 

Immunology  at  the  Bedside 

Antonio  Catanzaro,  M.D.,  Assistant  Professor  of  Medicine, 
University  of  California  at  San  Diego,  San  Diego,  California 

10:30  a.m.  - 10:50  a.m. 

Coffee  Break 

10:50  a.m.  - 1 p.m. 

Regular  Program 

These  fifteen  minute  presentations  with  five  minutes  for  discussion 
will  be  precisely  timed.  A full  complement  of  Regular  Program  papers 
from  Mexico  will  alternate  with  the  U.S,  Papers  in  the  final  program. 

The  Adequacy  of  Hypothermia  in  the  Protection  of  the 
Myocardium  during  Cardiac  Surgery 
Leighton  Fisk,  M.D.,  Phoenix,  Arizona 

Craniosynostosis 

George  T.  Hoffmann,  M.D.,  Phoenix,  Arizona 

Management  of  Penetrating  Wounds  of  the  Heart  and 
Great  Vessels 
Carlos  H.  Corral,  M.D. 

Adalberto  C.  Gonzales,  M.D. 

Harry  W.  Hale,  M.D. 

Phoenix,  Arizona 

1 p.m.  - 2 p.m. 

2 p.m.  - 4 p.m. 

Business  Meeting 
Farewell  Luncheon  Fiesta 

The  Thirtieth  Annual  Scientific  Meeting  of  the  United  States  and  Mexico  is  sponsored  by  the 
Tucson  Hospital  Medical  Education  Program.  As  an  accredited  organization,  Tucson  Hospital 
Medical  Education  Program,  Inc.  certifies  that  this  program  meets  the  criteria  for  15  hours  of 
Category  1 continuing  medical  education  as  credit  towards  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association.  In  addition  the  program  is  certified  for  15  hours  of  Category  1 
credit  by  the  American  Academy  of  Family  Physicians. 


For  additional  information  contact:  Carolyn  Parsons,  Executive  Secretary,  3161  North  Pantano 
Road,  Tucson,  Arizona  85715.  (602)  885-1769. 
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Fee  for  Service  or 
Free  Service? 

During  a recent  confrontation  in  a 
doctor’s  lounge  at  one  of  the  local 
hospitals  I was  placed  in  the  position  of 
trying  to  defend  moderation  in  physician 
charges.  Two  physicians  took  the  position 
that  we  must  keep  our  fees  high  to  attract 
physicians  to  the  private  health  care 
delivery  system.  In  so  doing,  their 
argument  ran,  we  will  create  a substantial 
financial  incentive  for  physicians  not  to 
join  prepaid  health  maintenance 
organizations.  They  furthermore  made 
the  point  that  a physician’s  level  of 
success  bore  no  relationship  to  the  fees 
charged.  Patients  went  to  a successful 
physician  regardless  of  whether  he  was 
expensive.  The  fallacy  of  this  argument  is, 
of  course,  that  in  so  doing  we  will  be 
pricing  ourselves  out  of  the  market,  since 
the  vast  majority  of  the  population  will 
not  be  able  to  pay  the  higher  insurance 
premiums  necessitated  by  these  higher 
fees.  Thus  there  will  be  fewer  and  fewer 
patients  available  for  these  physicians  to 
treat,  resulting  in  increasing  competition 
for  an  ever-diminishing  supply  of 
patients.  This  no  doubt  will  result  in 
significant  physician  frustration  and  a 
decline  in  their  income,  resulting  in  their 
perception  that  the  prepaid  health  care 
delivery  system  may  be  a more  attractive 
alternative.  Thus  they  will  come  to  the 
same  conclusion  their  patients  already 
have. 

In  this  vein  the  recent  United  States 
Supreme  Court  decision  declaring  that 
the  Maricopa  Foundation  for  Medical 
Care  was  violating  the  Sherman  Anti- 
Trust  laws  was  indeed  a blow  to  cost 
containment.  These  plans  were  able  to 
keep  themselves  competitive  within  the 
marketplace  by  limiting  costs  below  those 
considered  in  some  instances  "usual  and 
customary.”  In  do  doing,  premiums  for 
these  policies  rivaled  those  of  prepaid 
health  care  plans  and  were  a major  force 
in  making  the  private  health  caredelivery 
system  a responsible  competitor  within 
the  marketplace.  With  the  loss  of  the 
ability  to  limit  fees,  the  cost  of  such 
foundation  policies  will  no  doubt 
increase.  The  recent  increases  in  health 
care  premiums  by  the  “Blues”  and  the 
droput  of  some  other  insurance  carriers 
in  this  field  attest  to  the  difficulty  in 
turning  a profit.  The  rapid  rate  of  increase 


in  service  and  technology  is  f« 
outstripping  the  ability  of  the  averapi 
wage-earner  to  pay  for  these  servic  e 
except  in  a rationed  health  care  systetj 
i.e.,  prepaid  medical  care  or  nation] 
health  insurance  such  as  Medicarj 
However,  even  within  these  plans  the  i 
have  been  difficulties.  Some  federally 
funded  health  maintenance  organiz 
tions  have  failed,  and  there  is  a push 
decrease  benefits  under  Medicare.  | 
What  then  are  we  to  do,  those  of  us  st  I 
in  the  private  care  sector?  I’m  afraid,  fro  i 
my  perspective,  we  are  in  a ship  on  rou§ 
waters,  being  buffeted  by  the  winds  wit 
an  ineffective  rudder.  Each  movement  w 
make  results  in  a response  which  i 
different  than  our  intent.  There  is  yet  r 
clearcut  path  on  which  to  make  speed, 
think  the  safest  thing  we  can  do  at  th 
time  is  to  try  to  remain  competitive  t 
closely  monitoring  our  costs  to  keep  or 
fees  as  low  as  possible.  This  will  hopeful 
lower  the  costs  for  insurance  companir 
and  will  enable  them  to  lower  the 
premiums  for  private  health  insuranc 
which  will  in  turn  allow  them  to  maintak 
a competitive  stance  in  the  healt 
insurance  field.  If  “fee  for  service”  is  t 
survive  and  continue  to  be  th 
predominant  mode  of  health  can 
delivery  in  our  country,  we  must  all  chi 
in  and  help.  Outlandish  fees  will  sink  th 
ship! 

Marshall  B.  Block,  M.D. 

Editor 


Nutrition  Education  in 
the  Coiiege  of  Medicine 

Since  the  time  of  Hippocrates,  th( 
attention  of  physicians  has  often  beer 
drawn  to  the  role  of  diet  in  the  preventior 
and  treatment  of  disease.  Never  has  thi 
relationship  been  more  hopeful  anc 
challenging  than  today.  The  role  o 
dietary  factors  in  the  etiology  anc 
prevention  of  our  two  greatest  causes  o 
death — heart  disease  and  cancer — i; 
becoming  clearer.  The  development  o 
intravenous  hyperalimentation  hai 
revolutionized  our  ability  to  care 
medically  and  surgically  for  patient! 
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hose  conditions  otherwise  would  have 
larved  them  of  vital  nutrients  before 
jfective  treatment  could  be  delivered  or 
le  body  have  time  to  heal  itself, 
i And  yet  there  remain  many  challenges. 
|ie  heterogeneous  group  of  conditions 
le  label  “obesity”  contribute  to  illness 
lid  early  mortality  from  diabetes, 
!/pertension  and  related  maladies;  and 
jr  success  at  treating  obesity  is  dismally 
w.  Debilitating  and  sometimes  life- 
reatening  eating  disorders  including 
lorexia  and  bulemia  are  being 
entified  with  increasing  frequency 
nong  otherwise-healthy  young  adults, 
nd  diet  is  of  great  importance  in  the 
jblic  mind.  News  media  every  day 
hoclaim  new  relationships  between  diet 
id  health,  and  diet  books  routinely  lead 
le  bestseller  list.  Patients  want  to  be  able 
I turn  to  their  doctors  for  accurate 
formation  about  nutrition. 

In  response  to  these  challenges,  the 
niversity  of  Arizona,  like  many  Colleges 
■ Medicine,  has  experienced  significant 
jrricular  development  in  the  area  of 
jtrition  education  in  the  last  several 
;ars.  This  growth  has  come  about 
jcause  of  faculty  with  research  and 
inical  interests  in  nutrition  as  well  as  a 
gh  level  of  interest  on  the  part  of 
edical  students. 

Nutrition  research  and  education  is  not 
mtered  in  any  single  department  in  the 
ollege  of  Medicine;  interest  and 
:pertise  in  nutrition  is  found  among 
culty  in  several  basic  and  clinical 
ience  departments.  Thus,  medical 
udents  at  the  University  of  Arizona  find 
Jtrition  integrated  into  a number  of 
quired  courses. 

In  the  first  year,  nutritional  biochem- 
:ry  is  given  major  attention  in  the 
quired  biochemistry  course  and 
Jtrition  is  one  of  several  core  problem- 
living  areas  for  the  Family  and 
ammunity  Medicine  section  of  the 
quired  Preparation  for  Clinical 
edicine  course.  In  the  third  year, 
quired  clerkships  in  Pediatrics,  Family 
actice.  Internal  Medicine  and  Surgery 
Idress  the  nutritional  aspects  of  patient 
re  in  the  larger  context  of  clinical 
edicine. 

Elective  courses  for  senior  students 
elude  Diet  in  Disease,  Community  and 
ternational  Nutrition,  Research,  and 
dependent  studies  in  Nutrition.  New 
)urse  offerings  in  1981-1982  included  an 
mrichment  elective”  in  nutrition  for 
st-year  medical  students  and  a three- 
eek,  full-time  course  in  International 
ealth  for  senior  medical  students  and 
aduate  students  which  includes 
bstantial  emphasis  on  problems  of 
alnutrition  in  the  developing  world. 
Research  and  Independent  Studies 
ectives  are  usually  full-time,  highly 
dividualized,  and  may  be  patient-care 
nonclinical  in  nature.  Medical  students 


have  contributed  to  the  school’s 
programs  in  nutrition  through  individual 
projects  ranging  from  the  very  basic  (as  in 
laboratory  research  on  the  metabolism  of 
essential  nutrients)  to  the  applied  (for 
example,  the  development  of  a com- 
puterized program  for  dietary  analysis  for 
patient  counseling). 

Postgraduate  medical  education 
includes  full  and  part-time  elective 
rotations  in  nutrition  available  to  Family 
Practice,  Preventive  Medicine,  and 
Pediatrics  residents.  Nutrition  topics  also 
receive  attention  in  the  context  of 
continuing  medical  education  programs, 
including  mini-residencies. 

At  the  University  of  Arizona,  graduate 
degree  programs  in  nutritional  sciences 
are  administered  by  a university-wide 
Graduate  Group  on  Nutritional  Sciences; 
thirteen  College  of  Medicine  faculty  from 
the  Departments  of  Family  and 
Community  Medicine,  Internal 
Medicine,  Pediatrics,  Surgery,  and 
Biochemistry  are  members  of  this  45- 
person  multidisciplinary  group.  Graduate 
students  in  nutritional  sciences  have  the 
opportunity  to  work  with  these  faculty  in 
a wide  variety  of  research  projects. 
University  Hospital  is  the  site  of  the  only 
postgraduate  internship  for  dietitians  in 
the  state;  thus  medical  students  and 
faculty  have  the  opportunity  to  col- 
laborate with  dietetic  interns  and  with 
their  supervising  clinical  dietitians. 

The  faculty  of  the  College  of  Medicine 
reflects  the  variety  of  applications  of 
nutrition  in  medicine,  with  emphasis  in 
such  diverse  areas  as  vitamins  in  cancer, 
neonatal  and  developmental  nutrition, 
metabolism,  obesity  and  eating  disorders, 
and  international  nutrition.  Medical 
students  have  the  opportunity  to  acquire 
a working  knowledge  of  this  important 
field  and  the  tools  to  continue  their 
learning  in  the  field  of  nutrition. 

Gail  G.  Harrison,  Ph.D. 

Associate  Professor,  Family 
and  Community  Medicine,  Pediatrics 
and  Nutrition  and  Food  Sciences 

Louis  J.  Kettel,  M.D. 

Dean,  College  of  Medicine 


Chairman’s  Report 
Legislative  Committee 


Your  Legislative  Committee  is  charged 
by  our  bylaws  to  “represent  the 
Association  in  securing  legislation  in  the 
interest  of  public  health  and  of  scientific 
medicine,  and  in  preventing  the  passage 
of,  or  securing  the  repeal  of  legislation 
contrary  to  those  interests.” 

If  one  were  asked  to  define  the  single 
most  important  function  the  Association 
performs  for  its  membership  certainly  its 
interaction  in  the  legislative-political 
arena  would  or  should  take  high  priority. 
It  is  the  one  area  where  consensus  and 
unity  are  imperative  to  properly  articulate 
medicine’s  view  into  the  problems  of 
health  care.  So  you  may  well  ask — how 
are  we  doing?  Have  we  been  successful 
and  if  not — why  not?  As  your  newly 
appointed  chairman  of  this  committee, 
I’ve  been  asking  the  same  questions. 
Personally,  I think  we  need  more  than  a 
weight  change  in  oil.  We’re  going  to  need 
a good  old  fashion  motor  over-haul.  Can 
we  do  it?  I’m  optimistic  that  we  can  and 
indeed,  the  effort  is  in  progress.  It  will 
take  some  time  to  properly  retune,  and  it 
will  demand  an  increased  commitment  of 
those  involved.  Medicine  can  no  longer 
play  ostrich  to  the  political  process.  We 
will  have  to  accept  the  responsibilities 
and  criticism  that  accompanies  a higher 
profile. 

The  first  steps  of  such  reorganization 
were  undertaken  last  year  in  the 
administrative  staff  with  additions  of 
Kevin  Walker,  and  improved  legislative 
contact  and  representation  by  lobbiest, 
Allan  Stanton.  Closer  interaction  and 
responsiveness  to  county  societies  and 
specialty  groups  will  be  mandatory.  We 
will  soon  implement  those  changes 
needed  at  the  doctor  level  to  better 
acquaint  legislators  with  our  views  and 
enable  them  more  ready  access  to  such 
views.  In  short,  we  will  need  to  alter  the 
existing  image  to  one  representing 
credibility,  truth,  and  responsiveness.  In 
the  process  medicine  need  not  sacrifice 
its  own  self-interest. 

The  horizons  of  such  commitment  are 
vast  indeed.  The  winds  of  delicensure 
blowing  from  our  western  neighbor  state 
of  California  are  already  upon  us,  and  the 
charlatans  of  the  street  corner  await  the 
full  impact  of  the  “freedom”  of  a 
“competitive”  and  deregulated  health 
care  system.  We  will  need  to  speak 
effectively  and  forcefully  to  views 
protecting  the  public  interest  and  the 
quality  of  health  care.  More  importantly, 
we  will  have  to  convince  legislators  of  the 
prudency  of  such  views,  even  in  the  face 
of  self-interest. 
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More  timely  and  effective  com- 
munication means  will  be  initiated  to 
bring  the  issues  and  legislative 
committees  decisions  for  action  to  your 
attention.  Activity  in  the  allied  health 
field,  replacement  of  present  certificate 
of  need  laws,  with  improved  local 
community  efforts,  and  monitoring 
activity  in  the  new  indigent  health  care 
program  represent  only  the  tip  of  the 
iceberg  of  legislative  concerns. 

Organizational  restructuring  is  easy 
(though  sometimes  plotting)  but  without 
content  (which  is  membership)  com- 
mitment, and  participation,  it  remains  but 
an  empty  shell.  I believe  the  goals  sought 
are  worth  our  best  effort.  We’re  going  to 
“go”  for  it. 

Clyde  W.  Kurtz,  M.D. 

Chairman,  Legislative  Committee 


James  C.  Hill,  M.D.,  Tucson,  has  be 
named  Clinical  Director  of  Wiirr 
Psychiatric  Hospital  in  Tucson.  Dr.  Hill 
past  president  of  the  Tucson  Psychiat 
Society  and  currently  serves  as  secret; 
of  the  Arizona  Psychiatric  Society. 
Wayne  E.  Kuhl,  M.D.,  Phoenix,  has  be 
elected  to  fellowship  in  the  54, ( 
member  American  College  of  Physicia 
Dr.  Kuhl  will  be  honored  during  t 
convocation  ceremony  at  the  colleg 
annual  meeting  in  San  Francisco  ni 
April. 

Jeffrey  I.  Selwyn,  M.D.,  Tucson,  has  be 
selected  to  head  the  physicians’  section 
the  1982  United  Way  of  Greater  Tucs 
campaign. 

Martin  E.  Silverstein,  M.D.,  of  t 

University  of  Arizona’s  Department 
Surgery,  has  been  reappointed  as 
visiting  scholar  of  Georgetov 
University.  Dr.  Silverstein’s  work  duri 
his  sabbatical  year  on  the  applications 
clinical  and  basic  trauma  pathophy 
ology  to  disaster  and  mass  casua 
planning  has  stimulated  both  acaden 
and  governmental  interest  in  t 
application  of  these  studies  to  natioi 
and  foreign  policy.  Dr.  Silverstein  will 
spending  part  of  the  year  in  Euro 
analyzing  European  emergency  systen 
Edward  C.  Percy,  M.D.,  Associc 
Professor  and  Director  of  Spo 
Medicine  at  the  University  of  Arizo 
College  of  Medicine  served  on  the  Dr 
Testing  Commission  for  the  Commc 
wealth  Games  that  were  held  in  Brisb^ 
Australia,  in  September  1982. 

New  Members 

The  Arizona  Medical  Associati' 
welcomes  the  following  Physicians  w 
have  become  recent  members. 

Maricopa 

Mark  A.  Baldree,  M.D. 

Otolaryngology 

1010  East  McDowell  Road,  Phoenix 
Loyola  Medical  School  - 1977 

Leslie  Belsher,  M.D. 

Gynecology 

7354  East  Fourth  Street,  Scottsdale 
Stanford  University  - 1962 

Pima 

Richard  T.  Bradley,  M.D. 

Psychiatry 

801  South  Prudence,  Tucson 

Tufts  University  - 1976 

Harry  S.  Calvino,  M.D. 

General  Practice 

410  West  Los  Altos  Road,  Tucson 
University  of  Arizona  - 1981 
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$.  Kent  Callahan,  M.D. 

Internal  Medicine/Oncology 
2001  West  Orange  Grove  Road,  Tucson 
University  of  Vermont  - 1976 
Jack  C.  Corcoran,  M.D. 

Internal  Medicine 
2222  North  Craycroft  Road,  Tucson 
University  of  Arizona  - 1976 
Edgar  Desser,  M.D. 

Internal  Medicine 

1601  North  Tucson  Boulevard,  Tucson 
University  of  Amsterdam  - 1956 

R.  Screven  Farmer,  M.D. 

Anesthesia 

P.  O.  Box  36538,  Tucson 
Emory  University  - 1979 
Glen  A.  Halvorson,  M.D. 

Physical  Medicine 
2102  North  Country  Club,  Tucson 
University  of  Washington  - 1976 
Mark  A.  Hendrickson,  M.D. 

Internal  Medicine 
Thomas-Davis  Clinic,  Tucson 
University  of  California, 

San  Francisco  - 1978 
Chris  Karabina,  M.D. 
Radiologist 

5800  North  Pontotoc,  Tucson 
Ohio  State  University  - 1977 

Michael  R.  Manning,  M.D. 

Radiologist 

5200  East  Grant  Road,  Tucson 
University  of  Arizona  - 1973 

James  McFarren,  M.D. 

Pediatrics 

Thomas-Davis  Clinic,  Tucson 
University  of  Cincinnati  - 1973 

Louisa  I.  Piccone,  M.D. 

Gynecology 

601  North  Tucson  Boulevard,  Tucson 
Wayne  State  University  - 1944 

Daniel  F.  Reardon,  M.D. 

Pediatrics 

231  Camino  De  Santa  Valera,  Tucson 
Georgetown  University  - 1964 

Thomas  C.  Rothe,  M.D. 

General  Practice 

4065  Camino  de  la  Colina,  Tucson 
Medical  College  of  Ohio  - 1977 

Robert  E.  Selby,  M.D. 

Dermatology 

6235  Camino  Escalante,  Tucson 
University  of  Arizona  - 1980 

Thomas  H.  Sethney,  M.D. 

Urology 

izona  Health  Sciences  Center,  Tucson 
University  of  Oklahoma  - 1972 
Silvain  Sidi,  M.D. 

Internal  Medicine 
310  North  Wilmot,  Tucson 
liversity  of  Montpellier,  France  - 1972 


John  R.  Siler,  M.D. 

Radiology 

3170  East  Fort  Lowell,  Tucson 
University  of  Arizona  - 1977 
Mark  A.  Strumph,  M.D. 

Internal  Medicine 

999  South  La  Canada,  Green  Valley 
University  of  Connecticut  - 1979 
H.  Hunter  Yost,  M.D. 

Psychiatry 

5342  North  Paseo  Serno,  Tucson 
University  of  Nebraska  - 1978 

New  Resident  Members 
Charles  M.  Agee,  M.D. 

Good  Samaritan  Hospital,  Phoenix 
University  of  Washington  - 1982 
David  B.  Edwards,  M.D. 

Maricopa  Medical  Center,  Phoenix 
Jefferson  Medical  College  - 1982 
Gary  S.  Fentiman,  M.D. 

Good  Samaritan  Hospital,  Phoenix 
University  of  Oregon  - 1979 
Robert  C.  Hajosy,  M.D. 

Maricopa  Medical  Center,  Phoenix 
Cornell  University  - 1982 
David  C.  Johnson,  M.D. 

Maricopa  Medical  Center,  Phoenix 
University  of  Arizona  - 1982 
Steven  L.  Johnson,  M.D. 

Maricopa  Medical  Center,  Phoenix 
University  of  Utah  - 1982 
Michael  L.  Jones,  M.D. 

Phoenix  Indian  Medical  Center,  Phoenix 
Southwestern  Medical  School 
of  Dallas  - 1982 
Katherine  S.  Lichtsinn,  M.D. 

Maricopa  Medical  Center,  Phoenix 
Indiana  University  - 1982 
Kevin  D.  Ludwig,  M.D. 
Scottsdale  Memorial  Hospital, 

Scottsdale 

Southwestern  Medical  School 
of  Dallas  - 1982 


James  W.  McNabb,  M.D. 

Scottsdale  Memorial  Hospital, 
Scottsdale 

Florida  Southern  College  - 1982 
John  P.  Meernik,  M.D. 

Maricopa  Medical  Center,  Phoenix 
University  of  Iowa  - 1982 
Thomas  Porter,  M.D. 

Scottsdale  Memorial  Hospital, 
Scottsdale 

Ohio  State  University  - 1982 
Carla  R.  Proctor,  M.D. 

Maricopa  Medical  Center,  Phoenix 
St.  Louis  University  - 1982 
Robert  Litwak,  M.D. 

Maricopa  Medical  Center,  Phoenix 

University  of  Minnesota  - 1982 
Steve  R.  Norton,  M.D. 

Maricopa  Medical  Center,  Phoenix 
University  of  Oregon  - 1982 
Hoke  H.  Shirley,  III,  M.D. 

Maricopa  Medical  Center,  Phoenix 
Tulane  University  - 1982 
Michael  R.  Stamps,  M.D. 

Maricopa  Medical  Center,  Phoenix 

Texas  Tech  University  - 1982 
Michael  H.  Stumpf,  M.D. 

Maricopa  Medical  Center,  Phoenix 
Indiana  University  - 1982 
Kevin  R.  Wandler,  M.D. 

Maricopa  Medical  Center,  Phoenix 
University  of  Iowa  - 1982 

Student  Member 
Barbara  J.  Miller 

University  of  Arizona,  Tucson 


H.G.Y.  Nath,  M.D.,  Cardiologist  from  Casa  Grande  (left)  and  Dr.  Barcz  at 
the  ACLS  course.  (In  our  September  issue  page  592  we  incorrectly 
identified  this  photo.) 
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Medical 
History ^ 


Extracts  from  the 
Publications  of  the 
Arizona  Medicai 
Association 

(Continued) 

John  W.  Kennedy,  M.D. 


Small  Pox  Vaccination  in  the  New  World 

We  begin  this  sixth  instaliment  in  the 
year  1927  with  a discussion  of  smallpox 
that  appeared  in  Southwest  Medicine. 
The  first  vaccination  against  smallpox  in 
the  United  States,  according  to  the 
Spanish  Archives  in  New  Mexico,  was 
introduced  into  the  Province  of  New 
Spain  in  1804.  Dr.  Edward  Jenner  had 
announced  this  type  of  cowpox 
vaccination  as  effective  against  smallpox 


in  1799.  Although  it  is  not  mentioned  in 
this  abstract,  this  was  probably  the  result 
of  the  Balami  expedition  which  was  sent 
out  from  Spain  under  the  charge  of  some 
medical  officers.  In  the  expedition  there 
was  a company  of  nuns  and  orphaned 
children  and  the  vaccine  was  kept  alive  by 
passing  it  from  child  to  child.  That  is  how 
it  was  brought  to  the  New  World  and 
subsequently  used  all  over  the  Spanish 
domain  in  Central  America,  South 
America  and  on  to  the  Phillipines. 

W.  V.  Whitmore,  M.D.  and  Handy  vs. 
Heney 

Dr.  W.  V.  Whitmore  of  Tucson  wrote 
about  his  medical  experiences  and 
conditions  in  Arizona.  He  stated  that  in 
1891,  W.  C.  Handy  was  killed  by  Francis  J. 
Heney  following  an  argument  about 
whether  Heney  should  represent  Mrs. 
Handy  in  divorce  proceedings.  Handy 
didn't  die  immediately,  and  he  would  not 
allow  any  of  his  fellow  Tucson  physicians 
to  operate  on  him.  He  sent  for  Dr. 
Goodfellow  to  come  from  Tombstone. 
He  drove  a special  engine  on  the  railroad. 
Goodfellow  found  multiple  perforations 
of  the  small  bowel  and  the  patient  died  on 
the  table.  (No  doubt  the  surgery  was  a 
success,  notwithstanding). 

Dr.  Whitmore  stated  that  he  was  the 
sixth  physician  to  arrive  in  Tucson,  the 
others  already  here  were  Drs.  Fenner, 
Matas,  (the  father  of  Rudolph  Matas) 
Spencer,  Goodfellow  and  J.  G.  Green. 

Dr.  Whitmore  served  six  months  as  Dr. 
Goodfellow’s  assistant  and  aided  him  in 
the  performance  of  the  first  prosta- 
tectomy in  1893.  Dr.  Goodfellow  left  for 
San  Francisco  in  1896. 

In  the  1880's  Tombstone  was  the  largest 
city  in  Arizona  claiming  10,000  inhabi- 
tants, Tucson  had  5,000  and  Phoenix 
3,000. 

Around  and  About 

Dr.  F.  B.  Sharpe  of  Phoenix  returned 
from  a year  of  postgraduate  work  at  Dr. 
DeLee’s  Lying-In  Hospital  in  Chicago.  He 
announced  his  practice  would  be 
confined  to  obstetrics.  (Probably  the  first 
physician  to  so  limit  his  practice  in 
Phoenix  and  maybe  in  the  whole  of 
Arizona.) 

Dr.  R.  B.  Raney,  a recent  graduate  of 
Creighton  Medical  School,  was  engaged 
as  a resident  at  St.  Joseph’s  Hospital  in 
Phoenix.  A new  wing  at  the  hospital  had 
almost  been  completed  and  the  capacity 
would  be  127  beds. 

It  may  never  happen  today,  but  the 
Board  of  Medical  Examiners  of  New 
Mexico  barred  a certain  Dr.  Joseph  T. 
Gaines  from  Denver  from  further  practice 
in  New  Mexico  on  unprofessional 
grounds  of  running  an  advertisment  in  a 
newspaper.  The  attorney  general  of  New 
Mexico  concurred  that  the  Board  had  the 
power  in  this  instance. 

Case  Reports 

An  article  by  Dr.  Mills  and  Dr.  Watkins 


on  x-ray  localization  of  foreign  bodies 
the  eye,  in  which  they  reported  146  cas 
and  gives  some  historial  background 
this  procedure.  They  stated  that  C 
Francis  H.  Williams  and  Dr.  Charles  1 
Williams  of  Boston  reported  in  xheBostc 
Medical  and  Surgical  Journal,  August  1 
1896  the  first  eye  localization  at  Roge 
Laboratory  at  MIT.  They  further  reviewe 
some  of  the  x-ray  literature  on  using  th 
means  of  foreign  body  localization.  D 
W.  M.  Sweet  of  Philadelphia  reported  c 
his  method  of  localization  in  the  Arch/vi 
of  Ophthalmology,  November  27,  1898 

Dr.  F.  M.  Pottenger  reported  upon  th 
diagnosis  of  tuberculosis  and  described 
physical  sign  which  now  carries  his  nami 
“If  you  turn  the  head  to  one  side  the  nec 
muscles  pull  up  the  ribs  of  the  opposil 
side  and  you  will  get  a higher  percussio 
note  on  the  side  away  from  which  th 
head  is  turned."  (Percussion  of  the  che 
in  this  careful  manner  is  probably  one  ( 
the  disappearing  arts.) 

In  Southwest  Medicine  Vol.  XI,  on  pag 
65  begins  a symposium  on  acut 
appendicitis.  The  first  report  was  of  2C 
cases  of  acute  appendicitis  operated  on ; 
St.  Joseph’s  Hospital,  Phoenix,  in  the  yeai 
1924, 1925,  and  1926.  Of  these  200  cases,  5 
(22%)  were  ruptured  at  the  time  c 
surgery.  There  were  15  deaths  posi 
surgery,  a rate  of  7.5%.  In  another  artici 
Dr.  Joseph  Madison  Greer  commente 
on  the  history  of  the  disease  noting  that 
had  been  reported  in  1775  in 
postmortem  report,  but  it  was  not  unt 
1886  that  the  first  appendix  operation  wa 
performed  in  the  United  States  by  Dr.  R.. 
Hall  of  New  York  City. 

It  was  reported  that  the  industriou 
intern  at  the  Arizona  Deaconess  Hospita 
Dr.  J.  D.  Hamer,  spent  Memorial  Da 
weekend  in  Los  Angeles.  (Dr.  Name 
related  that  he  had  no  difficulty  ii 
entering  medical  practice  in  Phoeni. 
after  his  service  at  the  Deaconess  becaust 
he  made  it  quite  clear  he  was  no 
interested  in  doing  surgery.  But  he  sait 
those  who  did  surgery  or  entered  intc 
practice  to  do  surgery  had  a rough  timi 
from  the  senior  practitioners  of  th( 
community). 

To  His  Memory 

The  obituary  of  Logan  D.  Dameron 
M.D.,  1867-1927  appeared  in  the  Journal 
Dr.  Dameron  was  the  last  charter  membe 
of  the  Arizona  Medical  Association  whici 
was  organized  May  25,  1892.  He  wa 
secretary  of  the  Maricopa  Count; 
Medical  Society  when  that  organizationa 
meeting  took  place.  The  next  year  he  wa 
secretary  of  the  Territorial  Associatior 
and  for  many  years  to  come.  In  that  samt 
year,  1892,  the  first  medical  practice  ac 
was  passed  in  the  state. 

But,  in  1927  a proposed  basic  science 
bill  had  been  defeated  in  committee.  Ate 
meeting  of  the  Maricopa  County  Medica 
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(ciety  it  was  determined  to  seek  an 
itirely  new  medical  practice  act. 

irsonal  Notes 

There  was  a strong  belief  by  the 
litorial  board  that  all  personal  notes 
lOut  physicians  and  medical  societies 
r the  four  areas  represented  by  the 
urnal  should  be  included.  The  most 
ilwart  in  gathering  material  were  the 
o editors  from  Phoenix,  Dr.  Watkins 
d Dr.  Brown.  These  are  some  samples 
published  material  from  1927. 

Dr.  A.  C.  Kingsley  of  Superior  moved  to 
loenix.  And  the  next  year  he  was 
ceiving  all  the  industrial  cases  from  the 
dustrial  Commission.  (A  cozy  move). 
Dr.  A.  M.  Tuthill  of  Phoenix  recently 
turned  from  an  extended  visit  in  the 
St.  Between  tales  of  his  wrestling  bouts 
th  the  tiller  of  a sail  boat  at  Wood’s  Hole 
>ar  Boston,  he  was  willing  to  talk  about 
5 observations  on  the  work  of  Dr.  H.  P 
?Forest  of  New  York,  upon  the  spine 
d Dr.  H.R  Allen  of  Indianapolis  in  the 
neral  field  of  bone  and  joint  injuries. 
Dr.  E.  Payne  Palmer  of  Phoenix  had 
turned  from  attendance  at  the 
nerican  College  of  Surgeons  in  Detroit. 
Dr.  F.  C.  Jordan  of  Phoenix  had  recently 
turned  from  his  postgraduate  work  in 
e east  and  was  now  located  at  16  E. 
onroe,  where  he  was  to  practice  the 
ecialty  of  obstetrics  and  pediatrics.  His 
ecialty  work  was  under  Dr.  Potter  of 
;rsion  fame.  Dr.  DeLee  of  Chicago  and 
th  Dr.  Marriott  in  pediatrics. 

Dr.  Clara  P.  Seippel  Webster,  formerly 
Chicago  and  now  located  in  Tucson, 
d been  appointed  Dean  of  Women  at 
e University  of  Arizona. 

Dr.  P.  K.  Graybill  who  had  been  located 
Lake  Pleasant,  in  charge  of  the  hospital 
ipartment  for  the  Beardsley  Develop- 
ent  Company  during  the  construction 
a large  irrigation  dam  on  the  Agua  Fria 
d moved  into  Phoenix  upon  the 
mpletion  of  the  dam.  (The  Carl  Pleasant 
tm). 

Dr.  Harry  R.  Carson  of  Phoenix  was 
rred  by  memory  of  the  dog  sleds  which 
tried  the  diptheria  antitoxin  from 
Dme  to  the  interior  of  Alaska  enlisted 
e aid  of  the  United  States  Government 
deliver  convalescent  serum  from  the 
last  for  a case  of  poliomyelitis  on  whom 
! wished  to  use  this  method.  When 
ese  aviators  descended  upon  the 
izona  Canal  north  of  Phoenix,  they 
andered  why  Dr.  Carson  had  not 
quisitioned  a Navy  Department 
droplane.  Dr.  Carson  secured  his 
rum.  The  commendable  feature  of  the 
cident  was  that  in  the  newspaper 
counts,  which  were  quite  prominent, 
tention  was  not  attracted  from  the 
iportant  part  of  the  story  by  mention  of 
e doctors  names  and  addresses.  Dr. 
jrson  saw  to  it  that  these  were  omitted. 
uch  self-advertisement  would  scarcely 
; omitted  these  days.) 


Dr.  B.  j.  Jeffers  who  had  been  located  in 
Peoria,  but  who  left  here  for  his  old  home 
in  Kansas,  proved  to  have  been  too 
thoroughly  innoculated  with  Hassayampa 
water  and  returned  to  Arizona  and 
practiced  in  Glendale. 

Dr.  H.  B.  Limberg,  formerly  of  Los 
Angeles,  had  located  in  Casa  Grande 
where  he  engaged  in  practice.  (He  later 
inaugurated  a group  practice  which  is  still 
in  active  service.)  In  1928  he  opened  the 
first  unit  of  his  new  hospital.  In  it  six 
patients  could  be  cared  for  and  it  had  a 
fully  equipped  surgery.  A graduate  nurse 
would  reside  in  the  hospital. 

Dr.  John  R.  Walls,  formerly  of  Holbook, 
moved  his  practice  to  Winslow.  Dr.  D. 
Scot  Schenck,  formerly  of  Safford  moved 
to  Douglas. 

Dr.  Mary  Lawson  Neff  of  Los  Angeles 
was  in  Phoenix  during  the  first  week  in 
January  at  the  Hotel  Adams.  Dr.  Neff 
visited  Phoenix  frequently  for  con- 
sultation work  in  her  specialty  of 
functional  and  organic  nervous  diseases. 
(We  have  reported  on  Dr.  Neff  in  other 
installments  and  her  moving  her  practice 
to  Los  Ang^ies  from  Phoenix.) 

Violet  Ray  Intensity 

An  item  was  titled  “Violet  Ray  Intensity 
Report  in  Tucson.”  Through  the  courtesy 
of  the  Desert  Sanatorium  near  Tucson, 
the  Tucson  Citizen  added  to  its  daily 
weather  reports  the  record  of  the  ultra 
violet  ray  intensity  for  the  preceding  day. 
This  sanatorium  was  said  to  be  one  of  the 
three  places  in  the  United  States 
equipped  with  a radiometer  and  the 
Tucson  Citizen  claimed  prescedence 
over  all  other  daily  newspapers  in 
presenting  such  climatic  information  to 
its  readers.  (Fantastic) 

A Medical  Dynasty 

There  was  an  announcement  of  the 
death  of  Dr.  John  Bryan  McNally,  who  for 
thirty-two  years  had  practiced  medicine 
in  Prescott.  He  was  a charter  member  of 
the  Yavapai  Medical  Society.  (He  was 
followed  by  his  son  Joseph  P.  McNally, 
M.D.,  a long-time  practicing  physician 
and  surgeon  in  Prescott.  Dr.  jospeh  P. 
McNally  was  succeeded  by  his  two  sons, 
Dr.  Gerald  F.  McNally  and  Dr.  Joseph  B. 
McNally.  A Prescott  medical  dynasty). 

It  was  announced  that  Dr.  R.  N.  Looney 
of  Prescott  had  been  appointed  physician 
to  the  Pioneer’s  Home  to  succeed  the  late 
Dr.  J.  B.  McNally. 

1928  and  the  Mann  Act 

Dr.  A.  T.  Smith  of  Yuma,  a recent  arrival 
in  that  community,  was  receiving 
considerable  undesirable  publicity  over 
his  arrest  and  imprisonment  on  a charge 
of  violating  the  Mann  Act.  One  of  the 
reports  in  the  Yuma  Arizona  Sun  stated 
that  this  man  was  reported  by  the 
American  Medical  Association  as  not 
being  a medical  graduate,  as  far  as  they 
were  able  to  ascertain. 


New  Names,  New  Organizations 

The  Arizona  Deaconess  Hospital  of 
Phoenix  changed  its  name  to  Good 
Samaritan  Hospital  by  order  of  the  board 
of  trustees.  (There  have  been  name 
changes  since — a regular  fad  prevalent  in 
the  hospital  community). 

In  1928  the  Veterans  Bureau  Hospital, 
being  built  in  Tucson  at  the  cost  of  one 
million  dollars,  was  three-fourths 
complete.  The  new  hospital  was  about 
seven  miles  from  the  present  hospital  at 
Pastime  Park.  (Could  some  Tucson 
correspondent  please  tell  us  where 
Pastime  Park  was  located^) 

At  a meeting  in  Tucson  the  Arizona 
Public  Health  Association  was  organized. 
Dr.  R.  B.  Durfee  of  Bisbee  was  elected 
president.  He  was  the  county  health 
officer  for  Cochise  county.  The  vice- 
president  was  Dr.  George  Roe  of  Tucson, 
the  city  engineer.  The  secretary-treasurer 
was  Jane  H.  Rider,  Director  of  the  Tucson 
State  Library. 

The  Graham  County  Medical  Society 
was  officially  organized  in  Safford, 
February  10, 1928.  The  charter  members  : 
James  W.  Morris,  M.D.,  Safford;  H.  W. 
Quibb,  M.D.  Safford;  Goerge  W. 
Langdon,  M.D.,  Safford;  J.  Newton 
Stratton,  M.D.,  Safford,  President;  and  W. 
E.  Platt,  M.D.,  Thatcher. 

The  American  College  of  Surgeons 
realigned  their  districts  so  the  entire 
states  of  Texas,  New  Mexico  and  Arizona 
were  one.  The  1929  meeting  of  the  district 
was  scheduled  to  be  held  in  Phoenix.  Dr. 
E.  Payne  Palmer  was  the  district  governor. 
Medical  Legislation 

Dr.  R.  C.  Dryden,  from  Pima  County, 
stated  in  1892  he  was  practicing  in 
Winslow  as  the  local  surgeon  for  the  Santa 
Fe  Railroad.  He  was  elected  to  the 
legislature;  he  saw  need  of  medical 
legislation  and  conferred  with  doctors  in 
Phoenix  and  this  led  to  the  organization 
of  the  Maricopa  County  Medical  Society 
and  the  Arizona  Territorial  Medical 
Association  was  an  outgrowth  of  this 
(This  is  a new  slant  on  how  organized 
medicine  really  got  off  the  ground  in 
Arizona.  It  apparently  took  some 
needling  from  a doctor  member  of  the 
territorial  legislature  to  get  them  off  their 
behinds  and  organize  themselves  in  what 
was  then  the  largest  metropolitan  area  of 
the  state.) 

Dr.  A.  C.  Carson  of  Jerome  in  his 
presidential  address  to  the  Arizona 
Medical  Association  in  1928,  reported 
that  the  basic  sciences  bill  had  failed  in 
the  legislature  that  year.  He  also  reported 
there  were  236  members  in  the  state 
society,  and  stated  the  Board  of  Medical 
Examiners  now  contained  two  allopaths, 
two  homeopaths,  one  eclectic  and  one 
osteopath. 

Defense  Fund 

We  have  discussed  this  fund  quite 
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throughly  in  previous  installments,  but  in 
1928  it  contained  a total  of  $11,427.63. 
During  the  past  year  $400.00  had  been 
spent.  “Up  to  the  present  time  (1928)  no 
plaintiff  had  recovered  against  a physican 
in  the  state  where  the  society  came  to  his 
aid  and  there  have  been  nocompromised 
settlements.”  (Those  were  the  days). 
Under  Personals 

Dr.  W.  V.  Whitmore,  of  Tucson,  was 
awarded  an  honorary  degree  of  Doctor  of 
Laws  by  the  University  of  Arizona.  He 
served  on  the  Board  of  Regents  from  1897 
to  1899,  as  treasurer  from  1914  to  1917  and 
as  Chancellor  from  1917  to  1918. 

Dr.  George  Truman,  formerly  of 
Florence,  moved  to  Mesa  where  he  was 
associated  with  Dr.  Ralph  Palmer  and  Dr. 
Joseph  Madison  Greer. 

W.  Warner  Watkins,  M.D.  was  the  first 
physician  in  Arizona  to  receive  a 
fellowship  in  the  American  College  of 
Physicians.  Dr.  Holmes  and  Dr.  Randolph 
of  Phoenix  installed  the  first  electro- 
cardiographic equipment  in  Arizona. 
Medical  History 

In  the  historical  section  of  the  journal 
there  were  some  notes  on  “Recognition 
of  Pioneers.”  It  stated.  In  1892  the  Arizona 
Territorial  Medical  Association  was 
organized  and  there  is  reproduced  here  a 
page  of  signatures  of  the  delegates  to  the 
meeting  in  1893”  and  it  gives  some 
account  of  the  survivors.  Dr.  H.  A.  Hughes 
said  his  first  major  surgery  forty  years  ago 
in  the  Salt  River  Valley  was  under  a 
cottonwood  tree  after  he  saw  the  inside 
of  the  house  where  the  patient  resided. 
This  was  in  about  1888. 

Pathologists,  Malta  Fever  and  Smallpox 

On  September  10,  1928  there  was  a 
meeting  at  St.  Joseph’s  Hospital,  Phoenix. 
At  this  time  W.  VV.  Watkins  discussed  a 
case  presented  by  Dr.  Frank  Malloy  and 
he  began  in  this  manner,  “Being  what  Dr. 
Palmer  (E.  Payne)  once  characterized  as  a 
'damned  pathologist'  not  supposed  to 
know  anything  about  clinical  medi- 
cine”— he  then  went  on  and  correctly 
diagnosed  and  discussed  the  brain  tumor 
case. 

In  an  article  discussing  undulant  fever 
some  historical  notes  were  given.  In  1918 
Alice  Evans  determined  that  Malta  fever 
in  goats  and  infectious  or  contagious 
abortion  in  cattle  were  the  same  disease. 
In  1911  Gentry  and  Ferenbaugh  proved 
the  existence  of  Malta  fever  in  Texas.  In 
1912  Yount  of  Prescott  reported  cases  in 
Arizona.  In  1922  Phoenix  had  an  outbreak 
of  undulant  fever;  it  should  be 
remembered  that  early  in  this  century 
goats  out  numbered  people  in  Arizona. 

East  Farm  Sanatorium  of  the  Phoenix 
Indian  School  suffered  a small  outbreak 
of  scarlet  fever  with  three  cases.  The 
Board  of  Health  reported  there  were  two 
cases  of  smallpox  earlier  in  the  year,  one 
in  Buckeye  and  the  other  in  Phoenix. 
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Future 

Medical  Meetings 


The  following  institutions  and  organizations  have 
been  accredited  for  their  continuing  medical 
education  programs  by  the  Arizona  Medical 
Association  and/or  the  Accreditation  Council  for 
Continuing  Medical  Education. 


Arizona  Chapter,  American  Cancer  Society 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  C.  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 

Desert  Samaritan  Hospital,  Mesa 

The  Eye  Foundation 

Flagstaff  Hospital  & Medical  Center 

of  Northern  Arizona 

Good  Samaritan  Hospital,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  County  General  Hospital,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Phoenix 

St,  Luke's  Hospital  & Medical  Center,  Phoenix 

St.  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program, 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

The  accredited  institutions  and  organizations  above 
produce  a variety  of  continuing  medical  education 
programs.  Each  accredited  institution  and 
organization  is  responsible  fordesignating  which  of 
these  programs  meet  ArMA's  requirements  for 
Category  1 credit.  Physicians  who  participate  in 
programs  which  are  designated  Category  1 by 
accredited  institutions  will  receive  Category  1 credit 
toward  the  ArMA  Certificate  in  CME  and  the  AMA's 
Physician's  Recognition  Award 


OCTOBER 

Current  Perspectives  I 

Exercise  and  Physicai  Fitness  for  the 

Weekend  Warrior 

October  20.  ArMA  Offices,  Phoenix, 
Sponsor:  Arizorta  Medical  Association  & 
Valley  National  Bank  Medical  Banking 
Services.  Contact:  Nikki  Mertz,  ArMA,  810 
W.  Bethany  Home  Rd.,  Phoenix,  AZ  85013. 
(members  no  charge— nonmembers  $20. 
Approved  for  3’/2  hours  of  Category  1 
credit. 

4th  Annual  Seeing  Our  Way  Clear 

October  23.  Arizona  Biltmore,  Phoenix. 
Sponsor:  St.  Luke's  Hospital  and  Medical 
Center.  Contact:  Christine  Campbell, 
Medical  Meeting  Planner,  St.  Luke’s 
Hospital  and  Medical  Center,  Phoenix, 
Arizona  85006.  Approved  for  4.5  hours  of 
Category  1 credit. 


New  Concepts  in  Rheumatic  Diseases 

October  23-24.  Fiesta  Inn.  Tempe.  Sponsor 
Maricopa  Medical  Center.  Contact:  John  V\ 
Heaton,  Jr.,  M.D.,  Chairman,  Dept,  of 
Internal  Medicine,  Maricopa  Medical 
Center,  2601  E.  Roosevelt  St.,  Phoenix, 
Arizona.  Approved  for  12  hours  of 
Category  1 credit. 


NOVEMBER 

Second  Annual  Southwestern 
Poison  Symposium 

November  5-6.  Scottsdale  Hilton  Hotel. 
Sponsor:  University  of  Arizona  Health 
Sciences  Center  and  Arizona  Poison 
Control  System.  Contact:  Cffice  of 
Continuing  Medical  Education,  U.  of  A. 
Health  Sciences  Center,  Tucson,  AZ  85724 
Approved  for  12  hours  of  Category  1 credil 

Flexible  Sigmoidscopy 

November  5-6.  Sheraton  Scottsdale  Inn, 
Scottsdale,  Arizona.  Sponsor:  St.  Luke's 
Medical  Center.  Contact:  Christine 
Campbell,  Medical  Meeting  Planner,  St. 
Luke’s  Medical  Center,  Phoenix,  AZ  85006. 
Approved  for  8 hours  of  Category  1 credit. 

Neoplastic  Hematologic  Disorders 

November  6-7.  The  Inn,  McCormick  Ranch 
Scottsdale.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  Grant  A Hertel,  M.D 
Good  Samaritan  Medical  Center,  1111  E. 
McDowell  Road,  Phoenix,  Arizona  85006. 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

November  10-12.  St.  Joseph’s  Hospital  and 
Medical  Center,  Phoenix.  Sponsor:  ACLS, 
Az  Affiliate  Amer.  Heart  Assoc.,  & ArMA. 
Contact:  John  Raife,  M.D.,  Emergency 
Room,  St.  Joseph’s  Hospital  and  Medical 
Center,  Phoenix,  Arizona  85013.  Provider 
course  approved  for  21  hours  of  Category 
1 credit  and  Recertification  approved  for  1> 
hours. 

XXX  Annual  Convention  of  the 
Medical  Society  of  the  United  States 
and  Mexico 

November  10-13.  Guanajuato,  Mexico. 
Sponsor:  Medical  Society  of  the  United 
States  and  Mexico.  Contact:  Executive 
Secretary,  3161  North  Pantano  Road, 
Tucson,  Arizona  85715. 

Models  of  Care  and  Rehabilitation 
in  Traumatic  Head  Injury: 

A Southwest  Symposium 

November  11-13.  Scottsdale  Sheraton 
Hotel.  Sponsor:  Good  Samaritan  Medical 
Center  and  Institute  for  Rehabilitation 
Medicine.  Contact:  Jean  Smith,  Institute  of 
Rehabilitation  Medicine,  1111  East 
McDowell  Road,  Phoenix,  AZ  85062. 
Approved  for  hour  per  hour  Category  1 
credit. 

Diagnostic  Advances 

November  13.  U.  of  A.  Health  Sciences 
Center.  Sponsor:  University  of  Arizona. 
Contact:  Office  of  Continuing  Medical 
Education.  Approved  for  8 hours  of 
Category  1 credit. 


There^  more  to 

ZYLOPRIM 

than  (allopuiimri). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/ conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  ''D.A.  W,  ” Wo  Sub, or  'Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 

j Burroughs  Wellcome  Co. 

T7\  / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

others  to  look  for: 

agitation 
anorexia 
teelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Arftsrs  conception, 

looking  out  from  the  hutnon  eye 

os  conceived  in  o schematic  model 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  af 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  doily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery 

in  moderate  depression  and  anxiety 

Linttnol® 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  foiiowing  page. 


LIMBITROL®  TABLETS  TTonquilizer — Antidepressant 

Before  prescribing,  pleose  consult  complete  product  information. 

0 summary  ot  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Controindicotions:  Known  hypersensitivity  to  benzodiazepines  ot  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuotion  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  tollowinq  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  ohtidepressants,  especially  high 
doses  Myocardial  inforctioh  and  stroke  reported  with  use  ot  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressohts  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  ot  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nouseo,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrowal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  o history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  occess  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similor  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluoted  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  odministration  ot 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardiol  infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido 
Neurologic  Incoordination,  atoxio,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinory 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitizotion,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilio,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  paratid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  at  having  taken  an 
averdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
omitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  doily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dasage  at  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-cooted  toblets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiozepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose" 
pockages  of  100,  available  in  trays  at  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  at  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  ail  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  tO: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 


The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 


ROCHE  PRODUCTS  INC 
Monati,  Puerto  Rico  00701 


Flexible  Sigmoidoscopy 

A course  for  the 
primary  care  physician 

Friday  and  Saturday,  November  5 & 6,  1982 
at  the  Scottsdale  Sheraton  Resort,  Scottsdale. 

The  t\v()-d;iy  program  will  include  presentations  on  the 
role  of  flexible  sigmoidoscopy  in  cancer  surveillance,  the 
diagnosis  of  colon  lesions,  patient  preparation,  examina- 
tion techniques,  and  equipment  maintenance.  The  Saturday 
practicum  session  with  patients  will  be  held  at  St.  Luke’s 
Hospital. 

The  program  has  been  approved  for  8 hours  of  Categor\' 

1 C.ME  credit. 

Sponsored  by  the  Department  of  Gastroenterology  at 
St.  Luke's  Medical  Center,  Phoenix. 

For  additional  information,  contact: 

Christine  Campbell.  Medical  Meeting  Planner 
St.  Luke's  Medical  Center,  525  North  18th  Street 
Phoenix,  Arizona  85006 
(602)  251-8402 


>an's  Clinical  Rounds 

jvember  16.  Arizona  Health  Sciences 
>nter,  Tucson.  Sponsor:  U.  of  A.  College 
Medicine.  Contact:  Office  of  Continuing 
3dical  Education,  U.  of  A.  Health 
;iences  Center,  Tucson,  AZ  85724. 

>proved  for  hour  per  hour  Category  1 
sdit. 

ologic-Radiologic  Diagnosis  II 

)vember  19-21.  Scottsdale,  Arizona. 

)onsor:  Maricopa  County  General 
jspital.  Contact:  Alex  Newman,  M.D., 
aricopa  County  General  Hospital,  2601 
est  Roosevelt,  Phoenix,  Arizona  85008. 
jproved  for  22  hours  of  Category  1 credit. 

jrrent  Perspectives  II:  Obesity,  Diet, 
jtrition  and  Disease 

avember  20.  ArMA  Offices,  Phoenix. 
)onsor:  Arizona  Medical  Association, 
antact:  Nikki  Mertz,  ArMA  Offices,  810 
est  Bethany  Home  Rd.,  Phoenix,  Arizona 
i013.  (members  no  charge— nonmembers 
!0.)  Approved  for  SVz  hours  of  Category  1 
edit. 

mual  Fall  Pediatric  Conference 
■astroenterology.  Nutrition  and  Urology” 

Dvember  20-21.  Arizona  Inn,  Tucson, 
aonsor:  U.  of  A.  College  of  Medicine, 
antact:  Office  of  Continuing  Medical 
jucation,  U.  of  A.  Health  Sciences  Center, 
jcson,  AZ  85724.  Approved  for  hour  per 
aur  Category  1 credit. 


November  20,  1982 
FEMALE  SEXUALITY, 

FOR  WOMEN  ONLY 
Pointe  of  View  Resort,  Phoenix 

amily  Planning  Institute  is 
aonsoring  a one  day  workshop 
ititled  “Female  Sexuality,  for  Women 
niy,”  to  be  held  Saturday,  November 
),  at  the  Pointe  of  View  Resort. 

Dpics  to  be  discussed  in  the 
orkshop  are;  understanding  female 
jxuality  problems,  sexual 
ammunication  skills,  factors 
hibiting  sexual  satisfaction,  and 
jitural  conditioning  of  sex  roles, 
icilitator  is  Rosalyn  Meadow,  Ph.D., 
licensed  and  practicing  sex  educator 
id  sex  therapist.  Registration  is  open 
women  of  all  ages.  Continuing 
jucation  Units  are  available  to 
sgistered  Nurses.  For  further 
formation,  contact  Lorrie  Reid- 
irson  at  997-7493. 


DECEMBER 

econd  Annual  Critically  III 
hild  Symposium 

ecember  2-3.  St.  Joseph’s  Hospital  & 
ledical  Center,  Cullen  Auditorium, 
hoenix.  Sponsor:  St.  Joseph's  Hospital 
nd  Medical  Center,  Department  of 
ediatric  Education.  Contact:  Pediatric 
ducation,  St.  Joseph’s  Hospital  & Medical 
enter,  350  W.  Thomas  Road,  Phoenix,  AZ 
5013,  Approved  for  11.3  hours  of  Category 
credit. 


Pulmonary  Medicine 

December  4.  Ramada  Safari  Resort, 
Scottsdale.  Sponsor:  University  of  Arizona. 
Contact:  Office  of  Continuing  Medical 
Education.  Approved  for  8 hours  of 
Category  1 credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

December  14-16.  St.  Joseph’s  Hospital, 
Phoenix.  Sponsor:  ACLS,  Az  Affiliate  Amer. 
Heart  Assoc.,  & ArMA.  Contact:  John  Raief, 
M.D.,  Emergency  Room,  St.  Joseph’s 
Hospital,  Phoenix,  Arizona  85013.  Provider 
course  approved  for  21  hours  of  Category 
1 credit  and  Recertification  approved  for  13 
hours. 

Current  perspectives  III:  Medical  and 
Surgical  Management  of  Coronary  Artery 
Disease 

December  18.  ArMA  Offices,  Phoenix. 
Sponsor:  Arizona  Medical  Association. 
Contact:  Nikki  Mertz,  ArMA,  810  West 
Bethany  Home  Road,  Phoenix,  Arizona 
85013.  (members  no  charge— nonmembers 
$20.)  Approved  for  3'/2  hours  of  Category  1 
credit. 


December  2-5,  1982 
DISEASES  DUE  TO 
IMMUNE  MECHANISMS 
Doubletree  Hotel,  Tucson,  Arizona 

This  37th  annual  clinically-oriented, 
intensive  review  provides  internists, 
family  physicians,  pediatricians,  and 
physicians-in-training  with  an  up-to- 
date  summary  of  the  underlying 
immunology  and  management  of 
Diseases  Due  to  Immune  Mechanisms. 
In  addition  to  didactic  presentations 
by  outstanding  faculty,  two  afternoon 
workshops  offer  opportunities  for 
informal  discussion  with  the  faculty. 
Special  sessions  are  provided  for 
office  and  clinic  aides. 

Address  inquiries  to:  Leo  H.  Criep, 
M.D.,  Course  Director,  Division  of 
Continuing  Education,  University  of 
Pittsburgh  School  of  Medicine,  1022A 
Scaife  Hall,  Pittsburgh,  PA  15261. 
Telephone:  (412)  624-2653. 
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1983  CME 

CRUISE/CONFERENCES 
ON  LEGAL-MEDICAL  ISSUES 

Caribbean,  Mexican  Riviera,  Alaska, 
Mediterranean.  Seven  to  14  days  in 
January,  April,  July,  August.  Seminars 
led  by  distinguished  professors. 
Approved  for  18-24  CME  Category  1 
credits.  FREE  ROUNDTRIP  AIRFARE 
ON  ALL  CARIBBEAN,  MEXICAN, 
ALASKAN  CRUISES.  Excellent  group 
fares  on  finest  ships.  All  conferences, 
scheduled  prior  to  12/31/80,  conform 
to  IRS  tax  deductibility  requirements 
under  1976  Tax  Reform  Act. 
Registration  limited.  For  color 
brochures  and  additional  information 
contact: 

International  Conferences 
189  Lodge  Avenue 
Huntington  Station,  NY  11746 

Telephone:  (516)  549-0869 


1983 


JANUARY 

Trauma  Care  ’83— National  Symposium  on 
Trauma 

January  9-13.  Scottsdale  Hilton  Hotel. 
Sponsor:  John  C.  Lincoln  Hospital  and 
Health  Center,  Lincoln  Institute  of  Surgery 
and  Trauma,  and  Emergency  Medicine 
Consultants.  Contact:  Robert  J.  Rankel, 
M.D.,  Chairman,  Trauma  Care  '83,  c/o  John 
C.  Lincoln  Hospital  and  Health  Center, 

9211  North  Second  Street,  Phoenix, 

Arizona  85020. 

Dean’s  Clinical  Rounds 

January  12.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Current  Perspectives  IV:  Newer  Imaging 
Techniques 

January  19.  ArMA  Offices,  Phoenix. 
Sponsor:  Arizona  Medical  Association. 
Contact:  Nikki  Mertz,  ArMA,  810  West 
Bethany  Home  Road,  Phoenix,  Arizona 
85013.  (members  no  charge— nonmembers 
$20).  Approved  for  3'/2  hours  of  Category  1 
credit. 

Skeletal  Fixation  of  Fractures 

January  21-22.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Endocrinology 

January  22.  U.  of  A.  Health  Sciences 
Center.  Sponsor:  U.  of  A.  College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  8 hours  of  Category  1 credit. 
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Computer  Applications  In  Critical  Care 
Medicine 

January  27-28.  Registry  Resort,  Scottsdale. 
Sponsor:  Phoenix  Baptist  Hospital  and 
Medical  Center.  Contact:  Sharon  Luczu, 
Allied  Health  Coordinator,  Phoenix  Baptist 
Hospital  and  Medical  Center,  6025  N.  20th 
Ave.,  Phoenix,  Arizona.  Approved  for  hour 
per  hour  Category  1 credit. 


FEBRUARY 

Musculoskeletal  Problems 

February  12.  Ramada  Safari  Resort. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Center, 
Tucson,  AZ  85724.  Approved  for  8 hours  of 
Category  1 credit. 

Fifth  Annual  International 
Cataract  Surgery  Symposium 

February  14-16.  The  Alamos  Resort, 
Scottsdale,  Arizona.  Sponsor  and  Contact: 
The  Eye  Foundation,  525  N.  18th  Street, 

Ste  504,  Phoenix,  Arizona  85006. 

Pediatric  Update  1983 

February  14-17.  La  Posada  Resort. 

Sponsor:  St.  Joseph's  Hospital  and  Medical 
Center,  and  Phoenix  Children’s  Hospital  ( a 
Division  of  Good  Samaritan  Medical 
Center.  Contact:  Ronald  A.  Christensen, 
M.D.,  1117  East  Willetta,  Phoenix,  Arizona 
85006.  Aprpoved  for  16  hours  of  Category 
1 credit. 

Current  Perspectives  V:  Dilemmas  of  a 
Teenager 

February  16.  ArMA  Offices.  Sponsor: 

Arizona  Medical  Association.  Contact: 

Nikki  Mertz,  ArMA,  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  85013. 
(members  no  charge — nonmembers  $20). 
Approved  for  SVi  hours  of  Category  1 
credit. 

Neurological  Symptoms 

February  17-19.  Arizona  Inn,  Tucson. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Center. 
Tucson,  AZ  85724.  Approved  for  hour  per 
hour  Category  1 credit. 

9th  Annual  Frontiers 
in  Ophthalmology 

February  17-19.  Mountain  Shadows  Resort, 
Scottsdale.  Sponsor:  St.  Luke's  Medical 
Center.  Contact:  Christine  Campbell, 

Medical  Meeting  Planner,  St.  Luke’s 
Medical  Center,  525  North  19th  Street, 
Phoenix,  Arizona  85006.  Approved  for  hour 
per  hour  Category  1 credit. 

Emergency  Care  Update  -V 

February  28-March  2.  Arizona  Health 
Sciences  Center,  Tucson.  Sponsor:  U.  of  A. 
College  of  Medicine.  Contact:  Office  of 
Continuing  Medical  Education,  U.  of  A. 
Health  Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 


ADOLESCENT/YOUNG  ADULT 
MEDICINE 

February  23— March  1,  1983  i 
Wailea  Beach  Hotel,  Maui,  Hawaii  I 

Sponsored  by  Hurley  Medical  Center,' 
Department  of  Continuing  Medical 
Education,  One  Hurley  i 

Plaza,  Flint,  Michigan  48504.  20  Hour: 
Telephone:  (313)  766-0142.  ' 


MARCH  ! 

Changes  & Controversies  In  Pediatrics 

March  3-6.  Marriott  Hotel,  Tucson. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Centfi 
Tucson,  AZ  85724.  Approved  for  hour  per  | 
hour  Category  1 credit.  | 

Sixth  Annual  Mid-Winter 
Symposium  in  OB/GYN 

March  9-11.  Scottsdale  Hilton  Hotel, 
Scottsdale.  Sponsor:  Maricopa  County 
General  Hospital  and  Phoenix  OB/GYN 
Society.  Contact:  Secretary,  Phoenix 
OB/GYN  Society,  3412  N.  Fourth  Ave. 
Phoenix,  Arizona  85013.  Approved  for  14 
hours  of  Category  1 credit. 

4th  Annual  Sports  Medicine  Symposium 

March  10-12.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuinc 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit.  , 

Current  Perspective  VI:  Newer  Aspects  of  ^ 
VD 

March  16.  ArMA  Offices,  Phoenix.  Sponsc 
Arizona  Medical  Association.  Contact:  Nik 
Mertz,  ArMA,  810  West  Bethany  Home  Roa 
Phoenix,  Arizona  85013.  (members  r, 
charge— nonmembers  $20).  Approved  for  3' 
hours  of  Category  1 credit.  ' 

Arizona  Chest  Symposium 

March  24-26.  Doubletree  Hotel,  Tucson. 
Sponsor:  U.  of  A.  Health  Sciences  Center. 
Contact:  Sandy  Younker,  R.N.,  Chest  and 
Allergy  Clinic,  Tucson  Medical  Center,  P.( 
Box  42195,  Tucson,  AZ  85733.  Approved 
for  hour  per  hour  Category  1 credit.  , 

Dermatology 

March  26.  Arizona  Health  Sciences  Center 
Sponsor;  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Cente. 
Tucson,  AZ  85724.  Approved  for  hour  per 
hour  Category  1 credit. 

Dean’s  Clinical  Rounds 

March  30.  Arizona  Health  Sciences  Center 
Tucson.  Sponsor:  U.  of  A.  College  of  j 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724, 
Approved  for  hour  per  hour  Category  1 
credit.  I 


RON 


TIERS  IN 

OPHTHALMOLOGY 

1983 


The  9th  annual  FRONTIERS  IN  OPHTHALMOLOGY  seminar  will 
explore  the  latest  advancements  in  ophthalmic  core. 

Featured  topics  and  speakers  will  include: 

CATARACT/IOL:  Steven  P.  Shearing,  M.D.,  Chief  of  Ophthalmology, 
Valley  Hospital,  Las  Vegas.  CORNEA/RADIAL  KERATOTOMY:  J, 
James  Rowsey,  M.D.,  Director,  Corneal  Research,  McGee  Eye 
Institute,  Oklahoma  City.  GLAUCOMA/LASER  TRABECULOPLASTY: 
James  B.  Wise,  M.D.,  Chairman,  Department  of  Ophthalmology, 
Baptist  Medical  Center,  Oklahoma  City.  NEUROPHTHALMOLOGY: 
Robert  Hepler,  M.D.,  Professor  of  Ophthalmology,  Jules  Stein  Eye 
Institute,  U.C.L.A.  Center  for  the  Health  Services,  Los  Angeles. 
OCULAR  ONCOLOGY:  Devron  H.  Char,  M.D.,  Director,  Ocular 
Oncology  Unit  and  Professor  of  Ophthalmology,  University  of 
California,  San  Francisco.  OCULOPLASTICS:  Orkan  George  Stasior, 
M.D.,  Clinical  Professor  of  Ophthalmology  and  Director  of  Oculo- 
plastic  Service,  Albany  Medical  College,  Albany,  N.Y. 

February  17-19, 1983  • Mountain  Shadows  Resort,  Scottsdale,  Arizona 

Seminar  Chairman:  Edward  L.  Show,  M.D.,  Chief  of  Ophthalmology, 

St.  Lukes  Hospital,  Phoenix 

Approved  for  15  hours,  Category  I C.M.E.  credit 

Sponsored  by  the  Prentice  Eye  Institute,  and  St.  Luke’s 

Medical  Center,  Phoenix.  


For  additional  information,  call  or  write: 
Christine  Campbell,  Medical  Meeting  Planner 
St.  Luke's  Medical  Center 
525  N.  1 8th  St.,  Phoenix,  Arizona  85006 
(602)251-8402 


MONTHLY  OR  WEEKLY 


irine  Medics  Meeting 

3Cond  Tuesday  of  each  month,  Doctors 
ospital,  5:45  p.m.  J.  South  Classroom. 
Donsor:  Shrine  Medics.  Contact:  Robert 
. Briggs,  M.D.,  5121  N.  Central  Ave., 
hoenix,  AZ  85012. 

ounter  Transference  Group 

'eekly,  Thurs.  8-10  p.m.  Sponsor:  Phoenix 
sychiatric  Council.  Contact:  James  E. 
ampbell,  M.D.,  5051  N.  34th  St.,  Phoenix, 
Z 85018.  Approved  for  2 hours  Category  1 
'edit. 

lonthly  Meeting  of  Tucson  Radiologists 

ast  Tues.  of  month.  Plaza  International, 
ucson,  AZ.  Sponsor:  U of  A Medical 
enter.  Dept,  of  Radiology.  Contact:  Irw/in 
I.  Freundlich,  M.D.,  U of  A Health 
ciences  Center,  Dept,  of  Radiology, 
ucson,  AZ  85724.  Approved  for  2 hours 
lategory  1 credit. 

ediatric  Grand  Rounds 

uesday  7:30-8:30  a.m  in  Phoenix:  1st 
ues.— Phoenix  Indian  Hospital,  2nd 
ues. — Maricopa  County  Hospital,  3rd 
ues.— Good  Samaritan  Hospital,  4th 
ues. — St.  Joseph’s  Hospital.  Sponsor: 
laricopa  County  Hospital  (Phoenix 
lospital’s  Affiliated  Pediatric  Program). 
Jontact:  J.  Kipp  Charlton,  M.D.,  2601  E. 
loosevelt,  Phoenix,  AZ  85008.  Approved 
Dr  1 hour  per  session  Category  1 credit. 


Review  of  Forensic  Pathology 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a.m.,  120  S.  6th  Ave., 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H.H.  Karnitschnig, 
M.D.,  120  S.  6th  Ave.,  Phoenix,  AZ. 
Approved  for  1 hour  per  session  Category 
1 credit. 


ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10,000, 
Phoenix,  AZ  85064.  Contact:  Ravi  Koopot, 
M.D. 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m.,  second  floor 
classroom 


ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ.  85008. 
Contact:  Arnold  L.  Kendall,  M.D. 

A.S.H.  Psychiatric  Grand  Rounds 

2nd  Wecl.,  1:00-2:00  p.m.,  J-6  Conf.  Rm., 

Contact:  Dr.  Conger  & Staff 

Clinical-Pathological  Conference 

3rd  Wed.,  1:30-2:30  p.m.  General  Services 

Bldg.,  Conf.  Rm. 

Medical  Grand  Rounds 

4th  Wed.,  1:00-2:00  p.m..  Medical  Bldg. 

Conf.  Rm. 


BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St. 
Joseph’s  Hospital  and  Medical  Center,  350 
W.  Thomas  Rd.,  Phoenix,  AZ  85013. 
Sponsor:  St  Joseph’s  Hospital  & Medical 
Center.  Contact:  John  R.  Green,  M.D. 
Approved  for  1 hour  Category  1 credit. 
Neurology  Teaching  Conference 
Tuesdays,  8:30-9:30  a.m.,  Eighth  Floor 
Conf.  Room. 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9:15  a.m.,  on  first  and 
third  and  fifth.  Eighth  Floor  Conference 
Room. 

Neuro-ophthalmology  Conference 

Mondays,  7:30  a.m.  in  8th  floor  neurology 
conference  room. 

Spinal  Injury  Conference 

Wednesdays,  8:15-9:15  a.m.,  on  second  and 

fourth  weeks,  in  Neuropathology  Conf. 

Rm.— a multidisciplinary  review  of 

admission  by  neurosurgeons,  orthopedists, 

and  rehabilitation  specialists. 

Neuropathology  of  Gross 

Specimens  Conference 

Thursday,  7:30-8:30  a.m.  in  the  Morgue. 

Neurology-Neurosurgical 

Fridays,  8-9  a.m..  First  Floor  Conference 

Rm. 

Neuropathology  or 
Neuroradlology  Conferences 

Friday,  9 a.m..  Neuropathology  in 
Neuropathology  Conference  Rm., 
Neuroradiology  in  First  Floor  Conference 
Rm. 
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Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  Rm. 
Neurosurgical  Journal  Club 
Saturdays,  9-11  a.m.  in  Eighth  Floor 
Conference  Rm. 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City,  AZ 
85372.  Contact:  Martha  R.  Newby,  ED.D., 
Director  of  Education. 

Medical  Department  Continuing 
Medicai  Education 

4th  Wednesday,  12  Noon,  Cl  19.  May,  July, 
Sept.  & Nov. 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon, 

Educ.  Center  Classroom  I & II,  May,  July, 
Sept,  & Nov. 

Surgical  Department  CME 

4th  Friday,  7 a.m.,  Educ.  Center 
Classrooms  I & II.  Contact:  Brian 
Updegraff,  M.D. 

CAMELBACK  HOSPITAL 

5055  N.  34th  St.,  Phoenix,  AZ  85018. 
Sponsor:  Camelback  Hospital.  Contact:  T. 

F.  Reid,  Jr.,  M.D.  Approved  for  Category  1 
credit. 

Clinical  Conference 

3rd  Tuesday,  8-9  a m. 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L A.  Rosati,  M.D.  Approved  for 
Category  1 credit. 

CME  Programs 

Weekly,  Tuesday,  7 p.m.,  Cafeteria-West 
End. 

Clinical  Conference  — Dept,  of  Medicine 

Weekly,  Thursday,  12:30-1:30  p.m.  Buffet 
Lunch,  Grande  Rm. 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1:30  p.m.  Grande 
Rm. 

Pediatric  Case  Conference 

2nd.  Friday,  12:30  p.m.,  Grande  2. 

DOCTORS  HOSPITAL 

1747  East  Thomas  Road,  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information. 

Physicians  Continuing  Education  Program 

1st  Thursday,  12:30  p.m..  Classrooms. 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N.  Wilmont  Road,  Tucson,  AZ  85712. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved 
for  Category  1 credit. 

Family  Practice  Department  Meeting 
1st  Monday,  12  Noon,  (March,  June,  Sept, 
and  December)  Contact:  R.  Grossman, 

M.D. 

Surgical  Department  Meeting 

3rd  Monday,  11:45  p.m. 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N.  Beaver  Street,  P.O.  Box  1268, 
Flagstaff  AZ  86002.  Contact:  B.  C. 
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Hirschberg,  M.D.,  CME  Program  Clinical 
Conference.  Approved  for  Category  1 
credit. 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm. 
Clinical  Conferences 
Weekly,  Tuesdays,  12:30  p.m.,  Tollefson 
Rm. 

Tumor  Board  Case  Conference 

3rd  Tuesday,  12:30  p.m..  Hospital  Conf. 
Rm. 

Mortality  & Morbidity  Conference 

1st  Thursday,  12:30  p.m..  Hospital  Conf. 
Rm. 


GOOD  SAMARITAN 
MEDICAL  CENTER 

1111  East  McDowell  Rd.,  Phoenix,  AZ. 
Approved  for  Category  1 credit. 

Obstetrical  Sectional  Conference 

1st  Monday,  12:30-1:30  p.m.,  Conf.  Rm.  E. 

Gynecological  Section  Conference 

2nd  Monday,  12:30-1:30  p.m.,  Conf.  Rm.  E. 

Obsterical  Sectional  Conference 

5th  Monday,  12:30-1:30  p.m.,  Conf.  Rm.  E. 

Pulmonary  Grand  Rounds 

Weekly,  Monday,  12  noon-  1 p.m.. 

Amphitheater. 

Family  Practice 

Weekly,  Monday,  12:00-1:00  p.m..  Family 
Practice  Center. 

Pediatric  Grand  Rounds 

3rd  Tuesday,  7:30-8:30  a.m..  Amphitheater. 

Family  Practice 

Weekly,  Tuesday,  12:00-1:00  p.m..  Family 
Practice  Center. 

Cardiology  Grand  Rounds 
Weekly,  Tuesday,  12:00-1:00  p.m.. 
Amphitheater. 

Medical  Noon  Conference 

1st,  2nd,  4th,  & 5th  Wednesday,  12:00-1:00 

p.m.,  T-8  Conference  Rm. 

Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m.,  Conf. 

Rms.  E-F. 

Family  Practice 

Weekly,  Wednesday,  12:00-1:00  p.m.. 
Family  Practice  Center. 

Tumor  Conference 

2nd,  & 4th  Wednesday,  12:00-1:00  p.m., 
Conf.  Rms.  E-F. 

Surgical  Grand  Rounds 

Weekly,  Wednesday,  7:00-8:30  a.m.. 
Amphitheater. 

Family  Practice 

Weekly,  Thursday,  12:00-1:00  p.m..  Family 
Practice  Center. 

Medical  Noon  Conference 

Weekly,  Thursday,  12:00-1:00  p.m.,  T-8 

Conf.  Rm. 

Joint  Tumor  Gyn  Conference 

2nd  Friday,  12:00-1:00  p.m.,  Conf.  Rms.  E- 
F. 

Medicine  Grand  Rounds 

Weekly,  Friday,  8:00-9:00  a.m., 
Amphitheater. 

Neurology  Grand  Rounds 
Weekly,  Friday,  12:00-1:00  p.m., 
Amphitheater. 

Psychiatry  Grand  Rounds 
Weekly,  Friday,  11:00-12:00  noon. 
Education  Bldg.  West. 


KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E.  Ajo  Way,  Tucson,  AZ.  85713. 
Contact:  Eric  C.  Ramsay,  M.D.,  Approved 
for  Category  1 credit.  ' 

Surgical  Conference 
Weekly,  Monday  8:00  a.m..  Contact:  R. 
Fischer,  M.D. 

Medical  Conference 

Weekly,  12:30  p.m..  Contact:  Chief  Medic 
Resident.  . 

OB/GYN  Pathology  Conference 
Weekly,  Thursday,  1:30  p.m..  Contact:  Ja\( 
Fleishman,  M.D. 

Psychiatry  Journal  Club 

Weekly,  Thursday,  12  Noon,  Contact:  Jos 

Santiago,  M.D, 

MARYVALE  SAMARITAN 
HOSPITAL 

5102  W,  Campbell  Ave.,  Phoenix,  AZ  850C 

Continuing  Medical  Education  Program  ^ 

2nd  & 4th  Wednesday,  12:30  p.m.. 
Conference  Rms.  ( 

Tumor  Board  | 

1st  & 3rd  Mondays,  12-1  p.m..  Medical 
Conference  Rms. 

MARICOPA  MEDICAL  ] 
CENTER  j 

2601  E.  Roosevelt,  Phoenix,  AZ  850H 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference  f 

Daily  12-1  p.m.,  Contact:  S.  Schaffner,  M.l 
Chest  Surgery  Conference  f 

Weekly,  Mondays,  1:30  p.m.,  Santa  Cruz  <1 
Rm.  1 

Hematology  Conference  I 

2nd  Tuesday,  1:00  p.m..  Contact:  Walt  j 
Koppenbrink,  M.D.  i 

OB/GYN  Dept.  Grand  Rounds  i 

Weekly,  Tuesday,  12  Noon,  Santa  Cruz  i 
Room.  i 

Obstetrical  Problem  Conference 
Weekly,  Tuesday,  7:30  a.m.,  Yavapai  Rm. 
Orthopedic  Conference 
Weekly,  Tuesday,  7:30  a.m.,  Santa  Cruz  ] 
Rm. 

Pediatric  Grand  Rounds 

2nd  Tuesday,  7:30-8:30  a.m..  Contact:  J 

Robert  Ganelin,  M.D.  ^ 

Urology  Discharge  Planning  Conference  , 

Weekly,  Tuesday,  11:30  a.m..  Station  42.  J 

Hand  Surgery  Conference  i 

Weekly,  Wednesday,  7:30  a.m.,  Santa  Cru 
Rm.  , 

Neurosurgery  Discharge  Planning  | 

Weekly,  Wednesday,  1:30  p.m..  Station  42j 

OB/Neonatology  Seminar  j 

Weekly,  Wednesday,  7:30  a.m.,  Yavapai  Rj 

Clinical  Psychiatric  Conference 

Weekly,  Wednesday,  11-12  p.m..  Mental 
Health  Annex,  Rm.  1346. 

Surgery  Conference 

Weekly,  Wednesday,  7-8  a.m..  Surgical  | 
Dept. 

Current  Concepts  in  Medicine  & Surgery  < 

1st  Thursday,  1 p.m..  Dr.  Hospital  Class  | 
Rm.,  Contact:  Dr.  Tamsky. 

Cardiology  Conference  i 

Weekly,  Thursday,  2 p.m.,  Santa  Cruz  Rm 
OB/GYN  Resident  Conference  i 

Weekly, Thursday,  12  p.m.,  Yavapai  Rm. 


fN  Endocrine  Seminar 

It  & 3rd  Friday,  12:30  p.m.,  Santa  Cruz 
n. 

13/GYN  Surgicai  Pathoiogy  Conf. 

leekly,  Friday,  7:30  a.m.,  Yavapai  Rm. 
ihopedic  X-Ray  Conference 

leekly,  Friday,  7:30  a.m.,  Santa  Cruz  Rm. 

MESA  LUTHERAN 
HOSPITAL 

II  West  10th  Place.  Mesa,  Arizona  85201. 
ontact:  E.  John  Wickman,  M.D. 

bntinuing  Medicai  Education  Programs 

iiesdays,  6:30  p.m.,  Ocotillo  Rm. 

I PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

25  N.  20th  Ave.,  Phoenix,  AZ  85015. 
jntact:  J.  Burr  Ross,  M.D.,  Approved  for 
itegory  1 credit. 

inicai  Conferences 

t,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
ditorium. 

>C  or  Medicai-Surgicai  Forum 

1 Tuesday,  12  noon.  5th  floor  auditorium. 

I PHOENIX  INDIAN 
MEDICAL  CENTER 

jl2  North  16th  St.,  Phoenix,  AZ  85016. 
pntact:  Leland  L.  Fairbanks,  M.D., 
pproved  for  Category  1 credit, 
fdiatric  Grand  Rounds 
It  Tuesday,  7:30-8:30  a.m..  Contact:  D. 
andall,  M.D. 

inicai  Staff  Teaching  Conference,  Rm.  A. 

pekly,  Wednesday,  7:30-8:30  a.m. 

piaryngoiogy  Grand  Rounds 

h Wednesday,  4-5  p.m..  Conference  Rm. 
j Contact:  N.  Wendell  Tood,  M.D. 

K Practice/Emergency  Room 
ng  Conference 

lursday.  Weekly,  7:30-8:30  a m.,  Conf. 
n.  A.  Contact:  Drs.  L.  Fairbanks  & E.Y. 
)oper. 

PHOENIX  MEMORIAL 
HOSPITAL 

01  S.  7th  Ave.,  Phoenix.  AZ  85036. 

)ntact:  George  Scharf,  M.D.  Approved  for 
ategory  1 credit. 

onthiy  Medicai  Education  Seminar 

d Monday,  6:30  p.m.,  Kiva  Conf.  Rm. 
linicai  Conferences 
eekly,  Tuesday,  12:30  p.m.,  Kiva 
inference  Rm. 

sychiatric  Ciinicai  Conference 

id  Friday,  11:30  a.m.,  B-Wing  Conf.  Rm.. 
pntact:  Medical  Staff  Secretary, 
jimor  Board  Conference 
ekiy,  Friday,  12  p.m.,  Kiva  Conf.  Rm. 
ntact:  H.  Kimball,  M.D. 

I SCOTTSDALE  MEMORIAL 
HOSPITAL 

loo  East  4th  Street,  Scottsdale,  AZ  85251. 
bntact:  W.  S.  Williams,  M.D.,  Approved  for 
ptegory  1 credit, 
jimiiy  Practice  Conference 
jt  Monday,  12:30  p.m..  Doctors’  Lounge, 
inergency  Medicai  Services  Conference 
jd  Monday,  12:30  p.m..  Doctors’  Lounge. 
ruroiogy/Neurosurgery  Conference 
Id  Monday,  12:30  p.m..  Doctors’  Lounge. 


CPC  Conference 

4th  Monday,  12:30  p.m..  Doctors’  Lounge. 

Pediatrics  Conference 

5th  Monday,  12:30  p.m..  Doctors’  Lounge. 

Puimonary  Conference 

1st  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Cardioiogy  Conference 

2nd  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Medicai  Subspecialties 

5th  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m..  Doctors’  Lounge. 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors’  Lounge. 

Gl/Med/Surg/Radlology  Conference 

2nd  Friday,  12:30  p.m..  Doctors’  Lounge. 


ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ 
85013.  Contact:  Joseph  C.  White,  M.D. 
OB/GYN  Section  Conference 
3rd  & 4th  Mondays,  12:30-1:30  p.m.,  1st 
Floor  Conf.  Rm. 

Genetics  Conference 

Weekly,  Monday,  12:30  p.m..  Pediatric 

Department. 

Pediatric  Rounds 

Weekly,  Monday,  Wed.  & Friday,  10:30  a.m.. 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a.m..  Contact:  J. 

Kipp  Charlton,  M.D. 

ECG  Conference 

Weekly,  Tuesday,  12:30  p.m..  Pediatric 
Department. 

Medical  Grand  Rounds 

Weekly,  Wednesday,  8 a.m.,  1st  Floor  Conf. 

Room. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  8 a.m.,  PIMC. 

Visiting  Professor  Informal  Presentation 

Weekly,  Thursday,  9:30  a.m.,  1st  floor  Conf. 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  12:30  p.m.,  PIMC. 
Nephrology  Conference 
Weekly,  Fridays,  12:30  p.m..  Pediatric 
Department. 


ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road,  Tucson,  AZ.  Contact: 
Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday,  12  p.m..  Contact:  Wm. 
Moteforte. 

Ophthalmology  Morbidity/Mortallty  Conf. 

4th  Tuesday,  12:15  p.m..  Contact:  Kim 
Sowards. 

Current  Concepts  in  Medicine 

Weekly,  Tuesday,  12  p.m..  Auditorium. 
Hematology-Oncology  Conference 

Last  Wednesday,  12:15-1:15  p.m..  Contact: 
S.  Salmon,  M.D. 


ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ, 

Contact:  Gerald  L.  Hansbro,  M.D. 

Cardiac  Conference 

Weekly,  Monday,  12:15  p.m..  Auditorium. 

Chest  Conference 

4th  Monday,  12:15  p.m.,  Phillips 
Auditorium. 

Surgery  Conference 

1st  Tuesday,  12:15  p.m..  Auditorium. 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.tti..  Auditorium. 

Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday,  12:15  p.m..  Auditorium. 

Pulmonary  Case  Conferences 

1st  Thursday,  7:30  a.m.,  Phillips 

Auditorium. 

Psychiatry  Conference 

3rd  Thursday,  7 a.m..  Auditorium. 

Combined  Medical  General  Practice 
Conference 

1st  Friday,  12:15  p.m..  Auditorium. 
Toxicology  Grand  Rounds 
2nd  Friday,  7:30  a.m..  Auditorium. 
Ophthalmology  Conference 

1st  Saturday,  8:30  a.m..  Auditorium. 

ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St.  Mary’s  Road,  Tucson,  AZ 
85703.  Contact:  see  below. 

Monthly  Specialty  Conference  — Dept,  of 
Surgery 

1st  Monday,  7:30  a.m..  Century  Rm.  A., 
Contact:  Med.  Staff  Office. 

Grand  Rounds:  Medical  Surgical,  Family 
Practice,  Pathology,  Radiology 

Weekly,  Thursday. 

Emergency  Medicine  Lectures 

Weekly,  Thursday,  8 a.m..  Century  Rm.  A. 

Mental  Health  Update 

1st  Friday,  11:30-1:00  p.m..  Century  Rm.  A. 

Cardiology  Conference 

Weekly,  Friday,  8:00-9:00  a.m..  Century 

Rm.,  Contact:  Anthony  Forte,  M.D. 

TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 

Cardiology  Conference 

1st,  3rd,  & 5th  Mondays,  12  Noon,  Contact: 

M.  Maximov,  M.D. 

Dermatology  Conference 

4th  Monday,  5:00  p.m..  Contact:  R.  Miller, 

M.D. 

Endocrinology  Conference 

4th  Monday,  12  Noon,  Contact:  M.  Parker, 
M.D. 

Nephrology  Conference 

2nd  Monday,  12  Noon,  Contact:  Stephen 
Seltzer 

Perinatal  Conference 

2nd  Monday,  7:30  p.m..  Contact:  J. 

Lohman,  M.D. 

Psychiatry  Department  Meeting 

3rd  Monday,  12  Noon,  Contact:  Howard 
Winkler,  M.D. 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon,  Contact:  C.  Peter 
Crowe,  Jr.,  M.D. 
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Hematology  Conference 

4th  Tuesday,  12  Noon,  Contact:  Gerald 
Giordano,  M.D. 

Pulmonary/Infectlous  Disease  Conference 

Weekly  except  4th,  Tuesday,  12  Noon, 
Contact:  B.  Friedman,  M.D. 

Orthopedic  Conference 

1st  Tuesday,  7:30  p.m..  Contact:  Jay  Katz, 

M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  p.m..  Contact:  Dr. 
Lightner. 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert 
Foote,  M.D. 

Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a.m..  Contact:  Dr. 
Fuchs. 

Family  Practice  Meeting 

2nd  Wednesday,  12:30  p.m.,  Jan.,  April, 
July,  & Oct.  Contact:  C.  Mangelsdorf,  M.D. 

Medical  Conference 

Weekly,  Wednesday,  8:00  a m..  Contact:  M. 
Fuchs,  M.D. 

Neurology-Neurosurgery  Conference 

Weekly,  Wednesday,  12  Noon,  Contact:  H. 
W.  Buschsbaum,  M.D. 

Neuroradiology  Conference 

Weekly,  Thursday,  5:00  p.m..  Contact:  N. 

Komar,  M.D. 

Tumor  Conference 

Weekly,  Thursday,  12  Noon,  Contact: 

Cancer  Committee. 

G— I Conference 

Weekly,  Friday,  12  Noon,  Contact:  Charles 
Banner,  M.D. 

Interhospital  Nuclear  Medicine  Conference 

Weekly,  Friday,  7:15  a.m..  Contact:  S.V. 
Hilts,  M.D. 

OB/GYN  Conference 

1st  Friday,  7:30  a.m..  Contact:  Charles 
Parker,  M.D. 

OB/GYN  Pathology  Conference 

3rd  Friday,  7:30  a m..  Contact:  R.  Spark, 
M.D. 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road, 

Phoenix,  AZ  85012.  Contact:  Alfred 
Heilbrunn,  M.D.  Approved  for  Category  1 
credit. 

Medical/Surgical  Gl  Conference 

1st  & 3rd  Monday,  3 p.m.,  Rm.  3134, 
Contact:  Dr.  Kozarek,  Ext  413.  Dr.  Mertz, 

Ext  493. 

Orthopedic  Surgery  Conference 

2nd  Monday,  7:30  a.m.,  Rm  3134,  Contact: 
Dr.  Russo. 

Surgery  - Pathology  Conference 

4th  Monday,  4:00  p.m.,  Rm  3134,  Contact: 
Dr.  Mertz  & Dr.  Lanard. 

Vascular  Conference 

2nd  Monday,  3 p.m.,  Rm.  3134,  Contact:  Dr. 
Clintora 

Gl  Grand  Rounds 

Weekly,  Tuesday,  1 p.m..  Contact:  Drs. 
Sanowski,  Kozarek,  after  Gl  Grand  Rounds, 
Rm.  T-5. 

Gl  Radiology  Clinical  Correlation 
Conference 

1st  and  3rd  Tuesday,  12:00  noon,  Rm.  T-5, 
Contact:  Dr.  Sanowski. 

Gl  Pathology  Conference 

2nd  and  4th  Tuesday,  12:00  noon,  Rm.  T-5, 

Contact:  Dr.  Sanowski. 
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Housestaff  Pulmonary  Disease  Teaching 
Conf. 

Weekly,  Wed.,  12:30-1:30  p.m.,  Rm.  4115, 
Contact:  Dr.  Rohwedder,  Ext.  388. 

Cancer  Symposium 

1st  and  3rd  Thursdays,  3 p.m.,  Rm.  3134, 

Contact:  Dr.  Byrne 

Cardiology  Conference 

2nd  Thursday,  1 p.m..  Room  T-5,  Contact: 

Dr.  Habibzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  12:30  p.m.,  Rm.  4115 
Contact:  Dr.  Rohwedder. 

Medical  Service  Grand  Rounds 

1st,  2nd,  3rd.  & 5th,  Fridays,  11  a.m.,  Rm. 

T-5,  Contact:  Dr.  Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  a m..  Room  T-5,  Contact  Dr. 

Zeller 

PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below.  Approved  for  Category  1 credit. 

Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a m. -2:30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m. 

TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 

Medical  Surgical  Chest  Conference 
Weekly,  Tuesday,  2 p.m..  Contact:  Dr. 
Young 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1:00  p.m.,  VA  Hospital 
Staff  Conf.  Rm.  & (AHSC),  Contact:  Jay 
Smith,  M.D. 

Surgical  Grand  Rounds 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr. 
Putnam 

Endocrinology  Seminar 

1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm, 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m..  Bldg.  107, 
Contact:  J.  Fitzharris,  D.O. 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly,  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly,  Friday,  12  p.m..  Contact:  Dr. 

Sibley. 

YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield.  M.D.  Approved  for  Category 
1 credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a.m. 


U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine, 
Tucson,  AZ  85724.  Robert  M.  Anderson, 
M.D.,  Dir.  of  CME.  Contact:  See  below. 
Approved  for  Category  1 credit. 
Anesthesiology  Board  Review  Confereno' 
2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dininj 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc.  | 
Anesthesiology  Basic/Cllnical  Sciences  | 
Lectures  | 

Weekly,  Thursday,  4-5  p.m..  Room  5403.  | 
Anesthesiology  Case  Discussion 
Weekly,  Wed.,  7:00  a.m.,  AHSC,  Dining  R| 
C&D.  I 

Anesthesiology  Resident  Presentation  < 
1st  Monday,  4-5  p.m.,  AHSC  Dining  Room 
C&D,  Contacts:  Drs.  Otto  & Zehngut.  i 
Cancer  Center  Tumor  Board  Seminar 
3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC  I 
Auditorium,  Contact:  Cancer  Center. 
Cardiac  Catheterization  Conference 
Weekly,  Friday,  4:00  p.m..  Contact:  Dr. 
Temkin. 

Cardiology  Research  Conference 

Weekly,  Tuesday,  7:30  a m..  Contact.  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact: 
Dr.  Byrne-Quinn. 

Clinical  Immunology,  Allergy  & 
Rheumatology  Rounds 
Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5505., 
Contact:  Jerry  Goldstone,  M.D.,  Dept,  of 
Surgery. 

Dermatology  Conference 

4th  Monday,  5:15  p.m.,  AHSC,  Contact:  D 
R.  Friedman. 

Dermatology  Rounds 

Weekly,  Wed.,  11:30  a m..  Contact:  Dr. 

Lynch. 

Endocrinology  Seminar 

Weekly.  Thursday,  12-1  p.m..  Contact:  Dr. 
Johnson. 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 a.m.,  AHSC,  Contact:  Dr. 
Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact:  S. 
Paplanus. 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  a.m.,  AHSC, 
Contact:  Dr.  T.  Hunter. 

Head  & Neck  Tumor  Management 
Conference 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr. 
Manning. 

Hematology-Oncology  Clinical  Conferenc 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm. 
6505.  Contact:  S.  Salmon,  M.D.,  Dept,  of 
Internal  Medicine. 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1  p.m.,  AHSC,  Contact: 
Dr.  J.  Smith. 

Morbidity/Mortality  In  E.M. 

2nd  Tuesday,  9 a.m.,  AHSC,  Contacts:  Dr; 
Hughes  & Alcorn. 

Neuromuscular  Disease  Conference 

Weekly,  Friday,  11:30  a.m..  Contact:  Dr. 
Stern. 

Neuropathology  Case  Review 

Weekly,  Friday,  8:30  a.m.,  UAHSC,  Dr.  P. 
Johnson. 


uroradiology  Conference 

;ekly.  Thurs.,  5:00  p.m.,  Contact:  Dr.  P.C. 
iristenson. 

uromuscular  Journal  Conference 

d & 4th  Thursday,  7-9  p.m.,  Contact:  Dr. 
;rn. 

urosclences  Seminar 

jekly,  Tuesday  & Friday,  7:30  a.m., 

ISC,  Contact:  Dr.  C.  Bamford. 

iclear  Medicine 

jekly,  Thursday,  7:30  a.m.,  AHSC 
diology  Conference  Rm. 

I/GYN  Lectures 

jekly,  Friday,  1 p.m.,  AHSC,  Contact:  Dr. 
D.  Christian. 

ththalmology  Grand  Rounds 

1 Friday,  7:30  a.m.,  AHSC,  Contact:  Dr. 
Herschler. 

ihthalmology  Retina  Fluoro.  Conference 

jekly,  Thursday,  5 p.m.,  AHSC,  Contact: 

. H.  Cross. 

thopedic  Rounds 

turday,  8:00  a.m..  Contact:  Dr.  Peltier. 

In  Conference 

) Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
iD,  Contact:  Drs.  Hameroff  & Cork. 

thology  Conference 

jekly,  Monday,  12  noon,  AHSC,  Contact: 

, C.D.  Christian. 

thology  Seminar 

jekly,  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
20.  Contact:  Dr.  P.  Finley, 
cson  Pathologist  Conference 
: Monday,  7:30  p.m.,  AHSC,  Contact:  Dr. 
R.  Graham. 


Pediatric  Grand  Rounds 

2nd,  4th  & 5th  Tuesdays,  12  p.m.,  AHSC, 
Contact:  Dr.  H.  Thompson. 

Pediatric  Problem  Patient  Conference 
Weekly,  Wed.,  8:00  a.m..  Contact  Dr.  Lillian 
Valdes-Cruz. 

Pediatric  Research  Forum 

Weekly,  Tuesday,  7:30  a.m..  Contact:  Dr. 
Otakar  Koldovsky 
Pediatric  Specialty  Conference 
Weekly,  Friday,  8:00  a.m..  Contact:  Dr. 
Marilyn  Heines  & Jane  Ruggill. 

Psychiatric  Grand  Rounds 

Weekly,  Wednesday,  5:30  p.m.,  AHSC,  Rm. 

8403,  5th  Floor  Auditorium. 

Psychiatric  Monthly  Case  Conference 
2nd  Friday,  7:30  a.m..  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital. 

Pulmonary  Rounds 

Weekly,  Friday,  11:30  a.m..  Contact:  Dr. 
Benjamin  Burrows. 

Chest  Radiology 

Weekly,  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich, 

M.D.,  Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 

Weekly,  Wednesday,  7:30  a.m.,  AHSC, 
Contact:  Dr.  Christenson 

Radiation  Oncology  Planning  Conference 

Weekly,  Friday,  8:30-10:00  a.m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly,  Thursday,  12:00  noon,  AHSC, 


Contact:  Dr.  Freundlich. 
Radiology-Rheumatology  Conference 
Weekly,  Thursday,  7:45  a.m.,  UAHSC, 
Library  Rm.1535C. 

Renal  Pathology  Conference 

1st,  3rd,  & 5th  Thurs.,  11:30  a.m..  Contact: 

Dr.  Nagle. 

Residents  Noon  Conference 

Weekly, Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 

Resident’s  Conference 

Weekly,  Wed.,  5-6  p.m.,  Diag.  Radiology 

Conf.  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  a.m.,  Rm.  5403,  AHSC, 
Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 

Weekly,  Wed.,  8:00  a.m..  Contact:  Dr. 
Wangensteen. 

Trauma  Conference 

Thursday,  4:00-5:00  p.m..  AHSC,  Rm.  5505. 
Toxicology  Conference 
Weekly,  Tuesday,  8:00  a.m..  Contact:  Dr. 
Keith  Likes. 

Tucson  Ultrasonography  Group 

Weekly,  Wed.,  4:30  p.m.,  AHSC,  Contact: 

Dr.  I.  Freundlich. 

General  Urology  Conference 

Weekly,  Tue.  & Thurs.,  12:00  noon,  AHSC 

& VA  Hospital  Contact:  Dr.  G.W.  Drach. 

Vascular  Surgery  Conference 

Weekly,  Tuesday,  4-6  p.m.,  AHSC,  Contact: 

Dr.  J.  Goldstone. 
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In  the  treatment  of  insomnia 


Good  mornings 
start  with  restful  nights. 


Dalmane 


(Rurazepam  HCl/Roche) 


patients  M asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo. ' In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  timet 
as  many  patients  reported  feeling  refreshed  and  alert  upcj 
awakening  after  a night  on  Dalmane  (flurazepam/Roch(J 
compared  to  placebo  nights. ^ This  difference  was  highly  1 
significant  (p<0.001)-  And  a retrospective  study  of  25] 
hospitalized  patients  who  received  Dalmane  revealed  on  | 
a 3.1%  incidence  of  side  effects.’  ,* 

While  residual  effects  from  Dalmane  therapy  are  | 
infrequent,  patients  should  be  cautioned  about  drinking  j 
alcohol,  driving  or  operating  hazardous  machinery  after  I 
ingesting  the  drug. 

Efficaq^  and  safety  in  a broad  I 
range  of  patient  types.  | 

Over  2000  clinical  trials  involving  more  than  | 
10,000  patients  have  shown  that  Dalmane  patients  fall| 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturij 
awakenings.'*  The  safety  and  efficacy  of  Dalmane  have  | 
been  demonstrated  in  medical  and  surgical  hospitalized  1 
patients,  in  patients  seen  in  office  practice  and  in  elderly  t 
patients.^  ® Since  the  risk  of  oversedation,  dizziness,  coni 


II 
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ion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
it  is  recommended  that  the  dosage  be  limited  to  15  nag. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
eatment  of  insomnia  have  been  demonstrated  in  thou- 
ands  of  patients  with  a variety  of  primary  medical  condi- 
ons,  including  cardiovascular,  neuropsychiatric,  endocrine- 
letabolic,  gastrointestinal,  genitourinary,  respiratory  and 
ausculoskeletal  disorders.'  Dalmane  (flurazepam  HCl/Roche) 
; contraindicated  in  pregnancy  and  in  patients  hypersensi- 
ve  to  the  drug. 

Woids  rebound  insomnia 
ipon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
•retherapy  levels  after  drug  discontinuation-has  been 
sported  as  a potential  clinical  problem  with  some  hypnot- 
::s.’  '°  However,  this  problem  has  not  been  reported  with 
)almane.  In  eight  out  of  eight  sleep  laboratory  studies, 
aere  were  no  reports  of  rebound  insomnia."  When  you 
rescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
nhances  therapeutic  progress.  Your  insomniac  patients  can 
le  assured  of  a restful  night,  night  after  night— a good  start 
ar  a good  morning. 


References:  1.  Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley,  N).  2.  Zimmer- 
man AM:  Curr  Ther  Res  fJ:18-22,  Jan 
1971.  3.  Greenblatt  DJ,  Allen  MD, 

Shader  Rl:  Clin  Pharmacol  Ther 
21:355-361,  Mar  1977.  4.  Data  on 
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For  efficacy  from  the  beginning 
to  the  end  of  therapy 

15-mg/30-mg  capsules 
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stands  apart 


Please  see  following  page  for  summary  of  product  information. 
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flurazepam  HCl/Roche 

/5-fr(5/JO-/n9  cjpsiihs 

Before  prescribins,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Gantraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  poor  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  pnor  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requinng  com- 
plete mental  alertness  (e.g. , operating  machinery,  dnv- 
ing).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapenng  of  dosage  for  those  patients  on  medication  for 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggenng,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity. weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus. skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restles.sness,  hallucinations,  and  elevated 
SGOT  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  eg.,  excite- 
ment, stimulation  and  hyperactiVity. 

Dosage:  Individualize  lor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  1 5 mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


This  ad 
is  for  all  those 
who  ever  wonder 
where  the 
money  goes. 

Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 


Unibed  W^y 

Thanks  to  you.  it  works,  for  ALL  OF  US. 
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COM- 
MUNI- 
CA'  TION 


COMMUNICATION;  a thirteen  letter 
word  that  can  improve  the  patient- 
physician  relationship  and  lead  to 
better  health  care  and  lower  medical 
costs. 

COMMUNICATION:  as  important  to 
physicians  as  a medical  license  or 
hospital  privileges.  Often  more 
reassuring  to  patients  than  medica- 
tion or  treatment. 


To  help  patients  communicate  more  effectively  with  their  physicians,  the  Arizona 
Medical  Association  has  developed  two  patient  information  brochures,  HOW  TO  CUT  YOUR 
HEALTH  CARE  COSTS  and  THE  PATIENT-PHYSICIAN  RELATIONSHIP,  A WORKING 
PARTNERSHIP. 

The  brochures  offer  advice  on  telephoning  and  visiting  the  doctor's  office,  discussing 
fees,  and  exchanging  information.  They  also  answer  frequently  asked  questions 
concerning  health  care  costs,  what  physicians  are  doing  about  the  problem,  and  how 
patients  can  help  in  the  effort.  ArMA  is  making  quantities  of  the  brochures  available  to 
members  at  1 0 cents  each  or  $1 0.00  per  hundred.  To  order  your  supply,  mail  the  attached 
coupon  to  ArMA. 


BROCHURE  ORDER  FORM 

THE  PATIENT-PHYSICIAN  RELATIONSHIP:  A WORKING  PARTNERSHIP 
HOW  TO  CUT  YOUR  HEALTH  CARE  COSTS 

Lots  of  100  may  be  purchased  for  $10  Single  copies  lOd  each 
(Non-members  — $15  Single  copies  15<t  each) 

Please  send  me copies  of  The  Patient-Physician  Relationship:  A Working  Partnership 

Please  send  me copies  of  the  brochure  How  to  Cut  Health  Care  Costs. 


Name: 


Address: 


City: 


State: 


Zip: 


Mail  to:  Arizona  Medical  Association,  810  West  Bethany  Home  Road,  Phoenix,  Arizona  85013 


Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility*  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015*  (602)  242-5859 


Alan  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 

why  not  have  it 
^iit^laminaled  ? 


it  will  last  a lifetime 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


MEDICAL  DIRECTOR 


Consider  this  unique  opportunity  to  oversee  our  in-house  medical  care  in  Orange  County,  CA. 
The  rewards  — both  compensation  and  benefits  — are  excellent. 

We  are  a major,  diversified  government  electronics  firm.  As  Medical  Director, you  will  diagnose 
and  treat  occupational  injuries  and  illnesses  and  become  involved  in  employee  health  educa- 
tion and  health  maintenance  exams. 

To  qualify,  you  should  be  a physician  with  clinical  experience  in  General  or  Occupational 
Medicine  (Board  certification  in  Occupational  Health  would  be  an  asset). 

For  immediate  confidential  consideration,  we  invite  you  to  send  your  resume  to: 


Box  14 

c/o  Arizona  Medicine 
810  West  Bethany  Home  Road 
Phoenix,  AZ  85013 

Equal  Opportunity  Employer  M/F 
U.S.  Citizenship  Required 


Obesity,  Diet,  Nutrition  and 
Disease 

the  second  in  the  1982-83 

CURRENT  PERSPECTIVES  SERIES 

continues  on 

NOVEMBER  20,  1982 
ArMA  Building 

810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Approved  for  3V2  hours  of  Category  1 CME  credit. 
No  charge  to  ArMA  members.  Non-member  fee  $20 


las  Casitas  Del  JVorte 


LUXURY  PATIO  HOMES 

2 Bedrooms/Study 

Located  at  3rd  Avenue  and  Maryland 

Priced  From  3137,500 
12®A%  Fixed  Rate  Financing 

12%%  APR 

Paid  Staman  Construetion  Co. 

Building  in  the  Valley  Since  1950 

Model  phone  number:  263-9674 

Models  Open  Daily  Xoon  - 6 
Interiors  by  Barrows  Studio  of  Design 


Merrill  Lynch 
Re^ty 


Tom  Fannin 


Classified 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


m 

|.  Prekup  &.  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central,  Suite  509-C  Phoenix.  Az  8501 2 
(602)  279-1884 


Tired  of  all  that  money  going  out? 


For  a competitive  Quote  on; 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


PROFESSIONAL 

OPPORTUNITIES 

SEEKING  QUALIFIED  YOUNG  M.D. 

Plan  to  semi-retire,  with  full  retirement 
in  near  future.  Office  fully  furnished 
1,000  square  feet,  in  excellent  Tempe 
location.  Practice  is  ten-year-old 
family  and  allergy  practice.  Can 
increase  income  by  surgical  assistant 
and  patient  hospitalization,  which  at 
present  are  not  done.  Will  consider  all 
options.  (602)  838-0373. 
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RADIOLOGIST 

Needed  immediately!  Progressive 
group  seeks  radiologist  with 
angiographic  and  neuroradiology 
experience  in  180  bed  south  Idaho 
community  hospital.  Area  conducive 
to  many  outdoor  activities. 
Compensation  package  liberal.  Salary 
negotiable.  For  additional  information, 
Contact:  Richard  C.  Strand,  M.D.,  c/o 
Western  Radiology,  P.  O.  Box  AD, 

Twin  Falls,  Idaho  83301. 

FULL-TIME  EMERGENCY 
PHYSICIANS 

Interested  in  joining  established 
medical  group  and  work  full-time  in 
one  or  more  locations  in  Arizona  and 
California  should  call.  Must  have 
current  license,  DEA  certificate  and 
ACLS  certificate.  Guarantee  plus 
percentage  program.  Malpractice 
insurance  provided.  Contact: 

Rosemary  Ryan,  Pacific  Physician 
Services,  P.  O.  Box  1346,  Loma  Linda, 
California  92354.  (714)  825-4401. 

GROW  WITH  US  IN  SUNNY  ARIZONA 

The  INA  Healthplan  needs  physicians 
in  family  practice  and  most  specialties 
in  Tucson  and  Phoenix.  Competitive 
salaries  and  comprehensive  benefits 
including  a professional  development 
program,  retirement  plan,  and  group 
incentive  bonus  are  provided.  If  team 
interaction  and  casual  living  interest 
you,  send  your  CV  to:  Professional 
Relations,  INA  Healthplan,  Inc.,  6115 
North  7th  Street,  Phoenix,  Arizona 
85014. 

RADIOLOGIST 

100  bed  northern  California  hospital  in 
excellent  recreational  area  seeks  full- 
time radiologist  capable  of  full  range 
of  diagnostic  services.  Association 
with  larger  group  capable  of  offering 
educational  and  vacation  benefits.  For 
further  information,  send  resume  to 
West  Coast  Radiology,  3798  Janes 
Road,  Suite  12,  Areata,  California 
95521.  Attention:  Jerry  Wheeler,  M.D. 

RADIOLOGIST 

ABR  Certified,  Training  and 
experience  in  Diagnostic  Radiology, 
Ultrasound,  Nuclear  Medicine, 
Computed  Tomography,  including 
some  special  procedures  as 
Arthrography,  Hysterosalpinography; 
also  teaching.  Would  like  to  job  share 
in  Private  Practice  or  Hospital  working 
every  other  month.  Have  Arizona  State 
Boards.  Reply  to:  P.  O.  Box  820,  c/o 
Arizona  Medicine,  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  85013. 


RADIOLOGIST 

Needed  immediately!  100  bed  sunbelt 
hospital  in  progressive  rapidly  growing 
medical  community.  Many  outdoor 
recreational  opportunities.  New 
department  of  nuclear  medicine  and 
ultrasound.  Compensation  package 
includes  liberal  vacation  time  and 
educational  benefits.  Ability  to  speak 
Spanish  helpful  but  not  required. 
Contact:  Karl  H.  Morgan,  M.D., 
Department  of  Radiology,  Holy  Cross 
Hospital,  1230  Target  Range  Road, 
Nogales,  Arizona  85621.  Telephone: 
(602)  297-2566  or  (602)  287-2711, 
Extension  246. 

MITCHELL  AND  ASSOCIATES,  INC. 

Is  a statewide  and  national  search  and 
recruiting  firm  specializing  in 
physician  and  medical  placements. 

For  further  information  on  our  services 
and  available  opportunities,  call  (602) 
344-2350.  All  inquires  are  confidential. 


REAL  ESTATE 


MOUNTAIN  RETREAT  FOR  SALE 

Secluded,  scenic  160  acres  with  pines, 
oaks,  pinyon  trees,  spring,  surrounded 
by  USFS  land.  Area  abounds  with  elk, 
deer  and  turkey.  Owner  carry 
financing.  For  details  call  or  write: 
Norman  J.  Mullen,  Broker,  Homestead 
Realty,  Inc.,  P.  O.  Box  Drawer  930, 
Lakeside,  Arizona  85929  or  call  (602) 
336-3035. 

FOR  SALE 

Pinetop  Lakes,  Unit  II.  Five  wooded 
lots  for  sale  on  Turkey  Tract  Road 
Sewer.  $11,500  each,  eight  percent 
assumable  mortgage.  Call:  (602)  949- 
7858 

SAN  CARLOS,  MEXICO 

Condominios  Pilar,  2 bedrooms,  2 
baths.  Maid  Service  included.  Call 
(602)  327-4983. 

BEAUTIFUL  CONDOMINIUM 

Condominios  Pilar  - San  Carlos  Bay, 
Mexico,  For  Rent,  Two  Bedroom,  Two 
Bath,  Fully  equipped.  Beautiful  180 
degree  view  of  the  ocean.  Swimming 
pool.  Boating.  Fishing.  Restaurant.  $65 
a day  plus  utilities  and  maid  service. 
Call  (602)  795-4925  for  reservations. 

Ask  for  Marge. 

PINETOP  MOUNTAIN  CABIN  - FOR 
RENT 

White  Mountain  summer  home.  Ideal 
now  for  fall  activities,  such  as  hiking 
the  White  Mountains  of  Arizona.  Call 
Dr.  Carl  Reiser  in  Winslow  - (602)  289- 
2371  days,  289-5081  evenings. 


FOR  RENT 

San  Francisco  condominium  on  Nob 
Hill.  Excellent  location  near  most  of 
San  Francisco’s  attractions.  Beautifull 
furnished.  Outside  patio-small  kitcher 
Sleeps  4.  $150.00  per  night  in 
advance.  To  make  arrangements,  call 
Anne.  (602)  795-4925. 

FOR  LEASE 

2,500  sq.  ft.  physicians  office  in 
Bullhead  City,  Arizona.  Continuously 
occupied  by  physicians  and  surgeons 
since  1968.  Bullhead  will  have  new 
hospital  (Baptist)  in  about  12  months 
and  is  ready  for  additional  physicians. 
Enjoy  Lake  Mohave  (5  miles), 
Colorado  River  (1/4  mile),  and  casino 
gambling  in  a semirural  setting.  Lease 
negotiable/unquestionably  less  than 
comparable  facility  in  urban  location. 
(602)  754-2515  or  758-7868. 

PACIFIC  OCEAN  FRONT 
APARTMENTS  FOR 
SUMMER  RENTALS. 

One  1-bedroom  (sleeps  four)  ground 
floor,  $550  per  week.  Two  larger  units 
- Each  sleeps  four  - all  units  modern 
and  brand  new.  $700  per  week.  All  in 
Carlsbad,  California.  Contact:  Robert 
H.  Joseph,  M.D.  2141  Westminster 
Drive,  Riverside,  California.  (714)  780- 
1686. 

FLAGSTAFF  OFFICE 

Available  for  rent.  1382  square  feet, 
two  examining  rooms,  surgery  room, 
lab,  lead  shielded  x-ray  room,  nurse’s 
station,  office,  waiting  room;  under 
$6.00  sq  ft.  Contact  Fred  Croxin,  Box 
542,  Flagstaff,  Arizona  86002.  (602) 
774-1020. 

TUCSON  MEDICAL  OFFICE  FOR 
SALE  OR  LEASE 

In  Tucson  Medical  Park  West  across 
from  Tucson  Medical  Center.  1030 
square  feet,  lovely  amenities  and  built- 
ins.  Oversized  consultation  room,  two 
examining  rooms,  laboratory,  business 
office,  and  waiting  room.  Beautifully 
landscaped.  Assumable  mortgage. 

(602)  327-4571. 

OFFICE  FOR  SALE 

Prime  Hi-Rise  corridor — Phoenix. 
Telephone:  (602)  274-0652  Evenings. 
G.P.  Retiring. 


ARIZONA  MEDICINE  689 


INDEX  TO  ADVERTISERS 


Arizona  Laminating  886 

Boots  Pharmaceuticals 

Rufen  651,  652 

Burroughs  Wellcome 

Zyloprim  669 

Classified  Ads  688,  689 

Computed  Neurological  Scanning  Center 686 

Eli  Lilly  & Co. 

Celcor 627 

Finance  One 629 

Health  Agencies  of  the  West 628 

House  of  Mailings 688 

Larsen  & Associates 

Medical  Practice  Management 631 

Medical  Bookstore 686 

MICA  Insurance  Company 630 

Merrill  Lynch  Realty/Tom  Fannin 687 

690  OCTOBER  1982  • XXXIX  • 10 


Notch  Living  Systems 625 

Phoenix/American  Insurance 688 

Phoenix  Management  Services 626 

J.  Prekup  & Associates 688 

Roche  Laboratories 

Medication  Education 633,  634 

Limbitrol  670,  671,  672 

Dalmane 682,  683,  684 

Bactrim Third  Cover,  Fourth  Cover 

Roswell  Bookbinding 626 

Danny  T.  Seivert 

Insurance 688 

St.  Luke’s  Medical  Center  673,  675 

Upjohn  Company 

Motrin 681 

U.S.  Air  Force  632 

Wickenberg  Inn 626 

Woodside  Capital  Corp 624 


A 


;ISSN  0004-1556) 


ARIZONA 

MEDICINE 


JOURNAL  OF  ARIZONA  MEDICAL  ASSOCIATION 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


1 


' - ' ' ' ■ ' ■ — 

EMINARS  IN  CONTINUING  EDUCATION 


\RDIOLOGY 

Streptokinase  in  Acute  Myocardial 
Infarction  (Selective  Intracoronary 


Thrombolysis) 708 

Dietmar  Gann,  M.D.,  F.A.C.C. 

Editorial  Comment 711 

Kenneth  B.  Desser,  M.D. 


SPECIAL  ARTICLE 

Hashimoto-Takayasu  1984 

/.  M.  Sandor  M.D. 


EDITORIAL 

Cost  Containment,  Competition 
and  Medical  Education 

Louis  J.  Kettel,  M.D.,  et  at. 


HEST  MEDICINE 
Esophageal  Transection  by 
EEA  Stapler  for  Control 
of  Variceal  Hemorrhage 

Richard  D.  Ranne,  M.D.,  et  al. 

MCOLOGY 

Clinical  Antitumor  Activity  of  the 

Interferons;  A Short  Update 

Matti  S.  Aapro,  M.D. 


712 


716 


BRIEFLY  NOTED 


OBITUARY. 


I MEDICAL  HISTORY  I 

Introduction  of  Penicillin  in 
Syphilotherapy 

John  W.  Kennedy,  M.D. 


5YCHIATRIC  DISORDERS 
The  Nourishment  of  the  Mind 
Part  I,  Ugliness 

William  B.  McGrath,  M.D. 

\DIOLOGY 

Case  of  the  Month  No.  61  . . . 

Jay  Post,  M.D.,  et  al. 


721 


723 


ARMA  REPORTS  | 

FUTURE  MEETINGS 

725 


726 

728 

729 

730 

735 

737 


• M 0 


^ l7  \ 17 
S M 0 ' 1 


• j-s  • ■ J 

s 1 ^ 


u.c. 


SAM  FRAMC'o'-^^' 


0 


m-' 

j o 


NOVEMBER  1982  VOL.  XXXIX,  NO.  11 


■■■■■■■■■■■I 


/II  * ^ 


U KNOW  IT’S  REALLY 
XIETY  SYMPTOMS 


is  presenting  symptoms:  palpitations,  chest  pain, 
jfchronic  exhaustion  and  occasional  difficulties  in  breathing. 
r.Good  reason  for  concern.  A complete  workup  uncovers  no 
|organic  dysfunction,  but  it  does  reveal  excessively  high 
Ipeveis  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ’days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

>Alium« 

dlazeparr/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


ROCHE 

Please  see  summary  of  product  information  on  the  following  page. 


VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Ihdications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Vallum  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  Alter  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  Increased  risk 
of  congenital  malformations  as  suggested  In 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  If  they  Intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines.  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  IS  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipatioh. 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b I d to  q i d , alcoholism,  10  mg  t i d,  or  q I d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q I d , adjunctively  in  convulsive  disorders.  2 to  10  mg 
bid  to  q I d Geriatric  or  debilitated  patients  2 to  2'/z 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children  1 to  2'/2  mg  t.i.d. 
or  q.i  d,  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg.  white;  5 mg.  yellow,  10  mg.  blue — 
bottles  of  too*  and  500.*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose*  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lOT 

^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

■rSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc,,  Nutley,  New  Jersey  07110 


Wickenburg  has  been  an 
exciting  meeting  site  since  1868, 

Where  have  you  heen? 

In  the  friendly,  pioneer  tradition  of  Western  hospitality, 
the  Wickenburg  Inn  invites  you  to  a secluded,  rustic- 
modern  tennis  and  guest  ranch  just  60  miles  northwest 
of  Phoenix. 

The  pleasing  difference  you  11  find  ~ endless  sun- 
shine. clear  desert-mountain  air.  cactus  covered  hills,  trail 
rides,  steak  fries  — is  the  same  world  that  greeted  the 
first  Wickenburg  rendezvous  in  1868 
Our  casitas,  ranch  lodge,  pool,  1 1 acrylic  courts,  stables 
and  complete  meeting  facilities  blend  beautifully  into 
a majestic  Old  West  setting  for  seminars,  conferences  and 
executive  board  meetings  for  up  to  75  people. 

To  reserve  the  perfect  setting  for  your  best 
meeting  ever,  contact  our  Sales  Director  at 
(602)  684'7811. 


THE  WICKENBURG  INN 

nxii 

II 

Tennis  and  j'oes^  Ranch 

PO  Box  P,  Dept  AM  Wickenburg,  AZ  85358 
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RESORT 

Arizona  Medicine  (ISSN  0004-1556)  is  the  official 
monthly  publication  of  the  Arizona  Medical 
Association  (810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013)  and  the  Medical  Society  of  the  United  States 
and  Mexico.  Subscription  price  $20.00  per  year.  $2.00 
single  copy.  Second-class  postage  paid  at  Phoenix, 
Arizona  and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to  Arizona 
Medicine  810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013. 

Arizona  Medicine  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor.  Although  all 
advertising  is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  endorsement  by 
this  journal. 

For  information  on  the  preparation  of  articles  write 
the  Managing  Editor,  810  W.  Bethany  Home  Road, 
Phoenix,  AZ  85013.  (602)  246-8901. 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


$15,000  to 
$90,000 

Let  one  of  the  nation’s  largest  “big  money”  lenders 
specializing  in  loans  to  physicians  assist  you.  Loans 
available  for  debt  consolidation,  taxes,  investments, 
expansion,  new  equipment,  operating  capital,  or  for 
the  “business  of  living.” 

LARGE  LOANS 
AVAILABLE 

24-  to  48-hour  service.  Fast,  discreet  and  professional 
attention.  Commitments  usually  issued  no  later  than 
2 days  after  we  receive  your  documentation.  Loans 
may  be  secured  by  a combination  of  real  and  per- 
sonal property.  Application  on  reverse  side.  For  addi- 
tional information  call: 

Martin  Ross 


czi 


WOODSIDE  CAPITAL 
CORPORATION 


National  Headquarters: 
Woodside  Capital  Building 
21424  Ventura  Boulevard 
Woodland  Hills,  California  91364 


had  Notch  buUd  a 


lake  cabin  in  our  backyard!” 

Cthiet  1^*^ 


Perry's  backyard  before  new  installation 


1 

Dr.  and  Mrs.  Jim  Perry  chose  Notch  to 
design  and  create  their  living  system, 
and  are  now  enjoying  their  very  own 
personalized  family  lifestyle  at  home, 
every  day  — without  the  time  and  cost  of 
driving  to  and  from  the  lake! 

Last  fall  Notch  designed  Perry’s  year 
around  living  system  and  built  it  through 
the  winter  months.  This  assured  the 


Perry  family  completion  of  their  new 
environment  by  spring. 

Each  “Notch  Total  Living  System”  is 
unique  and  one  of  a kind.  Our  signature 
brand  is  your  assurance  of  top  quality 
construction  and  workmanship! 

Plan  now  for  the  best  investment  you 
can  make! 


living 

systems 


CUSTOm  DESIGN  &'  INSTRimTION 

outdoor  living  spaces,  rooms  and  additiore 
(complete  home  entertainment  centers) 

2407  E.  SHEA  BLVD..  PHOENIX.  fiZ.  85028  (602)  867-9788 


Creativity  in  Living 

You  have  two  choices  in  /i/e*  you 
can  dissolve  into  the  mainstream, 
or  you  can  be  distinct.  To  be  dis~ 
tinct.  you  must  be  different.  To  be 
different,  you  must  strive  to  be 
what  no  one  else  but  you  can  be  . . . 

Your  individuality  should  extend 
beyond  yourself  and  out  into  your 
everyday  surrvundings. 

Our  business  is  creating  individual 
distinctive  environments;  a gift  of 
/iuing  for  the  present . . . 

iBert  ::z'\'otc^ 


How  can  I expand  my  practice 
when  financing  costs  so  m 


Manufacturers  Hanover 
has  The  Solution. 
Finance  One.' 


Expanding  your  practice  doesn't  have  to  cost  a king's  ransom  when  you've  got  the 
Finance  One  solution. 

We're  part  of  Manufacturers  Hanover  Corporation,  one  of  the  nation's  largest  bank  hold 
ing  companies.  So  we've  got  the  resources,  the  expertise  and  the 
professionalismyou  expect.  And  the  competitive  rates  you  demand. 

Use  the  equity  in  your  home  to  buy  new  equipment.  To  buy  a 
share  in  a group  practice.  Or  to  do  anything  else  your  business  or 
pleasurerequires.  How?  Justcall  ustoday,  toll-freeat  1-800-523-5374. 

And  get  The  Solution.  Finance  One.  Financial  Services  from 

^ Manufacturers  Hanover 


TOLL  FREE:  1-800-523-5374  THE  SOLUTION 

Finance  One  Mortgage  of  Arizona,  Inc..  Deer  Valley  Center,  4245  W.  Thunderbird  Rd.,  Phoenix,  AZ  85023  (602)  978-0778 
Finance  One  Mortgage  of  Arizona,  Inc,,  Paradise  Valley,  1032 1 N.  32nd  St.,  Suite  D,  Phoenix,  AZ  85028  (602)  995-3399 
Finance  One  Mortgage  of  Arizona,  Inc.,  Great  Western  Bank  Bldg.,  Suite  190,  5151  E.  Broadway,  Tucson,  AZ  8571 1 (602)  747-4357 

Equal  Housing  Ler>der 
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How  to  prevent  a hold  up. 

We  don’t  like  holding  up  payment  on  your  insurance 
claims  any  more  than  you  like  the  delay.  So  to  assure  prompt 
and  accurate  payment  always  turn  to  the  CPT-4  or  ’74 
CRVS  procedure  coding  manuals  for  the  proper  numerical 
code  and  description  to  use  when  indicating  the  diagnosis 
and  treatment.  And  when  filing  always  use  the  imprinted 
claim  form  provided  by  Blue  Cross  and  Blue  Shield  of 
Arizona. 

When  we  receive  the  completed  forms  with  the  correct 
information,  we’ll  have  a check  in  the  mail  to  you  for  all 
the  services  covered  by  the  patient’s  contract. 

For  further  infomration  contact  the  Professional 
Relations  Department  of  Blue  Cross  and  Blue  Shield  today. 

So  you  can  prevent  a hold  up  in  what’s  coming  to  you. 


Blue  Cross® 
Blue  Shield® 

of  Arizona 


Phoenix  864-4403 
Tucson  795-8029 
Flagstaff  526-0232 


Coding 

Manuaf 


® Registered  Mark  Blue  Cross  Association  ©'Registered  Mark  Blue  Shield  Association 


easy  to  tate 


250- mg  Pulvules® 


Keflox 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


Pediatric  Drops 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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MEDICINE  or 


BUSINESS? 


The  Air  Force  Has 
Opportunities  For: 
General  Surgeons 
Orthopedic  Surgeons 
OB/Gynecologists 
Anesthesiologists 
Otolaryngologists 

Call  Collect 
Pat  Runo 

2020  S.  Mill,  Suite  113 
Tempe,  Arizona  85282 


If  you  feel  you’re  practicing 
business  instead  of  medicine, 
why  not  consider  an  alternative? 

Many  physicians  are  seeking  relief 
from  the  ever  increasing  pressures  of 
private  practice.  If  you  are  a physician, 
57  years  of  age  or  younger,  the  United 
States  Air  Force  Medical  Service  offers 
you  an  alternative  and  a unique  chal- 
lenge to  serve. 

The  Air  Force  physician  practices 
medicine  in  a group  practice  environ- 
ment with  the  entire  spectrum  of 
medical  specialties  available.  United 
States  Air  Force  Hospitals  are  accred- 
ited by  the  Joint  Commission  and  are 
equipped  with  the  finest  medical  facil- 
ities available.  Health  care  is  provided 
to  every  patient  without  regard  for  the 
patient’s  ability  to  pay.  The  profes- 
sional challenges  and  the  medical  edu- 
cation opportunities  are  unlimited. 

The  Air  Force  physician  normally  has 
time  for  travel,  family  and  personal 
development.  Available  liberal  fringe 
benefits  provide  for  a secure  and 
satisfying  life  style  including  30  days 
vacation  with  pay  annually,  advance- 
ment, travel,  medical  education,  pro- 
fessional pay,  and  recreational  oppor- 
tunities. Assignment  to  a specific  Air 
Force  Hospital  within  the  United  States 
or  overseas  may  be  arranged. 


When  mild 
to  moderate  pain 
is  a side  effect 
of  "Fitness” 


measures  up... 
at  a reasonable 
cost! 


A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 


“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”^  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  relief. . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  rehef , let  Rufen  show 
you  how  it  measures  up. 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summary  of  prescribing 
information. 


RUFEN 

ibuprofen 


Measure 

RUFEN 

(ibuprofeny 

against  “standard” 
mild  to  moderate  pain 


Measure 


RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters. 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.^ 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain. . .during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors. . 


RUFEN 

Acetaminophen  -F  codeine  combination 

• single-entity,  peripheral- 
acting analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs— 
warning  required  about  driving  or 
operating  machinery;  possible  respira 
tory  depression  with  alcohol,  tranquil- 
izers, other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in  a 
modern  NSAID 

References: 

1.  Hart  FD.  Huskisson  EC.  Ansell  BM  in  Hart  FD  (editor);  Drug 

TVeatment  of  the  Rheumatic  Diseases.  2nd  Ed.  Adis  Press,  Balgowlali 
Australia,  1982,  p.  30. 
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Safe  and  effective  analgesia  following  dental  surgery:  A comparison 
of  brufen  and  distalgesic.  Pg  87*90.  1980. 

4.  Tbina  E:  Curr  Med  Res  Opinion.  7:423*428.  1981. 
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Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  fami 


And  Rufen  Measures  Up  Best 


RUFEN®  (ibuprofen)  Tablets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  in  the  long-term  management  of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  tor  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea. 

CONTRAINDICATIONS:  Patients  hypersensitive  to  ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS). 
WARNINGS:  Anaphylactord  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported.  Peptic 
ulceration,  pertoration,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted  Jf  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  tor  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with  Rufen:  caution  shruld  be  used  In  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen,  . 

DRUG  INTERACTION:  Coumann-type  anticoagulants  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants 

Aspirin  Concomitant  use  may  decrease  Rufen  blood  levels,  | 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  Should  not  be  taken  during  pregnancy  nor  by  nursing  mothers,  I 

ADVERSE  REACTIONS:  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  (4  to  16%).  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress.! 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System:  dizziness*,  headache,  nervousness.  Dermatologic:  rash*  i 

(including  maculopapular  type),  pruritus  Special  Senses:  tinnitus.  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS).  1 

*lncidence  3%  to  9%  j 

Incidence  less  than  1 in  IDO,  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som-  | 
nolence,  aseptic  meningitis  with  fever  and  coma.  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme,  Stevens-Johnson  syndrome  and  alopecia.  Special  Senses  hearing  loss,  amblyopia  i 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  [see  PRECAUTIONS],  Hematologic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophilia,  decreases  in  hemoglobin  and  hematocrit,  (Jardiovascular:  congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Allergic:  i 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal:  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria  Miscellaneous  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis.  I 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis  Central  Nervous  System  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri  Dermatologic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses:  conjunctivitis,  diplopia,  optic  neuritis  Hematologic:  bleeding  episodes.  Allergic:  serum  sickness,  lupus  erythematosus  syhdrome,  Henoch-Schonleln  vasculitis  Endocrine: 
gynecomastia,  hypoglycemia.  Cardiovascular  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal  renal  papillary  necrosis.  | 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied,  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthritis,  including  flareups  of  chronic  disease-  Suggested  dosage  400  mg  t.i  d.  or  q.i  d i 

Dysmenorrhea:  400  mg  every  4 hours  as  necessary  ■ 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  tor  the  relief  of  pain.  Do  not  exceed  2,400  mg  per  day. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription 
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MEDICAL  PRACTICE  MANAGEMENl 


354  EAST  VIRGINIA  AVENUE 
PHOENIX.  ARIZONA  85004 
(602) 234-3838 


“Doctor, 
your  consultant 
is  here  to 
see  you.” 


And  that's  exactly  what  the  R&B  Medical /Dental  Accounting  System  can  be:  a consultant  to  your  practice.  In 
an  independent  study  of  the  top  thirteen  CP/M®  medical  software  packages  on  the  market  today,  the  R&B 
MEDICAL/DENTAL  ACCOUNTING  SYSTEM  was  rated  number  one!  And  this  hard  disk  system  is  priced 
incredibly  low,  below  $ 1 0,000.00  Consider  what  this  computer  can  do  for  your: 


Office 

Procedures 

• Keeps  accurate  patient  records, 
including  data  on,  demographics, 
employment,  dependents,  insurance, 
and  accounting, 

• Provides  fast  retrieval  of  records. 

• Prepares  insurance  forms  of  any  type. 

• Produces  timely  billing  in  any  format, 

• Produces  mailing  labels. 

• Tracks  and  arranges  recalls  and 
multiple  recalls. 


Accounting 

• Accurately  tracks  and  ages 
accounts  receivable. 

• posts  charges,  payments,  split 
payments,  and  adjustments. 

• lists  in  detail  daily  charges  and  receipts. 

• splits  charges  among  multiple 
billing  sources. 


Call  Steve  Manonetoday  to  set  up  a demonstration  of  the  lowest  priced, 
most  advanced  medical  system  available.  1-800-352-7490  (AZ) 


Practice 

Management 

• Treatment  analysis  reports. 

• Producer  analysis  reports. 

• Customized  report  generation 
to  answer  special  questions, 
(not  available  on  dental.) 

Dental 

Features 

• Preauthorization  of  insurance 
claims. 

• Records  tooth  and  surface 
numbers. 


Dealer  inquiries  invited 
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Streptokinase  in  Acute 
Myocardial  Infarction 
(Selective  Intracoronary 
Thrombolysis) 

Dietmar  Gann,  M.D.,  F.A.C.C. 


Editor: 

Kenneth  B.  Desser,  M.D. 

An  occlusive  thrombus  is  found  in  as  many  as  82%  to 
97%  of  patients  dying  of  acute  myocardial  infarction  or 
in  patients  with  acute  myocardial  infarction  that  are 
studied  angiographically  within  the  first  few  hours  of 
onset  of  pain.^'^ 

Successful  in  vivo  lysis  of  thrombi  and  emboli  with 
Streptokinase  has  been  demonstrated  for  more  than  20 
years  already.  Streptokinase  has  been  used  extensively 
in  patients  with  pulmonary  emboli,  deep  vein 
thrombosis  and  clotted  arteriovenous  shunts.^’® 

Streptokinase  is  harvested  from  cell  cultures  of 
Streptococcal  bacteria.  It  can  produce  allergic  reaction 
and  rarely  anaphylaxis.  Recent,  more  purified 
Streptokinase  is  less  allergenic.  Streptokinase  acts 
indirectly  via  formation  of  a Streptokinase-Plasminogen 
activated  complex  which  secondarily  converts 
Plasminogen  to  Plasmin.  Plasmin  digests  fibrin.  Fibrin  is 
the  main  compound  of  a fresh  thrombus.  Fibrin 
digestion  results  in  lysis  of  the  thrombus. 

Perfusion  of  the  coronary  arteries  with  Streptokinase 
in  man,  following  myocardial  infarction,  was  first 
attempted  in  1960.^  A catheter  was  placed  in  the  sinus  of 
Valsalva  close  to  the  coronary  ostium  of  the  suspected 
occluded  artery  and  infusion  of  Streptokinase  was  timed 
to  diastole.  Evaluating  the  effect  of  perfusion  was 
difficult  because  selective  coronary  angiography  was 
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not  avaliable  yet.  One  of  the  reported  patieni 
however,  showed  a reversal  of  an  acute  injury  pattern 
almost  a normal  electrocardiogram  three  hours  aft' 
perfusion  was  started,  suggesting  the  possibility  th 
flow  was  actually  reestablished. 

This  approach  was  not  further  pursed.  Instead,  lar^ 
doses  of  intravenous  Streptokinase  were  used  in  patien 
with  acute  myocardial  infarctions.  A multitude  of  studii 
were  performed,  basically  all  the  major  ones  in  Europ 
A review  article  in  1979  concludes  that  the  value  of  tF 
intravenous  thrombolytic  therapy  in  acute  myocardi 
infarction  is  not  yet  established.® 

When  selective  coronary  arteriography  becarr|, 
available,  the  idea  of  intracoronary  injection  a 
Streptokinase  in  acute  myocardial  infarctic 
interestingly  was  not  taken  up  immediately.  Primarily' 
believe  for  two  reasons.  A:  The  importance  an 
incidence  of  coronary  thrombosis  in  the  pathogenesis  < 
acute  myocardial  infarction  was  still  the  subject  < 
controversy  with  some  published  evidence,  at  least  i 
the  early  ’70s,  leading  away  from  the  theory  that 
thrombus  causes  infarction.  B:  Cardiac  catheterizatio 
in  a patient  with  an  acute  myocardial  infarction  was  fe 
to  be  too  risky. 

Early  studies  with  coronary  artery  bypass  surgei 
indicated  that  within  the  first  half  year,  up  to  30%  of  th 
bypass  grafts  were  occluded  and  in  many,  it  was  clearly 
thrombotic  occlusion  and  not  an  arteriosclerot 
process,  and  frequently  the  occlusion  resulted  i 
myocardial  infarction.  It  was  in  this  specific  type  ( 
myocardial  infarction  where  selective  infusion  c 
Streptokinase  into  an  occluded  graft  was  first  use 
successfully  in  1974.  The  study  was  performed  by  Drs.  ( 
Willcox  and  L.  Schocket  in  St.  Mary’s  Hospital  in  Tucsor 
A 56-year-old  patient  was  eight  days  post  triple  coronar 
bypass  graft  surgery  when  he  developed  an  acut 
anterior  wall  myocardial  infarction  initially  complicate; 
by  ventricular  fibrillation  and  then  by  cardiogeni 
shock.  Cardiac  catherization  was  performed  within  tw 
hours  of  onset  of  symptoms,  an  occluded  graft  to  the  le 
anterior  descending  coronary  artery  was  found.  A toti 
of  300,000  units  of  Thrombolysin*  were  infused  over  a 
hour  and  a half  into  the  occluded  vein  graft  and  clot  lys 
occurred  with  reestablishment  of  blood  flow.  Bloo 
pressure  returned  to  normal  and  the  patient  recovere 
fully.  Unfortunately,  the  patient  died  about  a mont 
later  from  a massive  stroke.  A second  patient  thi 
presented  with  a similar  clinical  picture  was  treate 
successfully  by  Dr.  E.  Byrne-Quinn  at  Tucson  Medico 
Center  in  1976.® 

This  potential  therapeutic  approach  was  not  furthe 
investigated  until  Rentrop  in  Germany  in  1979  started  t 
catheterize  patients  with  acute  myocardial  infarctioi 
and  selectively  infused  the  occluded  coronary  arter 
with  Streptokinase.^®  Of  29  patients  reported  in  198'; 
reopening  of  an  occluded  artery  occurred  in  22  patieni 


*A  combination  of  Streptokinase  and  Plasminogen. 
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! of  Infarction:  A - anterior,  l-inferior. 

luded  artery:  L - left,  R - right,  C - Circumflex. 

ning  time:  Time  for  onset  of  chest  pain  to  reestablishing  flow  through  the  occluded  artery, 

aining  obstruction:  Estimated  remaining  obstruction  of  diameter  of  artery. 

iplications:  VT  - ventricular  tachycardia.  CS  - cardiogenic  shock,  B - bleeding  problem.  CHB  - complete  heart  block,  \B  - aortic  balloon. 

iS  test:  N - normal.  P - positive,  NA  - not  available 


Hthin  15  to  90  minutes  after  the  onset  of  Streptokinase 
rtfusion.  Repeat  angiography  of  21  patients,  an  average 
If  25  days  after  the  acute  intervention,  revealed  only  one 
latient  with  a reocclusion.  Similar  results  have  been 
iublished  by  Ganz  from  Cedar-Sinai  in  Los  Angeles  and 
fold  from  the  Harvard  University." 
j Over  the  last  ten  months,  I treated  19  patients  with 
jcute  myocardial  infarctions  in  a similar  fashion.  All 
latients  were  seen  and  evaluated  within  the  first  three 
tours  of  the  onset  of  the  infarct  process  and  then 
^mediately  taken  to  the  Cardiac  Catheterization 
iboratory. 

I The  main  selection  criteria  was  onset  of  typical  chest 
lain  within  three  hours  of  admission,  typical  acute 
hanges  of  transmural  myocardial  infarction  on  the 
lectrocardiogram  that  did  notsignificantly  change  after 
be  administration  of  sublingual  Nitroglycerin.  An 
bformed  consent  was  obtained  from  all  patients  and 
torn  available  relatives.  The  findings  and  results  are 
5ted  in  the  Table. 

None  of  the  patients  had  any  permanent  harmful 
Tect  from  the  procedure.  One  patient  died  in 
irdiogenic  shock  24  hours  after  the  Streptokinase 
ifusion  and  after  successful  reopening  of  a totally 
:cluded  left  anterior  descending  coronary  artery.  He 
so  had,  in  addition  to  the  totally  occluded  left  anterior 
escending  artery,  a totally  occluded  circumflex  artery 


and  right  coronary  artery.  He  had  required  aortic 
balloon  insertion  at  the  time  of  the  Streptokinase 
infusion. 

A second  patient  died  eight  weeks  later  from  chronic 
renal  failure  and  a third  patient  expired  four  months 
later  from  carcinoma  of  the  lung. 

Virtually  all  patients  developed  some  rhythm 
problems,  usually  at  the  time  of  reopening  the  artery 
(so-called  reperfusion  arrhythmia)  either  temporary 
slowing  of  the  heart  rate  or  ventricular  arrhythmia.  Most 
of  the  time  no  treatment  was  necessary.  Five  patients 
exhibited  prolonged  ventricular  tachycardia  requiring 
Lidocaine  infusion.  Two  patients  developed 
symptomatic  complete  heart  block  requiring  temporary 
pacing.  In  three  patients  an  aortic  balloon  was  inserted 
for  treatment  of  cardiogenic  shock.  The  shock  state  had 
preceeded  the  Streptokinase  infusion  in  all  three 
patients.  Two  patients  bled  and  required  blood 
transfusions.  One  patient  bled  from  the  catheterization 
site,  another  developed  retroperitoneal  bleeding.  Both 
patients  required  two  units  of  blood. 

At  least  partial  opening  of  the  occluded  artery  and 
reestablishment  of  blood  flow  occurred  in  18  of  the  19 
patients.  One  patient  with  an  occluded  circumflex  artery 
showed  no  response  to  Streptokinase  infusion. 
Remaining  obstructive  lesions  greater  than  75%  at  the 
area  of  the  previous  total  occlusion  persisted  in  all  but 
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three  patients.  In  one  patient  who  was  catheterized  six 
weeks  later  a 90%  remaining  lesion  had  regressed  to 
about  a 20%  lesion.  This  patient  was  unusual  because 
reperfusion  started  only  after  the  clot  was  manipulated 
with  the  infusion  catheter. 

The  time  sequence  from  onset  of  chest  pain  to 
opening  of  the  artery  varied  from  one  hour  and  forty- 
five  minutes  to  four  hours  and  thirty  minutes  with  a 
mean  of  two  hours  and  thirty-eight  minutes.  The  total 
Streptokinase  dose  infused  varied  from  180,000  units  to 
360,000  units  with  a mean  of  247,000  units. 

In  14  patients  an  ejection  fraction  was  measured  with  a 
first  pass  technetium  pyrophosphate  scan  usually  within 

two  weeks  after  the  Streptokinase  infusion.  The  values 
varied  from  32%  to  65%  (mean  48%). 

The  patient  with  the  lowest  ejection  fraction  of  32% 
developed  a reinfarction  eight  hours  after  the  initial 
opening  of  a left  anterior  descending  coronary  artery 
and  it  was  felt  that  the  reinfarction  was  secondary  to 
reocclusion  of  the  artery.  In  seven  of  the  fourteen 
patients  the  ejection  fraction  remained  above  50%,  close 
to  normal  range. 

Four  patients  underwent  coronary  artery  bypass 
surgery  from  six  hours  to  two  weeks  after  the 
Streptokinase  infusions.  All  survived  surgery. 
Indications  for  surgery  were  severe  triple  vessel  disease 
in  all  patients. 

Follow-up  electrocardiograms  in  six  patients 
demonstrated  no  development  of  Q-waves  and  only 
minor  nonspecific  ST-T  changes.  All  the  other  13 
patients  continued  to  show  an  infarction  pattern  with 
significant  Q-waves. 

Changes  of  the  electrocardiogram  occur  very  acutely 
as  soon  as  the  artery  starts  to  open.  The  ST  segmentsthat 
are  initially  substantially  elevated  return  quickly  towards 
normal.  Also  with  the  reopening  of  the  artery  the 
patient’s  chest  pain  usually  subsides  immediately. 

Follow-up  time  ranged  from  four  weeks  to  46  weeks. 
Thirteen  patients  underwent  a 90%  maximal  stress  test 
usually  one  to  two  weeks  after  hospital  discharge.  Ten 
stress  tests  were  entirely  normal.  In  three  patients  the 
tests  were  mildly  positive.  All  three  patients  had  single 
vessel  disease  and  are  functional  Class  II  on  medications. 

An  example  of  a most  successful  lysis  of  a clot  is 
demonstrated  in  Figure  1 and  2.  This  60-year-old  woman 
had  sudden  onset  of  chest  pain  at  home,  arrested 
secondary  to  ventricular  fibrillation  and  was  resuscitated 
by  the  paramedics.  Her  private  physician*  diagnosed  an 
acute  inferior  wall  myocardial  infarction  and  referred 
her  for  Streptokinase  infusion.  The  patient  was 
catheterized  an  hour  and  forty  minutes  after  the  onset  of 
the  symptoms  and  angiography  revealed  a total 
proximal  occlusion  of  the  right  coronary  artery.  Fifteen 
minutes  after  Streptokinase  infusion  was  started  with  a 
total  of  48,000  units  of  Streptokinase  the  artery 
reopened.  The  ST  segments  immediately  returned 


*We  kindly  thank  Dr.  S.  Racz  for  his  referral. 
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Figure  1 

Total  occlusion  of  the  proximal  right  coronary  artery.  Only 
small  stump  is  seen. 


toward  normal  and  the  patient’s  chest  pain  disappearec 
After  a total  infusion  of  270,000  units  of  Streptokinas< 
only  approximately  a 30%  lesion  remained.  Th 
electrocardiogram  at  the  end  of  the  procedure  wit 
normal. 

Comments 

General  agreement  exists  about  the  following  points,, 

1.  An  occlusive  thrombus  is  found  in  the  majority  ( 
patients  with  an  acute  transmural  myocardial  infarctioi 

2.  Cardiac  catheterization  can  be  done  fairly  safely  i' 
the  setting  of  an  acute  myocardial  infarction. 

3.  Reopening  of  an  occluded  artery  and  subsequer 
reperfusion  of  infarcted  tissue  can  be  accomplished  ii 
the  majority  of  patients  without  any  significar 
deleterious  effect. 

We  still  need  more  knowledge  about  the  benefits-, 
short  term  and  long  term — derived  from  intracoronat 
thrombolysis.  Results  from  available  studies  at  this  poin 
would  indicate  that  early  reperfusion  may  reduce  th 
size  of  the  infarct.  Perfusion  defects  seen  with  thalliur 
imaging  before  lysis  of  the  thrombus  substantial!! 
decrease  after  reopening  of  the  artery.  Ejection  fractior 
in  patients  with  successful  opening  of  an  occluded  arter 
improve  progressively  over  an  eight  to  ten  day  period.  I 
patients  that  show  no  opening  of  the  occluded  arterl 
the  ejection  fraction  remains  the  same  in  the  acut 
infarct  period  and  eight  to  ten  days  later.'® 

We  do  not  know  how  frequently  reocclusion  of  tF 
opened  artery  will  occur.  From  studies  available  at  th 
point,  the  risk  is  probably  small.  There  is  actually  sort 
indication  that  there  may  be  some  regression  of  tF 
obstructive  lesion  over  a period  of  several  weeks  . 
demonstrated  by  studies  acutely  and  four  weeks  late 
specifically  as  shown  in  the  study  by  Rentrop.  Howeve 
a substantial  number  of  patients  are  probably  going  t 
need  coronary  artery  bypass  surgery.  Some  of  tFi 
patients  may  benefit  from  coronary  angioplast 
Presently,  the  optimal  timing  for  these  procedures  is  nt 
known. 
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Figure  2 

implete  opening  of  the  previously  occluded  artery.  No 
nificant  residual  stenosis  is  seen. 


The  appeal  of  the  procedure  and  its  widespread 
ceptance  is  based  primarily  on  the  potential  that  for 
e first  time  in  the  treatment  of  myocardial  infarctions, 
2 may  be  able  to  truly  reduce  the  infarct  size.  This, 
)wever,  will  probably  entirely  depend  on  the  timing  of 
e procedure.  Animal  studies  would  indicate  that  major 
Ivage  of  myocardium  can  be  accomplished  only  within 
e first  three  to  four  hours  of  the  infarct  process  and  the 
rlier  reperfusion  occurs  the  more  myocardium  will  be 
Ivaged. 

In  the  most  optimal  circumstance  it  will  be  at  least  an 
lur  and  a half  before  the  intracoronary  infusion  usually 
n be  started.  The  use  of  intravenous  Streptokinase 
mediately  after  the  diagnosis  of  a myocardial 
arction  is  established  may  in  some  patients  be 
ective  in  reestablishing  perfusion  in  less  time. 
2sently,  this  approach  is  under  further  investigation. 
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Editorial  Comment 

Kenneth  B.  Desser,  M.D. 

In  the  beginning  myocardial  infarcts  were  thought  to 
arise  as  a consequence  of  blood  clots.  During  the  1960’s 
coronary  thrombi  fell  into  disfavor.  The  clot  has 
experienced  a revival  and  terms  such  as  “acute  coronary 
thrombosis”  are  now  enjoying  widespread  use.  How  did 
this  180  degree  swing  occur?  Pioneer  studies  were 
performed  in  postmortem  patients  days  and  even  weeks 
after  the  acute  event.  In  such  a setting  the  clots  had  been 
dissolved  by  native  plasmin.  It  should  be  recognized  that 
the  therapy  advocated  by  Gann  represents  an  attempt  to 
accelerate  and  enhance  the  usual  homeostatic 
mechanisms  which  result  in  thrombotic  dissolution. 
Unfortunately,  invasive  study  during  acute  infarction 
indicates  that  lysis  induced  by  the  thrombosis  frequently 
occurs  too  late  or  is  too  little. 

At  this  point  it  is  acknowledged  that  selective 
thrombolysis  is  performed  with  the  hope  rather  than  the 
absolute  conviction,  that  the  extent  of  infarction  is 
reduced  and  survival  improved.  A large  cohort  of 
patients  would  have  to  be  studied  with  equal  fervor  and 
without  introduction  of  thrombolytic  agents  in  order  to 
substantiate  therapeutic  value.  On  the  other  hand, 
systemic  rather  than  selective  infusion  of  these  agents 
may  prove  promising  and  permit  wide  application  of  the 
basic  treatment. 

Supported  by  the  Biomedical  Research  Memorial  Fund,  Inc. 
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Abstract 

The  treatment  of  bleeding  esophageal  varices  in 
Child’s  Class  C patients  is  associated  with  a high 
mortality  rate,  despite  aggressive  medical  and  surgical 
management.  The  technic  of  esophageal  transection 
and  re-anastomosis  by  EEA  stapler  has  shown  to  rapidly 
and  successfully  control  variceal  hemorrhage  with 
acceptable  rates  of  rebleeding.  This  report  details  the 
technic  of  esophageal  transection  as  an  alternative 
method  of  controlling  exsanguinating  hemorrhage  from 
bleeding  esophageal  varices  in  five  seriously  ill  patients. 
There  was  no  operative  mortality  in  this  group  of 
patients  and  the  incidence  of  recurrent  variceal 
hemorrhage  was  about  20%.  Additional  methods  of 
controlling  variceal  hemorrhage  arealsodiscussed,with 
comparison  of  the  incidence  of  complications. 

Key  Words:  variceal  hemorrhage,  EEA  stapler, 

esophageal  transection 
Report  of  Cases 

Six  Child’s  Class  C patients  with  recurrent  variceal 
hemorrfiage  secondary  to  alcoholic  liver  cirrhosis 
underwent  EEA  (end  to  end  arastomosis)  transection  of 
the  esophagus  as  an  emergency  procedure.  These 
patients  had  failed  aggressive  medical  management  at 
control  of  bleeding  and  all  were  determined  not  to  be 
portacaval  shunt  candidates  due  to  encephalopathy. 


From:  University  of  Arizona  Health  Sciences  Center,  Department  of 
Surgery,  Tucson,  Arizona.  Reprint  Requests  to:  Hugo  V.  Villar,  M.D., 
Department  of  Surgery,  University  of  Arizona  Health  Sciences  Center, 
Tucson,  Arizona  85724. 


ascites,  and/or  liver  insufficiency.  There  were  nc 
operative  deaths  and  all  patients  showed  immediate 
control  of  hemorrhage.  One  patient  bled  five  week' 
later  and  died  from  hemorrhage  secondary  tc 
esophageal  variceal  rebleeding.  The  other  five  patient; 
responded  to  postoperative  medical  management  with 
improved  liver  function,  and  were  discharged  home 
The  longest  follow-up  in  our  series  is  12  months. 
Technic 

Esophageal  transection  and  immediate  re- 
anastomosis by  EEA  stapler  is  carried  out  through  i 
transverse  or  vertical  upper  abdominal  incision.  Tht 
liver  is  inspected  and  portal  pressures  are  documentec 
via  catheter  placement  in  a mesenteric  vein.  Pressure 
measurements  greater  than  25  mm  Hg  are  consisteni 
with  portal  hypertension.  A wedge  liver  biopsy  is  done. 
The  esophagus  is  mobilized  by  incising  the  peritonea 
reflection  over  the  cardia  and  lower  esophagus.  Mostly 
after  blunt  dissection,  the  distal  esophagus  is  dissectec 
free  and  a ligature  is  passed  around  the  esophagus,  jus 
above  the  cardia.  Preferred  suture  materials  are  thost 
that  will  let  the  knot  slip  down  easily. 

Once  the  esophagus  is  mobilized,  a small  transverst 
gastrostomy  is  performed  4 to  5 cm  below  tht 
gastroesophageal  junction.  The  appropriate  EE/* 
cartridge  is  then  advanced  retrograde  into  tht 
esophagus.  The  angulation  of  the  EEA  is  critical  to  avoic 
gastric  perforation  at  the  fundus.  Because  of  tht 
instruments  length,  there  is  a tendency  for  the  head  tc 
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Figure  1 

acement  of  EEA  stapler  through  gastrotomy  with  cartridge 
oximal  to  gastroesophageal  junction. 


ress  against  the  fundus  rather  than  to  go  into  the 
sophagus.  The  use  of  the  EEA  stapler  with  an  angulation 
. preferable  to  minimize  this  problem.  An  additional 
elpful  maneuver  is  cutting  the  end  of  the  nasogastric 
jbe,  introducing  the  open  end  on  the  nut  of  the 
artridge's  head  and  using  the  nasogastric  tube  as  a 
uide  to  slide  the  stapler  into  the  esophagus.  Gentle 
action  by  the  anesthesiologist  of  the  divided 
asogastric  tube  will  help  in  this  regard.  The  suture  is 
arefully  tied  around  the  open  cartridge  after  its 
osition,  1.5  cm  above  the  cardioesophageal  junction,  is 
stablished.  The  stapler  is  closed  around  the  tied  stay 
gature  and  fired.  The  stapler  is  then  opened  and 
emoved  with  inspection  of  the  two  rings  of  tissue  and 
ispection  of  the  anastomosis  for  integrity  and  absence 
if  hemorrhage.  The  gastrostomy  is  closed  after 
lacement  of  a nasogastric  tube  into  the  stomach, 
ostoperatively,  the  tube  is  removed  and  feedings  are 
litiated  when  normal  bowel  activity  has  returned. 
>iscussion 

The  natural  history  of  major  variceal  hemorrhage 
econdary  to  liver  cirrhosis  revealsthat  a mortality  rate  of 
6%  to  78%  is  to  be  expected. Improved  hospital  care 
as  reduced  mortality  to  50%  overall,  though  aggressive 
actics  of  diagnosis,  medical  management,  and  shunting 
trocedures  performed  by  well  qualified  surgeons  has 
hown  further  dramatic  improvement  in  survival, 
ndeed,  the  operative  mortality  for  emergency  shunting 
irocedures  is  40%  to  50%.^'*  These  results  have  inspired 
'ariant  approaches  to  this  problem  including  variceal 
clerotherapy®"’  and  transection  of  the  esophagus  with 
he  EEA  stapler  to  control  variceal  hemorrhage.®'” 
ohnston  reports  the  largest  series  of  EEA  esophageal 
tapling  for  variceal  bleeding  and  notes  a mortality  rate 
)f  18%  in  60  patients  over  a five  year  period  with  an 


Figure  2 

EEA  cartridge  held  in  place  with  stay  rupture  prior  to  firing 
stapler. 


incidence  of  documented  rebleeding  from  varices  of 
only  six  percent. 

EEA  stapling  of  the  esophagus  has  been  primarily 
reserved  for  patients  who  are  determined  not  to  be 
shunt  candidates.  The  low  operative  mortality,  as  found 
in  this  report,  demonstrates  the  usefulness  of  this 
procedure  in  controlling  hemorrhage.  The  patients 
underlying  coagulapathy,  metabolic  disorders,  and  liver 
failure  may  be  improved  medically  in  order  to  perform  a 
shunting  procedure  electively.  The  incidence  of 
rebleeding,  is  16%  overall  for  shunting  procedures,^® 
while  rebleeding,  in  the  initial  two  year  follow-up, 
occurs  in  18%  to  30%  of  patients  who  have  undergone 
esophageal  transection,  though  not  all  bleeds  are  due  to 
esophageal  varices.” 

Portal-systemic  encephalopathy  is  not  a direct 
complication  of  esophageal  transection,  therefore,  this 
procedure  may  ultimately  be  most  useful  in  patients 
who  are  at  high  risk  of  developing  post-shunt 
encephalopathy.  Clinical  experience  has  shown  that  this 
group  of  patients  consists  of  those  with  bilharzial 
cirrhosis  and  those  with  cirrhosis  who  have  Child’s  Class 
C liver  dysfunction,  diabetes,  or  a history  of 
encephalopathy.” 

In  summary,  the  present  report  demonstrates  that  EEA 
esophageal  stapling  is  an  alternative  form  of  therapy  for 
critically  ill  patients  with  uncontrolled  variceal 
hemorrhage.  This  procedure  has  shown  an  acceptable 
incidence  of  rebleeding  with  lower  operative  mortality 
than  emergency  shunting  procedures.  Avoidance  of 
shunt  induced  hepatic  encephalopathy  is  a distinct 
advantage  of  esophageal  transection.  Longer  follow-up 
periods  are  required  to  determine  changes  in  five  year 
mortality  and  overall  incidence  of  recurrent 
hemorrhage. 
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Abstract 

The  clinical  antitumor  activity  of  the  various  types  o 
interferon  is  reviewed.  Most  of  these  results,  obtainec 
with  natural  and  recombinant  leukocyte  interferon 
fibroblast  interferon,  and  lymphoblastoid  interferon  are 
preliminary.  There  is,  however,  enough  data  to  sugges 
that  phase  II  trials  will  be  able  to  define  severa 
interferon-sensitive  tumors  (breast  cancer  and  leukemia 
being  the  most  probable  ones).  The  best  dose  schedule 
for  interferon  administration  remains  undefined 
Reduction  of  the  frequent  side  effects  (universal  high 
fevers  and  chills,  nausea,  vomiting,  neurologic 
disturbances,  leukopenia,  and  thrombocytopenia)  is  f 
desirable  goal,  but  there  is  some  evidence  that  the 
interferons  exhibit  a linear  toxicity-efficacy  relationship 
with  the  doses  used  until  now.  As  a word  of  cautior 
against  too  much  enthusiasm,  it  is  reported  that  some  ir 
vitro  results  suggest  that  these  biologic  modifiers  mighi 
enhance  tumor  growth  under  certain  circumstances.  Ir 
vitroand  animal  data  might  offer  some  guidelines  forthe 
synergistic  combination  of  the  interferons  and  cytotoxic 
chemotherapy. 
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troduction 

The  interferons  were  first  described  by  Isaacs  and 
idenmann  in  1957.^  In  their  remarkable  original 
:periment,  they  observed  that  chicken  egg 
lorioallantoic  membranes  exposed  to  a heat- 
activated  influenza  virus  released  a substance  that 
terferred  with  live  virus  replication.  Since  this 
scovery,  our  knowledge  of  the  “interferon  system’’^ 
is  been  considerably  expanded.  Several  excellent 
views  of  the  original  preclinical  studies  of  the 
titumoral  effects  of  these  glycoproteins  and  of  the 
rious  mechanisms  of  action  of  the  interferons  have 
len  published.^'®  This  short  update  will  focus  on  the 
ailable  clinical  data  concerning  the  antitu moral  effects 
the  interferons, 
itural  Leukocyte  Interferon 

Relatively  massive  production  of  human  leukocyte 
terferon  was  made  possible  by  the  methodology  of 
intell,  using  the  leukocyte  supply  of  the  Finnish  Red 
OSS  Blood  Transfusion  Service.^  The  first  clinical  trials 
luld  then  start  in  Scandinavia  and  they  were  reported 
1973.®  The  demonstration  of  the  clinical  tolerability  of 
tramuscular  leukocyte  interferon  was  followed  by  a 
)nrandomized  trial  of  interferon  as  an  adjuvant 
?atment  for  osteogenic  sarcomas.®  The  results  in  this 
lall  group  (33  patients)  are  encouraging,  but  the  study 
mains  suspect  because  of  the  use  of  “comtemporary” 
introls,  a group  of  patients  treated  at  other  hospitals, 
lose  prognostic  features  might  not  be  the  same  as 
ose  of  the  interferon-treated  patients. 

The  various  reports  on  the  clinical  activity  of  leukocyte 
terferon  against  human  tumors  are  summarized  in  the 
ble.  It  is  important  to  point  out  for  the  nononcologist 
at  a phase  I trial  is  one  where  the  maximal  tolerable 
)se  is  being  defined,  frequently  in  patients  with  no 
easurable  or  objectively  evaluable  disease.  These  trials 
) not  pretend  to  define  the  drug’s  activity  and  this  must 
I kept  in  mind  when  these  results  are  reviewed, 
icause  of  the  preliminary  nature  of  most  of  these 
immunications,  minor,  partial,  and  complete 
sponses  are  usually  not  detailed  in  the  table  and  some 
!gative  reports  were  omitted.  Various  dosing 
hedules  were  used  in  these  early  studies,  and  this  data 
omitted  on  purpose.  Only  future  large  scale  phase  II 
nical  trials  using  the  maximal  tolerated  leukocyte 
terferon  administration  schedules  will  allow  a better 
?finition  of  the  exact  efficacy  of  this  agent.  It  is, 
)wever,  apparent  from  this  table  that  these  preliminary 
ports  indicate  a large  field  of  activity  for  leukocyte 
terferon.  This  is  very  encouraging,  as  usually  very 
inimal  activity  can  be  reported  in  phase  I trials,  which 
e mainly  done  in  patients  with  previously  intensively 
?ated,  advanced  cancer. 

The  activity  of  interferon  has  been  found  to  be 
edictable  by  the  patient’s  previous  response  to 
lemotherapy,^^  and  it  is  interesting  to  observe  that  a 
nilar  parallelism  occurs  in  the  human  tumor 
Dnogenic  assay  (Salmon  SE,  Durie  BGM,  Young  L,  Liu 


RM,  Trown  PW,  Stebbing  N:  Effects  of  cloned  human 
leukocyte  interferons  in  the  human  tumor  stem  cell 
assay,  submitted). 

Two  reports''*’^®  comment  on  the  correlation  between 
interferon-induced  leukopenia  and  tumor  response. 
The  relationship  between  toxicity  and  efficacy  of 
antitumor  treatments  is  the  object  of  some 
controversy,®®'®'’  but  it  is  possible  that  interferons,  which 
are  not  simple  cytotoxic  agents,  but  rather  “biological 
modifiers,’’  need  to  be  used  at  very  high  and  slightly 
toxic  dosages  in  order  to  produce  simultaneous  tumor 
and  bone  marrow  inhibition. 

The  activity  of  leukocyte  interferon  against  renal  cell 
carcinoma,^’  a generally  drug-resistant  tumor,  will  need 
confirmation  but  may  represent  a significant  advance  in 
tbe  treatment  of  this  tumor.  The  significance  of  the 
activity  of  interferon  against  early  bladder  cancer’®  ’® 
remains  unclear  and  studies  in  more  advanced  cases  are 
warranted. 

Recombinant  (Cloned)  Leukocyte  Interferon 

The  rapid  expansion  of  recombinant  DNA  technology 
has  permitted  the  synthesis  of  various  human 
interferons  by  using  E.  coli  bacteria  transformed  by 
different  plasmids.®®'®’^  This  technique  has  considerably 
increased  the  availability  of  interferon,  and  recombinant 
leukocyte  A interferon  (lEN-aA,  also  called  IEN-a2  or 
lEL-rA)  has  been  recently  introduced  in  to  phase  I 
clinical  studies.  Encouraging  activity  has  already  been 
reported  ,®®’^’  and  is  shown  in  the  lower  portion  of  the 
Table.  Again,  the  preliminary  nature  of  these  findings 
must  be  kept  in  mind. 

At  the  University  of  Arizona  Cancer  Center,  a broad 
phase  II  study  of  IFN-a2  has  recently  been  started. 
Patient  eligibility  depends  on  the  demonstration  of  lEN- 
«A  activity  in  the  human  tumor  stem  cell'’®'"’®  against  the 
particular  patient’s  tumor  and  the  presence  of 
measurable  disease.  This  study  and  many  others  will  help 
to  clarify  the  exact  antitumoral  activity  of  human 
recombinant  leukocyte  interferon. 

Fibroblast  Interferon 

Because  of  its  scarce  availability,  this  type  of  interferon 
has  not  been  widely  studied.  Clinical  activity  has  been 
reported  in  one  patient  with  Hodgkin’s  disease®®  and 
two  patients  with  melanoma."’^  Eour  of  16  patients  with 
multiple  myeloma  and  one  of  four  with  meningeal 
relapse  from  acute  lymphocytic  leukemia  have  had 
some  benefit.'*® 

Lymphoblastoid  Interferon 

Several  preliminary  reports  of  the  efficacy  of  this 
variant  of  interferon  are  available.  Human  lympho- 
blastoid interferon  was  shown  to  have  antitumor  activity 
in  early  phase  I trials."*®  Melanoma  was  not  found  to  be 
sensitive  to  lymphoblastoid  interferon  in  eight  patients 
participating  in  an  early  phase  II  study. '*’  In  a phase  I 
study  some  activity  was  noticed  in  1/1  chronic 
lymphocytic  leukemias  and  2/4  acute  leukemias.^®  This 
agent  has  been  found  to  have  activity  against  chronic 
lymphocyte  leukemia  in  five  of  seven  patients  who  were 
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Table 

Antitumoral  Activity  of  Leukocyte  Interferons  in  Cancer  Patients 

Tumor  Type 

Responses*t 

Comments 

Reference 

Bladder 

3/3  N 

All  complete  remissions  of  localized  disease. 

10 

1/1  ) 

11 

8/8  1 

In  Reference  12,  combined  local  and  systemic  treatment  used. 

12 

2/2  J 

13 

Breast 

3/4 

See  remark  above  for  bladder  tumors. 

12 

7/17 

Correlated  with  responsiveness  to  prior  chemotherapy 

14 

3/9 

15 

1/? 

16 

Cervix 

6/15 

Same  remark  as  for  study  12;  mostly  early  lesions. 

17 

Head  and  Neck 

2/4 

1/1  Base  of  the  tongue,  local  and  systemic. 
1/3  Palatine  tonsils  with  local  therapy. 

18 

Hodgkin’s 

1/1 

19 

3/3 

20 

Kidney 

Leukemia** 

6/13 

Response  of  lung  metastases. 

21 

ALL 

5/5 

11 

AML 

2/3 

(see  also  reference  22) 

11 

CLL 

2/4 

14 

7/9 

23 

CML 

1/1 

11 

Lymphoma** 

NPDL 

3/6 

14 

5/7 

25 

DHL 

1/1 

Minor  response. 

14 

0/3 

"Rapidly  progressive  patients.” 

25 

Lung 

1/1 

Squamous  cell,  intrapleural  therapy 

11 

4/8 

Adenocarcinoma. 

15 

0/12 

10  squamous,  2 adeno 

24 

Melanoma 

2/2 

11 

1/1 

Injection  into  tumor  nodules. 

12 

2/6 

15 

1/? 

16 

6/35 

2/18  Minor  responses  for  lung  metastases. 

4/17  Responses  for  skin  metastases;  low-dose  study. 

26 

Myeloma 

1/4 

Very  minor  response. 

11 

6/10 

Previously  treated  and  untreated  patients. 

14 

3/6 

15 

4/4 

Previously  untreated. 

27 

1/1 

Previously  treated. 

28 

Neuroblastoma 

1/1 

Local  treatment. 

29 

Ovary 

1/1 

Intraperitoneal  therapy. 

11 

0/13 

30 

Prostate 

3/6 

15 

Sarcoma 

— 

Adjuvant  non-randomized  study. 

9 

(Osteogenic) 

2/3 

31 

0/10 

Phase  II  study,  no  data  on  response  to  prior  chemotherapy. 

32 

Skin 

25/26 

Squamous  cell  and  basal  cell;  local  injections  only. 

18 

Stomach 

4/7 

Recombinant  Leukocyte  Interferon 

15 

Unknown 

11/42 

No  details  as  to  tumor  type. 

38 

Breast 

1/1 

39 

CML** 

1/1 

39 

Colon 

1/? 

7 of  100  advanced  cancer  patients  responded  in  this  phase  1 study. 

40 

Kidney 

1/? 

40 

Myeloma 

3/? 

40 

NPDL** 

1/? 

40 

5/5 

41 

Prostate 

1/? 

40 

• Reponses  include  "mixed”  and  "minor”  but  not  "stable  disease.” 
t?  Indicates  a study  where  the  number  of  patients  with  this  tumor  is  not  stated. 
•‘Abbreviations:  ALL  = acute  lymphocytic  leukemia;  AML  = acute  myelocytic  leukemia; 

CLL  = chronic  myelocytic  leukemia;  CML  = chronic  lymphocytic  leukemia 
NPDL  = nodular  poorly  differentiated  lymphocytic  lymphoma; 

DHL  = diffuse  histiocytic  lymphoma. 
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entered  in  a phase  l-ll  trial. One  of  ten  patients  in 
another  phase  I triaP°  had  a partial  remission 
undifferentiated  carcinoma)  and  two  patients,  one  with 
'•enal  cell  cancer  and  the  other  with  diffuse  histiocytic 
ymphoma,  were  found  to  respond  to  still  another 
schedule  of  administration  of  this  drug.®^  As  is  the  case 
ror  leukocyte  interferon,  the  doses  and  schedules  still 
need  to  be  defined  and  phase  II  trials  with  the  optimal 
drug  amounts  are  needed. 

Side  Effects 

The  lay  belief  that  interferon  is  a “miracle  cancer 
drug”  with  virtually  no  side  effects  is,  unfortunately,  far 
from  reality.  While  the  interferons  do  have  antitumor 
activity,  their  use  is  accompanied  by  severe  side  effects, 
the  most  common  being  high  fevers  and  chills  (which 
seem  to  abate  with  continued  use).'‘°  Myalgias, 
arthralgias,  headaches,  disorientation,  transient  numb- 
ness of  the  hands  and  feet,  nausea  and  vomiting,  rapidly 
reversible  (sometimes  severe)  leukopenia  and 
thrombocytopenia  have  all  been  reported  by  several 
authors  and  are  not  rare. 

Conclusion 

All  of  the  different  interferons  that  have  been 
:linically  tested  seem  to  have  some  antitumor  activity, 
rhe  potential  role  of  this  class  of  agents  in  anticancer 
:herapy  will  be  evaluable  only  when  the  recently  started 
ahase  II  trials  are  published.  Interferons  will  then  need 
:o  be  tested  against  standard  chemotherapeutic  agents 
:o  further  define  their  usefulness  and  eventually  they 
A'ill  be  combined  with  cytotoxic  drugs.  In  vivo^^'®^ 
animal)  and  in  vitro  (Aapro  MS,  Alberts  DS,  Salmon  SE: 
nteractions  of  human  leukocyte  interferon  with  vinca 
tikaloids  and  other  chemotherapeutic  agents  against 
luman  tumors  in  clonogenic  assay)  data  suggestive  of 
.ynergistic  effects  of  interferon  with  such  drugs  are 
ilready  available. 

A final  word  of  caution  is  needed.  Several  reports,^®'®’ 
Ludwig  CV,  Durie  BGM,  Salmon  SE,  Moon  TE:  Tumor 
growth  stimulation  by  interferons  in  vitro,  submitted) 
lave  demonstrated  an  interferon-mediated  enhance- 
nent  of  tumor  colony  growth  in  rare  cases.  The  exact 
mportance  of  this  finding  is  unknown.  It  might  not  be 
elated  to  a specific  activity  of  interferon,  as  similar 
esults  have  also  sometimes  been  seen  with  cytotoxic 
Jrugs  (Aapro  MS,  unpublished).  Enhancement  of  tumor 
growth  by  interferon  has  also  been  reported  in  one 
mimal  model  where  the  tumor  control  was  heavily 
dependent  on  immune  mechanisms. Such 
)bservations  are  disturbing,  and  a recent  report^^on  the 
'itro  enhancement  of  cultured  Ewing’s  sarcoma 
nvasiveness  by  interferons  is  perplexing  as  is  a report  on 
iecreased  in  vitro  cardiac  muscle  contractility  in  the 
presence  of  interferon. Eurther  animal  experiments 
ire  clearly  needed  to  determine  whether  these  results 
lave  any  in  vivo  significance. 
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Emphasis  on  physical  conditioning  has  brought  forth 
programs  and  books  galore.  And  none  on  mental 
itness!  So,  too,  with  diet.  At  the  library  or  in  a health 
bod  store  one  would  look  in  vain  for  information  or 
pstructions  on  the  nourishment  of  the  mind. 

St.  Augustine  wrote:  “And  men  go  to  admire  the  high 
nountains  and  the  immensity  of  the  ocean  and  the 
ourse  of  the  heavens.  . .and  neglect  themselves.” 

Just  this  side  of  our  stupendous  Mogollon  Rim  are 
ome  of  the  most  hideous  towns  in  Arizona.  Uncurbed 
oads  are  like  dirty  fingernails  with  ragged  cuticle.  Front 
ards  are  pockmarked  with  empty  bottles  and  cans  and 
ardboard  cartons,  and  strewn  with  old  tires  and  rusting 
ragments  of  broken-down  vehicles  and  dry  weeds, 
igns  are  painted  crudely  and  billboards  are  oversized 
nd  garish. 

In  the  city,  too,  one  is  assailed  by  unsightliness.  Almost 
•very  main  intersection  is  spoiled  by  service  stations  and 
narkets  of  cheapest  possible  construction,  with  fading 
laint  and  paper  posters.  One  could  list  without  libel  the 
nterprises  which  display  their  bad  taste:  the 
onvenience  markets  and  fast  food  chains;  the  shopping 
enters  with  their  flat  facades  and  barren  parking  lots; 
he  outdoor  advertisers  who  pimp  for  business  and  beer 
nd  cigarettes. 

Repulsive  aspects  of  our  surroundings  are  not  just 
isual.  In  any  park  or  campsite  and  even  on  the  lake  one 
annot  get  away  from  fecal  language  and  the  blaring  of 
adios.  A gentleperson  cannot  escape  the  rudeness  of 
leople  in  stores  and  in  traffic.  The  effrontery  and 
ontemptuousness  of  some  television  programs  and 
lost  commercials  are  pushed  into  our  faces  before  we 
an  turn  aside  or  spit. 

Oh,  there  are  protests  by  so-called  environmentalists. 
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They  parade,  but  their  own  appearance  often  belies  or 
contradicts  their  purpose  and  hardly  improves  the 
scene:  the  poorly  lettered  placards,  the  unisex  or  sexless 
tank  shirts  and  faded  denim  cutoffs;  the  stringy  hair  and 
granny  glasses  and  droopy  bosoms  of  the  females,  and 
the  ponytails  and  scraggly  beards  of  the  poets.  The 
slapping  uncadenced  gait  of  their  tennis  shoes  is  listless, 
disheartening. 

One  can  develop  a tolerance,  an  insensitivity  to  the 
stench  of  stockyards  or  feedlots  or  to  the  sulfurous  odors 
of  a smelter.  In  the  same  way,  we  come  to  ignore  the 
abominable  ugliness  of  our  environment.  Although 
noxious  emanations  may  be  filtered  from  attention,  they 
still  permeate  the  organism  and  poison  its  functioning. 
Marine  animals  in  a polluted  stream  do  not  realize  how 
sick  and  sickening  they  have  become. 

As  with  heavy  metal  poisoning,  the  harm  of  prolonged 
exposure  to  ugliness  is  insidious.  For  coarse  examples  we 
look  to  the  prisons  and  slums.  Foul  language  and 
viciously  bad  manners  go  with  any  environment  that  is 
totally  devoid  of  beauty  and  swinishly  indifferent  to  the 
fact  that  beauty  is  lacking. 

We  do  offer  at  least  token  resistance  to  commercial 
display  of-  violence  and  obscenity.  But  far  more 
widespread  and  malicious  is  the  flaunting  of  ugliness  in 
general.  We  not  only  fail  to  protest,  we  actually  reward 
insulting  vulgarity  and  thegreed  which  underlies  it.  A lot 
is  written  and  understood  about  the  porcupine 
sensitivity  and  defensiveness  of  the  paranoid 
personality.  Unfortunately  overlooked  is  the  opposite: 
the  masochism  and  weak-mindedness  of  so  many 
people  who  do  not  even  know  when  they  are  being 
insulted  and  who  let  themselves  be  bullied  by  ridicule 
and  aggression. 

In  ancient  Rome  the  word  for  a high-rise  apartment 
was  “insula.”  The  concept  is  carried  forward  by  the 
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moats  and  drawbridges  of  medieval  castles.  In  a modern 
suburb  a billboard  advertises  “walled  villas,”  and 
everywhere  there  are  guards  and  iron  gates. 

The  arts  are  said  to  be  prophetic.  Architecture  is,  and 
no  less  so  than  sculpture  or  music  or  the  dance.  An 
epitome  or  simple  portent  of  civil  decay  has  been  the 
disappearance  of  the  veranda  or  front  porch.  It  is  sad  to 
realize  that  some  of  our  younger  readers  have  never  sat 
in  a swing  on  the  porch,  waving  at  neighbors  and 
watching  the  children  at  play. 

What  happened?  The  first  world  war  was  a debacle. 
Men  proved  their  willingness  to  kill  and  maim  one 
another,  an  involvement  and  investment  a thousandfold 
greater  than  anything  ever  directed  to  altruistic  or 
constructive  ends.  Then  came  the  great  depression.  All 
of  mankind’s  illusions  of  brotherhood  had  been 
practically  destroyed. 

So  we  turned  our  backs  on  our  neighbors  and 
withdrew  to  our  walled  patios  and  inner  courts. 

When  we  phased  out  the  front  porch,  in  reality  and  in 
what  it  symbolized,  we  pulled  the  props  out  from  under 
the  so-called  nuclear  family.  Without  the  support  of  the 
neighborhood  almost  any  family  will  collapse  of  its  own 
weight  or  scorch  itself  with  cabin  fever.  Deprived  of  our 
tolerant  supervision  and  avuncular  care,  the  younger 
generations  roamed  the  streets  in  wanton  revolt. 

Across  the  road  from  us  the  children  are  nearly  grown. 
In  all  these  years  they  have  never  waved  or  smiled  or 
even  looked  up  with  a glance  to  acknowledge  our 
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existence.  This  is  sad  in  itself  but  doubly  so  because  the 
have  no  idea  that  anything  is  wrong.  Such  is  th' 
narcissism  of  our  times:  If  they  have  no  immediate  us^ 
for  us,  we  simply  don’t  exist.  Such,  too,  is  the  narcissisrj 
of  our  architecture:  We’ll  retreat  to  our  walled  patio  ani 
look  at  our  reflection  in  the  pool! 

Any  civilization  is  beginning  to  decline  when  beautyi 
walled  in  and  ugliness  is  otherwise  allowed  to  take  over' 
The  French  revolution  and  the  implosion  of  Tsaris 
Russia  are  only  two  among  dozens  of  histories 
warnings.  People  simply  cannot  digest  the  junk  foor 
which  greedy  merchants  are  pushing  at  them:  thi 
uncouth  dress  and  deportment,  the  vile  language,  thr 
loud  noise  and  especially  the  vulgar  visual  degradation 
of  the  media  and  the  marketplace. 

It  is  a common  and  convenient  cop-out  to  say  tha 
society  is  to  blame  or  that  “they”  should  start  a crusade 
No;  any  unnecessary  ugliness  is  at  one’s  personal! 
individual  expense,  jesus  set  the  example  when  Hi 
drove  the  moneychangers  out  of  the  temple.  Let  it  be  oi, 
our  conscience  when  we  tolerate  and  even  patronizi, 
the  purveyors  of  ugliness.  Let  us  at  least  know  enough  tr 
be  resentful  and  ashamed  when  we  do  so. 

The  nourishment  of  the  mind  like  that  of  the  body  i 
an  exchange  between  itself  and  the  environment 
Sickness  is  something  more  than  the  absence  of  health 
Ugliness  is  other  than  just  the  absence  of  beauty 
Ugliness  of  any  kind  is  an  attack  on  our  sensibilities.  An(, 
our  sensibilities  after  all  are  our  only  claim  to  humanity 
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Figure  1 

Lateral  view  of  chest. 
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A 49-year-old  asymptomatic  male  was  found  to  have 
1 abnormal  chest  radiograph  as  part  of  a routine 
lysicial  examination. 

What  are  the  plain  radiographic  and  CT  findings? 
What  is  the  differential  diagnosis? 

What  is  the  most  likely  diagnosis? 
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Figure  2 

CT  image  of  the  mediastinum  just  below  the  level  of  the  aortic 
arch. 
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Diagnosis:  Benign  Thymoma 

The  lateral  chest  radiograph  demonstrates  a 
peripherally  calcified  anterior  mediastinal  mass.  CT 
examination  reveals  the  mass  to  be  well  marginated  and 
separate  from  the  ascending  aorta.  The  differential 
diagnosis  for  a calcified  anterior  mediastinal  mass 
includes  aortic  aneurysm,  thymoma,  benign  and 
malignant  germ  cell  neoplasms  (teratoma,  seminoma, 
choriocarcinoma,  embryonal  cell  carcinoma),  and 
lymphoma  (postirradiation).  The  described  CT  findings 
mitigate  against  the  diagnosis  of  aortic  aneurysm.  The 
age  of  the  patient  makes  it  unlikely  that  the  findings  are 
due  to  either  teratoma  or  a malignant  germ  cell 
neoplasm.  In  patients  with  lymphoma,  a calcified 
mediastinal  mass  may  rarely  be  seen  following  radiation 
therapy,  but  the  clinical  history  excludes  the  diagnosis  of 
lymphoma  in  our  patient.  The  clinical  presentation, 
radiographic  findings,  and  CT  findings  are  all  quite 
compatible  with  the  diagnosis  of  thymoma. 

Thymoma  may  occur  at  any  age,  although  it  is  very  rare 
in  individuals  below  twenty  years  of  age.  Approximately 
25%  to  50%  of  patients  with  thymoma  will  also  have 
myasthenia  gravis.'  Those  who  do  not  present  with  this 
associated  condition  are  often  asymptomatic.  The 
incidence  of  malignancy  in  thymoma  patients  is 
approximately  30%.^  However,  the  presence  of 
malignancy  is  difficult  to  establish  unless  there  is  gross 
pathologic  evidence  of  extension  of  neoplasm  into 
adjacent  structures. 

The  most  common  roentgenographic  presentation  is 
that  of  a round  or  oval  shaped  mass  located  in  the 
anterior  mediastinum  at  or  just  below  the  level  of  the 
aorta  arch.^'"'  The  mass  will  occasionally  contain  either 
diffuse  or  peripheral  calcification.'  The  CT  attenuation 
value  of  these  lesions  is  usually  similar  to  that  of  the  chest 
wall  musculature.  This  is  often  helpful  in  differentiating 
thymoma  from  a benign  thymic  cyst  orthymolipoma(CT 
attenuation  values  similar  to  that  of  water  or  fat, 
respectively).^  CT  examination  is  not  very  accurate  in  the 
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Figure  3 

Note  the  intact  fascial  fat  plane  (arrows)  between  tl 
ascending  aorta  and  the  peripherally  calcified  anterii 
mediastinal  mass  (arrowheads). 


diagnosis  of  thymoma  in  patients  younger  that  40  yea 
of  age  due  because  in  these  patients  an  anterii 
mediastinal  density  could  be  due  to  normal  thymu 
thymic  hyperplasia,  or  thymoma.^  However,  in  oldi 
patients,  thymoma  can  be  quite  sensitively  diagnosed  I: 
CT  examination.  This  is  of  particular  clinical  significanr 
for  two  reasons:  1)  nearly  one-third  of  the  lesions  ai 
malignant,  and  2)  patients  with  myasthenia  grav 
sometimes  show  significant  clinical  improvemei 
following  thymectomy. 


References 

1.  Fraser  R.  Pare  J:  Diagnosis  of  Diseases  of  the  Chest  Philadelphi, 
WB  Saunders  Co.,  pp  1819-1821,  1979. 

2.  Brown  L,Muhm  J.Gary):  Radiographic  detection  of  thymoma /Aj 
1980;134:1181-1188. 

2.  Baron  R,  Lee  ),  Sagel  S,  Levitt  R:  Computed  tomography  of  th 
abnormal  thymus.  Radiology  1982;142:127-134. 

4.  Mink  ),  Bein  M,  Sukov  R,  Herrmann  C,  )r,  et  al:  Compute 
tomograph  of  the  anterior  mediastinum  in  patients  wit 
myasthenia  gravis  and  suspected  thymoma.  AjR  1978;130:239-24i 

5.  Fon  G,  Bein  M,  Mancuso  A,  et  al:  Computed  tomography  of  th 
anterior  mediastinum  in  myasthenia  gravis.  Radiolog 
1982:142:135-141. 


Special 

Article 


J 


ishimoto-Takayasu 

184 


M.  Sandor,  M.D. 

1 was  comfortably  slouched  in  my 
air  and  surveyed  my  consultation 
am.  It  looked  somewhat  different, 
e pictures  on  the  wall,  the  occasional 
)le  with  the  lamp  and  the  plants,  the 
okcase  behind  me  were  there  but 
e of  a matching  pair  of  chairs  next  to 
5 table  was  gone  and  in  its  place  was 
s object.  It  was  vaguely  chair-like, 
t of  large  dimensions  and  I noticed 
It  it  would  accommodate  a big 
rson  and  almost  envelop  him  from 
ad  to  toe.  It  had  adjustable  footrests 
smaller  people  could  be  comfortably 
sconced  in  it.  It  had  avocado  color 
d light  brown  pseudowood 
Timings  imitating  legs,  although  I 
uid  see  that  it  reached  to  the  floor, 
rhen  it  came  to  me.  This  was  /T.  This 
is  my  own  personal  internist  robot, 
shamefacedly  I recalled  how  long  it 
ak  the  good  salespeople  to  convince 
? that  no  physician  can  practice 
thout  this  tool.  They  pointed  out  to 
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me  again  and  again  how  much  time 
there  can  be  saved  by  having  the 
patient  punch  in  the  information,  how 
much  easier  it  is  on  the  physician  not 
to  have  to  go  through  the  rigmarole  of 
historytaking,  physical  examination  and 
discussion.  It  took  a long  time  before  I 
gave  up  my  troglodytic  ideas  and 
antediluvial  ways  and  finally  joined  my 
colleagues.  It  is  to  my  credit  though, 
that  once  I saw  the  light  I did  not  stop 
halfway  but  went  to  the  top.  This  was 
the  best  and  newest  available  model. 
This  was  the  creme  de  la  creme.  This 
was  the  Hashimoto-Takayasu  1984. 

You  know  that  the  old  fashioned 
robots  with  only  printout  capability  are 
not  in  use  any  more  and  all  the  newer 
models  have  speaking  capacity.  Their 
price  is  determined  by  the  size  of  their 
brain  and  all  of  them  are  self-contained 
units.  All  of  them,  that  is,  except  for  my 
H-T  1984.  This  model  is  connected  to 
the  largest  worldwide  medical 
databank,  it  has  instantaneous  access 
and  retrieval  ability  including  case 
reports  from  the  latest  issue  of  the 
Ugandan  Medical  Journal. 

So  here  it  was.  I was  proud  of  the 
fact  that  I specified  its  color  to  keep  the 
decor  balanced  and  as  I was  looking  at 
it,  it  really  was  not  out  of  place. 

I remembered  that  I scheduled  a 
complete  examination  and  that  the 
patient  was  in  the  waiting  room.  I 
chose  Mrs.  Kaplan  to  be  the  first 
patient  for  the  machine.  Sadie  is  an 
eightyish  lady  and  preoccupied  with 
her  health.  She  is  one  of  those 
patients — and  you  all  know  the  type — 
for  whom  the  visit  to  the  doctor’s  office 
satisfies  more  of  a social  than  physical 
need.  We  all  like  her,  including  the 
nurses  and  secretaries,  but  she  is 
exasperating.  She  talks  incessantly 
about  her  elimination,  her  family 
troubles,  and  her  heart  thump. 

I brought  Sadie  back  to  my 
consultation  room,  sat  her  down  in  the 
contraption,  adjusted  the  footrest — she 
is  a slight  person — and  pressed  the  red 
button.  The  red  light  came  on. 

The  machine  said,  “Ready”  in  a 
pleasant  tenor  voice. 


I punched  the  green  button  and  the 
machine  said,  “Complete.” 

Sadie  started  to  tell  me,  in  great 
detail,  about  the  events  over  the  past  72 
hours  but  I firmly  led  her  out  into  the 
waiting  room. 

As  I returned  to  my  chair,  I punched 
the  amber  button  and  the  robot  began 
to  give  me  the  diagnoses.  I am  not 
going  to  bore  you  with  details;  suffice 
it  to  say  in  addition  to  the  known 
conditions  that  Sadie  has,  I also  learned 
that  she  has  a 25%  occlusion  of  her  left 
iliac  artery,  that  she  has  a skin  cancer 
on  her  right  wrist,  that  there  is  some 
heating  up  of  one  sigmoid  diverticulum 
and  that  she  has  a smoldering 
pyelonephritis  in  the  upper  pole  of  her 
left  kidney. 

I was  somewhat  disturbed  that  I was 
unaware  of  these  potential  dangers  and 
was  not  listening  very  carefully  but 
suddenly  realized  that  the  machine 
kept  talking  about  her  cardiac 
arrhythmia.  She  has  had  ventricular 
ectopic  beats  and  the  robot  asked 
whether  she  was  ever  treated  for  this — 
seemingly  Sadie  did  not  push  the 
appropriate  buttons  when  the  history 
was  taken. 

! informed  the  robot  that  years  ago, 
at  Sadie’s  insistence,  I gave  her  some 
procaineamide,  but  she  had  a miserable 
reaction  to  it  including  fever,  joint 
pains,  etcetera. 

“Did  you  use  quinidine?”  asked  the 
robot. 

“Yes”  I replied,  “but  she  developed 
thrombocytopenic  purpura.” 

The  next  question  was  “Did  you  use 
beta  blockers?”  I answered,  “Yes,  but 
she  almost  died  from  the  side  effects.” 

“Do  you  intend  to  try  the  calcium 
channel  blockers?” 

By  this  time  I was  somewhat  irritated 
and  told  the  robot  to  bug  off,  saying  “I 
know  that  her  arrhythmia  is  harmless, 
she  has  had  it  for  many  years,  and  I 
consider  the  treatment  worse  than  the 
disease.” 

At  this  point  a louder,  more 
authoritative  bass  voice  came  on, 
“Doctor,  having  consulted  the  Global 
Board  of  Medicine,  your  license  is 
revoked.”  With  this  statement  the  light 
winked  off  and  the  Hashimoto- 
Takayasu  1984  went  dead. 

The  phone  began  to  ring,  I reached 
for  it,  and  then  realized  that  I was  lying 
in  my  bed  and  it  was  2:30  in  the 
morning.  It  was  the  directory  and  the 
operator  informed  me  that  Sadie 
wanted  a call.  I dialed  Sadie,  talked  to 
her  for  over  twenty  minutes  about  her 
bowels,  about  her  heart  thumping,  and 
the  ungrateful  niece. 

To  this  day  Sadie  does  not  know  why 
I sounded  so  happy  over  the  telephone 
that  morning. 
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Editorial 
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I 


Cost  Containment. 
Competition,  and 
Medical  Education 

Health  policy  makers  today  are 
concerned  almost  exclusively  with  cost. 
John  K.  Iglehart  of  the  Kaiser 
Foundation  Health  Plan  interprets  the 
Reagan  administration  "pro- 
competition”  health  proposal  in  this 
way,  . .the  prime  goals  of  the 
exercise  seem  clear:  to  make  price  a 
supreme  consideration  in  the  purchase 
of  care,  to  place  the  provider  at 
financial  risk  for  his  or  her  medical 
actions  and,  perhaps  above  all  to 
control  future  federal  expenditures  for 
health  services.”'  There  is  no  reference 
to  quality  of  care  or  cost  of  health 
education.  Cost  containment  is  the 
mood.  The  fear  of  bankrupting  our 
economy  because  of  rising  health  care 
cost  pervades  the  land.  We  are  a 
society  that  wishes  to  live  forever  but 
does  not  wish  to  pay  the  price.  Society 
does  not  look  upon  health  care  as  a 
luxury  but  debates  whether  health  is  a 
public  right. 

Medical  education  receives  a share  of 
the  health  care  dollar.  Thus,  it  is  not 
surprising  to  find  proposals  to  decrease 
spending  for  education.  Nationally  we 
have  already  sustained  discontinuance 
of  direct  capitation  to  schools, 
decreased  funding  of  various  graduate 
training  programs,  decreased  support 
for  student  loan  programs  and 
reductions  of  biomedical  research 
support.  In  Arizona  there  has  been 
decreased  funding  of  graduate  training 
programs,  decreased  direct  educational 
funding  in  University  Hospital,  and 
suggestions  that  county  hospitals  close 
despite  their  educational  contributions. 

Among  the  early  cost  containing 
notions  was  the  focus  on  ambulatory 
care  with  the  development  of  health 
maintenance  organizations.  Medical 
education’s  attempts  to  teach  in  such 
ambulatory  settings  have  often  caused 


financial  stress.  The  added  costs  to  a 
health  maintenance  organization 
virtually  preclude  undergraduate 
teaching  without  subsidy  from  outsid 
sources. 

Other  strategies  with  less  of  a direc 
impact  on  education  are  co-payment 
insurance  policies  with  large 
deductibles,  and  multiple  offerings  o 
competitive  insurance  packages  to 
individuals.  More  directly  influencing 
education  are  the  competitive  biddin  i 
approaches  in  capitated  programs. 
Permutations  of  such  an  approach 
include  insurance  policies  which  put 
the  physician  at  risk  for  all  costs  once; 
the  contract  is  capitated. 

The  competitive  approach  to  cost 
control  will  influence  medical 
education.  Since  the  early  1900’s  mos 
medical  education  has  occurred  in  a 
hospital-patient  environment.  The  me' 
accessible  of  these  teaching  arenas  h,^ 
been  the  public  hospitals.  In  such  a 
setup  the  medical  school  faculty 
provides  patient  care  in  return  for  thij 
right  to  educate  students  and  to 
conduct  clinical  research.  This  modeli 
still  common.  The  new  competition 
approach  wishes  to  decrease  the 
quantity  of  public  hospital  beds  and 
will  therefore  decrease  the  available  I 
teaching  sites. 

\n  addition  to  providing  adequate  I 
health  manpower,  the  medical 
education  system  must  provide  medi('i 
educators  for  the  health  care  system. 
Prior  to  1950  almost  all  clinical  and  i 
bedside  teaching  was  done  by 
practicing  community  physicians.  * 
Following  the  early  1950’s  a shift  frorr  ' 
voluntary  to  salaried  teachers  began.  ' 
This  largely  occurred  because  federal' 
research  dollars  became  available  for 
faculty  salaries.  No  longer  was  patieml 
care  necessary  to  generate  salary 
income  for  the  faculty.  Hence, 
physicians  could  become  full-time 
university  employees,  receiving  most  ' 
their  salary  for  the  research  and 
education  role  and  a limited  amount 
for  patient  care  activities.  Although 
voluntary  faculty  still  played  an  all 
important  role,  they  had  less  direct 
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I'sponsibility  for  undergraduate 
pucation.  The  recent  decline  in 
[search  dollars  is  changing  this  model, 
hile  most  teaching  remains  the 
sponsibility  of  full-time  salaried 
culty,  in  the  clinical  science  years 
ere  is  a shift  back  to  patient 
merated  income  for  salaries.  A 
imbination  of  basic  salary  plus  income 
■nerated  from  patient  care  is  the  rule, 
ill-time  physician  faculty  may  receive 
uch  less  than  50%  of  their  salary  from 
ivate  endowments,  state,  and  federal 
urces.  The  remainder  of  salary  must 
generated  from  patient  care. 

These  changes  affect  substantially  the 
iorities  of  activities  in  medical 
hools.  Before  1940  the  major 
terprise  of  schools  of  medicine  was 
ucation.  The  federal  research  dollar 
used  a shift  from  predominantly 
ucation  to  predominantly  research. 

)w  the  mood  is  predominantly 
tient  care  with  education  and 
search  becoming  secondary.  The  pro- 
.mpetitive  approach  will,  of  necessity, 
jhance  the  trend. 

Tuition  and  fees  have  never 
jmpletely  paid  the  cost  of  medical 
jucation.  During  the  clinical 
jdergraduate  and  graduate  years,  a 
Ige  share  of  the  costs  have  been 
jrne  by  patients,  generally  through 
Ispitals,  and  partly  through  physicians 
?s  and  charges.  Only  a very  small 
lount  was  from  tuition.  This  has  been 
|tified  from  the  secondary  reward  to 
e patient  because  of  the  presence  of 
p physician-learners  who  provided 
nificant  service  at  no  special  charge, 
jtas  been  presumed  that  the 
iponsibility  for  education  rested  not 
ily  with  the  teachers  and  students  but 
|ually  with  the  consumers.  Cost 
ptrol  challenges  this  source  of 
Licational  support, 
iinally,  the  efforts  at  cost 
ttainment  by  competitive  bid  tend  to 
lude  education  from  the  resources 
ditionally  used  in  the  past.  When 
ients  have  health  care  funded 
lOugh  third  party  carriers  including 
j'dicaid,  they  become  less  willing  to 
'the  subjects  or  at  least  the 
jdominant  subjects  of  the 
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educational  arena.  There  is  a trend  to 
exclude  students  and  house  officers 
from  neighborhood  health  centers,  for 
example.  This  is  at  the  consumer’s 
choice.  Community  hospitals  decline 
undergraduate  medical  education  partly 
because  of  the  inconvenience  but  also 
because  of  the  added  cost  to  the 
hospital  in  terms  of  space,  supplies, 
equipment,  and  various  aspects  of 
medical  liability. 

The  U.S.  spends  a large  amount  of 
money  on  its  health  industry.  Almost 
ten  percent  of  the  gross  national 
product  is  invested  largely  by  free 
choice  and  with  a desire  for  excellence 
and  high  quality  of  care.  The  percent  of 
the  gross  national  product  is  not  out  of 
line  with  other  developed  countries  in 
the  world.  We  continue  to  rank  among 
the  most  healthy  nations  regarding  life 
expectancy  and  infant  mortality.  It  is 
unlikely  that  our  desire  for  excellence 
will  change.  Whether  a free  enterprise, 
competitive  system  can  lower  cost  is  yet 
to  be  proven.  Moreover,  whether  it  can 
lower  the  cost  without  lowering  quality 
either  directly  or  indirectly  through  the 
reduced  quality  of  education  is  a major 
concern.  Surely  the  current  generation 
of  physicians  educated  in  the  traditional 
system  will  oppose  changes  which  will 
lower  quality.  However,  an  inferiorly 
trained  generation,  not  recognizing 
quality  could  subtly  replace  the  present 
generation.  Therefore,  society  in  short- 
sightedness could  pass  a poor  quality  of 
care  onto  future  generations 
unknowingly.  Protecting  the 
educational  quality  of  the  health  care 
professional  has  become  a substantial 
challenge  for  the  decade  ahead. 

Louis  J.  Kettel,  M.D.,  Dean 
College  of  Medicine 

Robert  M.  Anderson,  M.D. 

Associate  Dean 
Continuing  Medical  Education 
and  Outreach 
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Briefly  Noted 

J 


Colin  R.  Bamford,  M.D.,  Tucson,  has 
been  named  acting  head  of  the 
Department  of  Neurology  at  the 
Arizona  College  of  Medicine. 

Jesse  D.  Cohen,  M.D.,  Phoenix,  was 
recently  named  director  of  the 
Hemophilia  Center  at  St.  Joseph’s 
Hospital,  Phoenix.  The  center  is  an 
affiliate  of  the  Mountain  States 
Regional  Hemophilia  Program  and 
currently  serves  112  hemophiliacs  from 
throughout  northern  and  central 
Arizona. 

David  R.  Long,  M.D.,  Phoenix, 
discussed  Coronary  Artery  Disease  at 
the  September  Health  Talk  co- 
sponsored by  the  Arizona  Medical 
Association  and  Blue  Cross  and  Blue 
Shield  of  Arizona.  Health  Talk  is  a series 
of  free  informational  meetings  featuring 
informal  talks  by  Arizona  physicians  on 
health  topics  of  general  interest. 

Jack  O.  McFarland,  M.D.,  and  Arthur  D. 
Nelson,  M.D.,  Scottsdale,  have  been 
elected  to  the  Board  of  Directors  of 
Scottsdale  Memorial  Health  System,  Inc. 
Dr.  McFarland  is  a former  president  of 
the  medical  staff  and  Dr.  Nelson  is  the 
incumbent  president  and  chief 
executive  officer  of  the  corporation. 

William  F.  Morgan,  jr.,  M.D., 

Phoenix,  has  been  selected  as  co- 
director of  the  Allergy  Clinic,  Pediatric 
Ambulatory  Care  Center,  St.  Joseph’s 
Hospital,  Phoenix. 

Charles  W.  Needham,  M.D.,  Tucson, 
has  just  published  his  third  book.  The 
Principles  of  Dominance.  The  book  is 
about  the  radical  way  in  which  our 
brains  differ  from  those  of  all  other 
species. 

j.  Michael  Powers,  M.D.,  Phoenix, 
wrote  an  article  that  appeared  in  the 
June  18  issue  of  JAMA.  The  article  was 
titled  “Decongestant-Induced 
Blepharospasm  and  Orofacial 
Dystonia.’’ 

Betty  Mays,  administrative  assistant  to 
Patrick  T.  Phalen,  M.D,,  Ph  oenix,  was 
recently  installed  as  president  of  the 
American  Association  of  Medical 
Assistants  (AAMA).  The  first  annual 
National  Medical  Assistants  Week  was 
held  November  1-5  to  increase  the 
awareness  of  professional  medical 
assistants  among  members  of  the  health 
professions  as  well  as  the  general 
public.  The  theme  of  the  week  was 
medical  assistants  . . . partner  in  patient 
care. 


Attending  the  September  meeting  of  ArMA’s  Sports  Medicine  I 

Section  were  Drs.  Eli  Krigsten  (left)  and  Timothy  R.  Harrington  of  t 

Phoenix.  i 


1 


Drs.  Richard  Hawkins,  Mesa  (left)  and  Roman  Lewicky,  Flagstaff, 
discuss  plans  for  the  10th  Annual  Sports  Medicine  Symposium  at 
the  September  meeting  of  ARMA’s  Sports  Medicine  Section. 


The  Arizona  Medical  Association 
welcomes  the  following  new  members: 

Pima 

Robert  A.  Van  Putten,  M.D. 

Psychiatry 

8040  North  Bounty  Place,  Tucson 
Rutgers  Medical  School  - 1978 

Pinal 

Jose  L.  Robledo,  M.D. 
Otorhinolaryngology 


1015  East  Florence  Boulevard,  Suite  E; 

Casa  Grande  t 

Autonomous  University  of  Nuevo  LeorJ 
1975  I 

New  Resident  Members  j 
Stanley  E.  Robinson,  M.D.  | 

Good  Samaritan  Hospital  j 
University  of  Arizona  - 1982  i! 

Gary  B.  Rosen,  M.D.  i| 

Maricopa  Medical  Center  , 
University  of  Texas,  Galveston  - 1980| 
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Obituary 

J 


John  Jamison,  M.D. 
1941-1982 


What  They  Are  Saying 

The  Numbers — Washington  Style 

The  Tax  Foundation  recently  pointed 
jt  that  the  top  50%  of  U.S.  earners 
lid  94%  of  the  federal  tax  bill  in  1980. 
fact,  more  than  half  of  the  total  tax 
II  was  paid  by  the  nine-million 
xpayers  who  are  in  the  top  10% 
come  bracket.  LACMA  Physician, 
jgust  16,  1982. 


With  the  steadily  increasing  aging, 
banization  and  relocation  of  our 
pulation,  the  resulting  feelings  of 
ilation,  friendlessness  and 
andonment  have  challenged  the 
?rapeutic  skills  of  the  medical 
□fession. 

Many  different  approaches  have 
en  utilized,  some  with  excellent 
suits.  Nevertheless,  depression  and 
ychophysiological  reactions  affecting 
body  systems  remain  a very  major 
ablem.  Misdiagnosed  “senility”  and 
ementia”  are  often  only  the  mask 
hind  which  the  aging  person  hides 
; real  problem;  finding  no  content 
d no  meaning  in  his  last  life  cycle. 

Pet  therapy  is  one  of  the  modalities 
t frequently  employed.  And  yet  it 
n bring  forth  most  gratifying  results, 
me  enthusiastic  physicians  have 
aorted  a lowering  of  the  blood 
assure  and  prolongation  of  life  as 
an  as  a puppy  or  a kitten  enters  the 
i of  the  lonely  elderly  patient, 
rhaps  easier  to  observe  and  to  prove 
the  change  in  mood  and  affect,  the 
iurgence  of  joy  and  meaning  in  life, 
d the  feeling  of  again  being  wanted, 
eded  and  loved,  albeit  “only”  by  a 
t or  a dog.  It  can  make  all  the 
ference  between  happiness  and 
happiness. 

rhese,  and  many  other  facets  of  "pet 
3rapy”  will  be  discussed  at  the: 
Conference  on  Companion 
Animals  for  the  Elderly 
November  18  and  19,  1982 
Ramada  Inn  East 
3801  East  Van  Buren  Street 
Phoenix,  Arizona 

rhe  conference  is  sponsored  by  the 
izona  Department  of  Economic 
curity,  Arizona  Department  of  Health 
rvices,  Arizona  Governor's  Council 
the  Aging,  University  of  Arizona 
irontology  Center,  Arizona  State 
liversity  School  of  Social  Work  and 
my  other  organizations. 

All  physicians  and  other  interested 
rties  are  cordially  invited. 


It  is  my  privilege  to  represent  the 
medical  community  to  speak  a few 
words  this  afternoon  to  honor  John 
jamison,  Physician. 

Over  twenty  five  hundred  years  ago, 
Hippocrates,  the  father  of  medicine,  in 
speaking  of  our  profession,  said:  “Life 
is  short,  the  art  is  long.”  John  jamison 
bore  the  burden  of  both  aspects  of  that 
statement.  His  life,  tragically  was  cut 
short.  It  is  medicine’s  loss,  for,  the  art  is 
long  and  he  served  the  profession  well. 
From  his  twentieth  year,  when  John 
embarked  on  the  study  of  medicine,  he 
stood  with  hat  in  hand  before  the 
demands  the  profession  made  on  him. 
Not  just  four  years  of  medical  training, 
but  a lifetime  of  giving  himself  to  the 
discipline  of  medicine. 

Medicine  is  both  science  and  art.  As 
a scientist  John  brought  to  the 
laboratory  a brilliant,  inquisitive, 
discerning  mind.  For  the  art,  John 
brought  to  the  bedside  sensitivity, 
sympathy,  caring,  and  kindness.  A 
doctor  who  is  only  a scientist  is  a 
technician.  A doctor  who  is  only  an 
artist  is  a charlatan.  John  Jamison 
combined  the  best  of  the  science  and 
art  of  medicine  and  deserves  the  title 
physician. 

He  was  respected  by  the  entire 


medical  community.  His  competence 
and  judgment  as  a radiologist  were 
unquestioned.  He  served  his  patients 
well  and  in  serving  his  colleagues  and 
the  hospital  he  accepted  with  grace  and 
dignity  the  many  tiresome  and  irksome, 
administrative  and  committee  duties 
which  are  necessary  in  the  day  to  day 
running  of  a hospital.  As  John  worked 
among  us,  one  vital  ingredient  of  his 
personality  was  an  exuberant, 
irrepressible  sense  of  humor.  John  saw 
the  comic  dimension  of  life.  And  his 
wit  and  humor  on  many  occasions 
proved  the  adage  that  laughter  was 
indeed  the  best  medicine,  and  he  saved 
us  from  taking  ourselves  too  seriously. 

John  Jamison  lived  his  life  with  both 
passion  and  compassion,  with  both 
courage  and  kindness.  These  traits  were 
woven  into  the  fabric  of  his  entire  life. 
They  are  what  made  him  a physician 
par  excellence.  They  are  what  took  him 
to  that  lonely  road  east  of  Flagstaff  on 
Labor  Day.  We  in  the  medical 
profession  honor  John  Jamison's 
memory.  He  will  be  missed  in  the 
corridors  and  conference  rooms  of 
Flagstaff  Community  Hospital.  We  will 
miss  him  as  a friend  and  as  a physician. 

Lannie  Hunter,  M.D. 

Flagstaff 
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Medical 

History 


Introduction  of  Penicillin  in  Syphilotherapy 


John  W Kennedy,  M.D. 

Editorial  Note:  Dr.  R.  C.  Williams  has 

written  a merited  tribute  to  Dr.  John  F. 
Mahoney  in  the  history  of  the  United 
States  Public  FHealth  Service  1798-1950. 
Sometime  about  1940,  or  shortly 
thereafter,  the  glorious  years  for  the 
Public  Health  Service  gradually  rang 
down.  It  is  now  so  dominated  and 
divided  by  politics  that  it  has  lost  its 
stature  and  original  mission;  and  as  a 
last  straw  the  Surgeon  General 
appointment  is  now  a political  plum. 
The  present  encumbent  is  a pediatric 
surgeon. 

It  was  my  good  fortune  to  serve  at 
the  USPH  hospital  in  Stapleton,  New 
York  (1936-1939)  when  Dr.  Mahoney 
was  at  the  acme  of  his  investigative 
work  on  venereal  disease.  The  patients 
were  principally  merchant  seaman  with 
plenty  of  gonococci  and  spirochetes  on 
board.  Dr.  Frank  Liberson,  Chief  of 
Radiology,  was  a great  procurement 
agent  for  items  for  which  there  were 
no  funds.  At  the  time  x-radiation 
enjoyed  some  popularity  as  a treatment 
for  certain  infections,  carbuncles, 
cellulitis,  tuberculous  adenitis,  and  gas 
gangrene,  come  to  mind. 

Doctor  Mahoney  kindly  allowed  us  to 
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use  some  of  his  rabbits  to  test  the 
efficacy  of  x-radiation  on  streptococcus 
induced  perotonitis.  The  results  were 
encouraging,  but  fortunately  the  advent 
of  the  sulfa  drugs  made  pursuit  of  this 
x-ray  therapy  an  unrequited  dream. 

On  my  return  from  overseas  WWII 
1946,  I visited  Doctor  Mahoney  at  his 
laboratory.  He  was  certain  about  the 
effectiveness  of  penicillin  in  syphilis 
which  he  had  ably  demonstrated.  He 
envisioned  a world  wide  campaign  to 
control  the  disease,  this  was  not  to  be. 
Now,  forty  years  later  syphilis  and  the 
other  delectable  venereal  diseases  have 
‘ enjoyed”  an  explosive  increase  in 
popularity,  thanks  to  the  permissive 
“now”  generation. 

With  these  few  introductory 
thoughts,  here  is  the  proper  account  of 
the  Mahoney  Saga  by  Doctor 
Williams.  JWK 

Dr.  John  F.  Mahoney’s  name,  in  the 
minds  of  most  persons  is  and  will 
perhaps  most  often  be  connected  with 
his  preliminary  study  in  1943  on 
penicillin  in  syphilis — and  rightly  so.  He 
made  a tentative  prediction  then  that 
“should  more  extensive  and  prolonged 
experience  confirm  the  impression 


which  is  to  be  gained  from  the  pilot 
study,  a rebuilding  of  the  structure  of 
syphilis  therapy  may  become 
necessary.”  The  rebuilding  did  indeed 
become  necessary,  bringing  with  it  an 
era  of  medical  progress  in  venereal 
disease  that  has  surpassed  the  one 
introduced  by  Ehrlich  with  the 
arsphenamines. 

Doctor  Mahoney’s  interests  and 
talents  in  the  wide  field  of  syphilology 
became  apparent  early  in  his  medical 
career.  Following  his  internship,  he 
entered  the  U.S.  Public  Health  Service 
in  1917.  One  of  his  first  tours  of  duty 
was  concerned  with  the  incidence  of 
pulmonary  tuberculosis  among  coal 
miners  of  the  southern  states.  He  was 
next  assigned  to  work  abroad  on  the 
medical  aspects  of  immigration  and  in 
his  spare  time  he  visited  and  studied  ii| 
the  laboratories  and  clinics  of  the 
leading  syphilologists  of  European 
countries.  Returning  from  his  tour  of 
immigration  duty  in  Europe  in  January 
1929,  he  was  appointed  Clinical 
Director  and  Executive  Officer  of  the 
U.S.  Marine  Hospital  on  Staten  Island, 
New  York.  A large  portion  of  his  time 
was  given  over  to  experimental 
research  in  syphilis  in  the  Venereal 
Disease  Division  laboratory  which  had 
begun  operations  in  1927  in  a single 
room  of  the  Marine  Hospital. 

In  August  1929,  Doctor  Mahoney 
assumed  direction  of  the  laboratory 
(later  renamed  the  Venereal  Disease 
Research  Laboratory)  at  Staten  Island, 
and  under  his  guidance  the  scope  of 
investigative  work  gradually 
encompassed  a multiplicity  of  scientiff 
problems,  from  basic  biology  to  applie 
research.  In  the  beginning,  the  progra 
centered  almost  entirely  on 
experimental  animal  syphilis,  but  the 
laboratory  gradually  was  enlarged  to 
include  investigative  efforts  directed 
toward  the  solution  of  fundamental 
scientific  questions  concerned  with 
several  venereal  diseases,  toward  the 
clinical  evaluation  of  treatment 
methods,  and  to  control  work  in  the 
serum  diagnosis  of  syphilis.  The  latter 
activity  eventually  reached  into  the 
majority  of  countries  of  the  western 
hemisphere,  as  well  as  into  all  of  the 
states  and  territories  of  the  United 
States.  Shortly  after  World  War  II, 
Doctor  Mahoney’s  remarkable  skills 
and  leadership  were  internationally 
recognized  by  his  appointment  to  the 
chairmanship  of  the  Expert  Committee 
on  Venereal  Infections  of  the  World 
Health  Organization. 

Doctor  Mahoney’s  work  on  the 
application  of  penicillin  to 
syphilotherapy  has  been  only  one  of  h 
many  contributions  to  venereal  disease 
research.  He  and  his  associates  at  the 
Venereal  Disease  Research  Laboratory 
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Good  mornings 
start  with  restful  nights. 


Dalmanc  (flurazepam  HO/ Roche) 

patients  M asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.'  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  tin 
as  many  patients  reported  feeling  refreshed  and  alert  u 
awakening  after  a night  on  Dalmane  (flurazepam/Ra 
compared  to  placebo  nights.^  This  difference  was  high 
significant  (p<0.001).  And  a retrospective  study  of  2 
hospitalized  patients  who  received  Dalmane  revealed  ( 
a 3.1%  incidence  of  side  effects.’ 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinkin 
alcohol,  driving  or  operating  hazardous  machinery  aftc 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  h 
asleep  sooner,  sleep  longer  and  experience  fewer  nocti 
awakenings.'*  The  safety  and  efficacy  of  Dalmane  havi 
been  demonstrated  in  medical  and  surgical  hospitalizec 
patients,  in  patients  seen  in  office  practice  and  in  elderl 
patients.^  ® Since  the  risk  of  oversedation,  dizziness,  co 
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;ion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
y,  it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
reatment  of  insomnia  have  been  demonstrated  in  thou- 
ands  of  patients  with  a variety  of  primary  medical  condi- 
ions,  including  cardiovascular,  neuropsychiatric,  endocrine- 
netabolic,  gastrointestinal,  genitourinary,  respiratory  and 
nusculoskeletal  disorders.'  Dalmane  (flurazepam  HCl/Roche) 
s contraindicated  in  pregnancy  and  in  patients  hypersensi- 
ive  to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
xetherapy  levels  after  drug  discontinuation-has  been 
eported  as  a potential  clinical  problem  with  some  hypnot- 
cs.^  '°  However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
here  were  no  reports  of  rebound  insomnia."  When  you 
)rescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
)e  assured  of  a restful  night,  night  after  night— a good  start 
or  a good  morning. 
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Dalmane’s 

flurazepam  HCl/Roche 

15  mg  ^30-ms  c jpsiilcs 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
tenzed  by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Obiective  sleep  laboratory  data  have  shown 
effectiveness  lor  at  least  2 8 consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Qintraindications:  Known  hypersensitivity  to  fluraze- 
pam HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  dunng  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  dunng  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  pnor  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. . operating  machinery,  dnv- 
ing) . Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapenng  of  dosage  for  those  patients  on  medication  for 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  nsk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
w'lth  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness.  Iighthead- 
edness.  staggenng,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation.  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity. weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  prun- 
tus.  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g. . excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCl. 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


This  ad 
is  for  all  those 
who  ever  wonder 
where  the 
money  goes. 

Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 


Unibed 
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ave  long  served  as  the  working 
ucleus  of  a national  movement  for 
eveloping  uniform  and  improved 
irologic  techniques;  for  basic  research 
ad  training  in  serology;  and  for 
/aluation  studies,  surveys,  distribution 
f standard  materials,  and  other 
motions  concerned  with  national  and 
orldwide  elevation  of  standards  of 
:rologic  performance.  Doctor 
lahoney  has  also  gained  the  respect 
ad  admiration  of  fellow  scientists  and 
)-workers  for  his  imaginative 
antributions  to  studies  on  the  artificial 
jitivation  and  life  cycle  of  the  virulent 
■eponema  pallidum;  extensive  syphilis 
'ophylactic  experiments  on  animals;  a 
irefully  controlled  gonorrhea 
"evention  study  in  human  beings;  the 
evelopment  of  a delayed  darkfield 
<amination  technique;  and  the  further 
svelopment  and  application  of 
itibiotics.  Prior  to  the  introduction  of 
le  antibiotics,  he  did  outstanding  work 
a the  use  and  action  of  the  arsenicals, 
smuth,  and  sulfonamides. 

In  1943,  penicillin  was  available  only 
limited  amounts  and  its  clinical  trial 
as  thus  confined  largely  to  the 
/ogenic  infections.  Doctor  Mahoney, 
r.  Richard  C.  Arnold,  and  their  co- 
orkers  at  the  laboratory  grew  the 
old  and  obtained  enough  of  the 
itibiotic  to  demonstrate  its 
lirocheticidal  activity  in  animal 
cperimentation.  The  results  were 
ifficiently  encouraging  to  induce  a 
jman  pilot  study,  initiated  in  June 
)43,  with  penicillin  obtained  through 
ar  procurement  agencies.  Four  male 
atients  with  darkfield-positive  primary 
philis  received  intramuscular 
ijections  of  25,000  units  of  amorphous 
anicillin  at  four-hour  intervals,  night 
id  day,  for  eight  days,  or  a total  of 
200,000  units.  In  October  1943,  after  a 
■ries  of  careful  darkfield,  serologic, 
id  clinical  examinations  on  these 
atients.  Doctor  Mahoney  reported 
afore  the  annual  session  of  the 
merican  Public  Health  Association  that 
anicillin  apparently  possessed 
awerful  antisphilitic  properties  and,  as 
1 added  advantage,  promised 
antoxicity  combined  with  brevity  of 
fministration  to  an  exceptional 
agree. 

Fortunately,  all  the  procurement  and 
ivestigative  forces  of  organized  study, 
ngendered  by  war,  were  available  to 
onfirm  and  adapt  these  findings.  By 
944,  the  output  of  penicillin  reached 
lass-quantity  levels,  but  only  after 
lillions  of  dollars,  invested  by 
overnment  and  by  private 
lanufacturers,  had  been  poured  into 
le  all-out  effort.  Under  the  general 
uspices  of  a Penicillin  Panel  appointed 
y the  Subcommittee  on  Venereal 


Disease  of  the  National  Research 
Council,  the  Army,  Navy,  and  Public 
Health  Service  cooperated  with  the 
Office  of  Scientific  Research  and 
Development  in  an  extensive  study  of 
the  effect  of  penicillin  in  syphilis  and 
gonorrhea.  The  whole  story  of 
penicillin,  from  its  discovery  by  Fleming 
to  its  present-day  refinement  and 
application,  plus  that  of  other 
antibiotics,  is  one  of  the  most 
stimulating  chapters  in  the  history  of 
medical  progress. 

Six  years  later,  in  1949,  Doctor 
Mahoney  and  co-workers  reported 
once  more  on  the  long-term  progress 
of  these  first  four  patients  to  receive 
penicillin  for  early  syphilis.  The  findings 
after  72  posttreatment  months 
completely  confirmed  the  effectiveness 
and  safety  of  penicillin,  as  have  the 
extensive  coordinated  studies  which 
were  motivated  by  Mahoney's  original 
report.  These  continuing  studies, 
carried  out  at  the  Venereal  Disease 
Research  Laboratory  and  at  many  other 
Public  Health  Service  installations  and 
cooperating  institutions,  have  dealt  with 
many  factors:  the  progressively  refined 
and  improved  preparations  of  penicillin 
itself;  the  optimal  time-dose 
relationship  for  the  drug;  the 
differentiation  between  reinfection  and 
relapse;  the  application  of 
chemotherapy  to  the  various  stages  of 
syphilis  and  to  certain  inconstant  factors 
in  the  host;  and  the  biology  of  the 
causative  organism  of  syphilis.  The 
efficacy,  safety,  and  simplicity  of 
penicillin  therapy  in  syphilis  and 
gonorrhea  have  been  of  inestimable 
value  to  the  national  control  program, 
not  only  medically  but  also 
administratively. 

The  revolutionary  and  progressive 
changes  which  penicillin  brought  about 
in  the  field  of  venereal  disease  control 
can  be  fully  understood  and 
appreciated  perhaps  only  by  the 
veterans  in  this  phase  of  public  health. 
Doctor  Mahoney  is  one  of  those 
veterans,  and  his  contributions  have 
been  honored  and  will  be  long 
remembered.  In  addition  to  his 
chairmanship  of  the  World  Health 
Organization  Expert  Committee  on 
Venereal  Infections,  he  is  also  chairman 
of  the  National  Advisory  Serology 
Council,  a member  of  the  National 
Research  Council,  and  member  and 
fellow  of  other  medical  and  scientific 
societies  and  organizations  here  and 
abroad. 

In  December  1949,  Doctor  Mahoney 
retired  from  the  Public  Health  Service, 
to  accept  the  position  as  Director  of 
Laboratories,  New  York  City  Health 
Department.  A few  days  later  he  was 
appointed  Commissioner  of  Health  for 
the  City  of  New  York. 
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The  minutes  appearing  in  this  section 
have  been  condensed.  A complete  copy 
of  them  will  be  sent  to  any  member 
requesting  one. 

EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on 
September  17,  1982. 

Mr.  Tom  Prefling  from  Video 
Services  was  a special  guest.  Mr. 
Prefling  explained  the  Video  Service 
facility  of  SamCor.  Their  newest 
venture  is  “Health  Highlights”  which 
are  half  hour  shows  dealing  with 
medical  issues  of  interest  to  the 
general  public  and  being  carried  by  all 
three  cable  companies  in  the  Phoenix 
area.  Video  Services  is  very  much 
interested  in  having  ArMA  provide  an 
advisory  group  to  assist  in  the 
selection  of  speakers  and  issues. 
Segments  would  indicate  that  they 
were  produced  by  SamCor  in 
cooperation  with,  or  association  with 
the  Arizona  Medical  Association.  The 
committee  felt  that  the  matter  should 
be  studied  more  before  a decision 
could  be  made.  It  was  moved  and 
carried  that  the  matter  of  participating 
with  SamCor  in  a cable  TV  series  be 
referred  to  the  Public  Relations 
Committee  and  that  members  of  that 
committee,  Nikki  Mertz,  Dr.  Kurtz,  and 
other  members  of  the  Executive 
Committee  who  so  desired,  be 
requested  to  schedule  a tour  of 
SamCor’s  facilities  with  Tom  Prefling 
and  a viewing  of  prior  productions, 
following  which  a recommendation  be 
made  by  the  Public  Relations 
Committee  for  consideration  by  the 
Executive  Committee  during  its  next 
meeting. 

The  committee  reviewed  a request 
from  Andrew  W.  Nichols,  M.D.,  M.P.H. 
for  ArMA’s  input  into  the  formation  of 
a state-wide  advisory  committee  for 
the  Rural  Health  Office  by  way  of 
suggestions  as  to  committee  members 
or  other  groups  which  should  be 
involved.  It  was  moved  and  carried 
that  the  request  for  ArMA’s 
participation  in  the  formation  of  a 
state-wide  advisory  committee 
received  from  Dr.  Andrew  W.  Nichols 
be  referred  to  the  Health  Manpower 
Committee  for  review  and 
recommendation. 

A return  of  dues  program  which  has 
been  proposed  by  Administrators  & 
Consultants  International  was 
reviewed  and  Misty  Coumbe  explained 
briefly  how  the  program  would  work— 
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if  a member  were  to  continually 
maintain  membership  and  pay  dues 
annually  he  would  be  provided  with 
increasing  term  life  insurance 
coverage  which  would  allow  all  dues 
to  be  returned  to  the  member's  estate 
upon  death.  It  was  moved  and  carried 
that  the  return  of  dues  program 
proposed  by  Administrators  & 
Consultants  International  be  referred 
to  the  Medical  Economics  Committee 
for  review  and  study,  requesting  that 
Committee’s  recommendation  as  to 
whether  this  would  be  a feasible 
addition  to  membership  benefit. 

It  was  moved  and  carried  that 
ArMA's  Long  Range  Planning 
Committee,  in  considering  new  goals 
and  objectives  for  the  Association, 
might  consider  how  organized 
medicine  could  best  assist  in  assuring 
that  residency  programs,  especially 
those  in  Arizona,  continue  and  that 
the  July  8,  1982  correspondence  and 
attachments  from  Dr.  Baker  be 
referred  to  that  Committee  for  its 
consideration. 

It  was  moved  and  carried  that 
Dr.  Kurtz  proceed  in  whatever  fashion 
to  solicit  from  the  Past  Presidents  of 
the  Association  and  members  of 
ArMA's  Fifty  Year  Club  voluntary 
contributions  to  the  Foundation  to 
create  a fund  to  be  used  for 
sponsorship  of  a speaker  during  the 
annual  meeting  of  the  Association. 

It  was  moved  and  carried  that  the 
correspondence  received  from  Leland 
L.  Fairbanks,  M.D.  be  referred  to  the 
Public  Relations  Committee 
suggesting  that  the  issues  of  smoking 
and  other  chemical  dependencies  are 
of  a high  priority  and  that  the 
committee  should  review  the  materials 
and  consider  the  possibility  of 
developing  brochures  on  subjects  of 
smoking,  obesity,  and  alcoholism  and, 
where  appropriate,  seeking  the 
assistance  of  Dr.  Fairbanks. 

It  was  moved  and  carried  to  refer 
the  materials  received  from  Leland  L. 
Fairbanks,  M.D.  to  the  Legislative 
Committee  requesting  that  the 
Committee  consider  active  support  of 
any  anti-smoking  (or  like)  legislation 
which  might  be  introduced  during  the 
coming  Legislative  session. 

Dr  Kurtz  reported  on  the  meeting  he 
attended  on  9/9/82  of  the  Legislative 
Advisory  Committee  to  the  Aged.  At 
this  meeting  senior  citizens  and  others 
discussed  perceived  problems  with 
doctors,  fees,  and  acceptance  of 
Medicare  patients.  Dr.  Kurtz  advised 
the  members  that  he  felt  the  senior 
citizens  did  believe  that  the  medical 
profession  was  taking  advantage  of 
them  and  that  ArMA  should  take  the 
responsibility  for  clearing  up  the 
inaccuracies,  discussing  problems  and 


assisting  in  seeking  solutions. 

It  was  moved  and  carried  that  a 
meeting  be  arranged  between 
representatives  of  ArMA  and  all  other 
interested  parties  to  discuss  problems 
perceived  by  senior  citizens  to  exist, 
regarding  their  medical  care  and 
acceptance  of  Medicare  assignment 
and  to  seek  solutions  to  those 
problems  that  are  found  to,  in  fact, 
exist. 

It  was  moved  and  carried  that  Dr. 
Melick  be  advised  that  the  Executive 
Committee  has  reviewed  the  request 
contained  in  his  letter  of  September 
11,  1982,  that  the  Association  take  a 
position  in  favor  of  removal  of  the 
mandatory  CME  requirements 
currently  in  state  law  and  that,  should 
he  desire  to  do  so,  Dr.  Melick  should 
prepare  a formal  written  resolution  to 
be  submitted  to  the  Association’s 
House  of  Delegates  during  its  1983 
annual  meeting. 

It  was  moved  and  carried  that  Dr. 
Block,  as  Editor-In-Chief  of  Arizona 
Medicine,  be  requested  to  give 
consideration  to  publishing  Dr. 
Dermont  Melick’s  article  entitled 
"Continuing  Medical  Education— The 
Pros  and  the  Cons." 

It  was  determined  that  the 
Nominating  Committee  would  handle 
the  question  on  how  the  current  terms 
of  the  secretary  and  treasurer  would 
be  handled  during  the  1982  elections. 
This  is  because  of  the  revision  in  the 
bylaws  saying  their  terms  had  been 
changed  to  two  year  terms,  but  not  to 
run  concurrently. 


ArMPAC  BOARD  OF  DIRECTORS 

The  ArMPAC  Board  of  Directors  met 
on  September  18.  The  Chairman  Dr. 
Meredith  reported  that  membership 
was  double  that  of  the  previous  year. 
Kevin  Walker  reported  the  financial 
balance  to  be  $5,353.65.  (Attachment 
A)  Attachments  can  be  obtained  from 
the  ArMA  Office. 

Maude  Reno  resigned  as 
Treasurer  and  it  was  moved  and 
carried  that  A.D.  Todd,  M.D  be 
appointed  Treasurer  and  Kevin 
Walker,  Executive  Director,  ArMPAC, 
Assistant  Treasurer. 

All  members  had  been  given  a list  of 
the  primary  contributions  made  and 
the  election  results.  Kevin  Walker 
explained  that  since  the  previously 
scheduled  ArMPAC  meeting  has  been 
cancelled,  a list  of  suggested  primary 
contributions  had  been  sent  to  all 
members.  Dr.  Moore  was  not  in 
agreement  with  these  contributions 
and  a discussion  followed. 


Lobbyist  Alan  Stanton  gave  a brie 
overview  of  how  his  relationship  wit 
the  Legislature  varies  from  that  of  tl 
physicians.  He  stressed  the 
importance  of  more  one-on-one 
contact  between  the  legislators  and 
the  doctors.  Allan  mentioned  that 
during  the  upcoming  session, 
luncheons  will  take  place  weekly 
among  legislators  and  doctors.  The 
committee  went  through  the  list  of 
candidates  one  by  one  and  made 
recommendations  for  the  amounts  1 
be  contributed.  (Attachment  B) 
Attachments  can  be  obtained  from 
the  ArMA  offices. 

A short  discussion  followed  on 
whether  to  enter  the  other  state-wic 
races  contributionwise  and  it  was 
decided  to  keep  ArMPAC’s  original 
policy  and  only  contribute  to  the 
Legislative  races. 


GOVERNMENTAL  SERVICES 
COMMITTEE 

The  Governmental  Services 
Committee  met  on  October  6,  1982 

Dr.  Meyer  explained  that  the 
Steering  Committee  of  Governmeni 
Services  had  met  and  drawn  up  Tei 
of  Reference  for  the  various  sectior 
The  following  motions  were  made 
concerning  these  references. 

It  was  moved  and  carried  that  th( 
Environmental  Health  Section  of  th 
Governmental  Services  Committee 
eliminated.  Liaison  would  be 
maintained  with  the  Environmental 
Health  Committee  and  that  liaison 
would  be  internalized  to  liaison  witi 
the  Health  Planning  and  Rules  and 
Regulations  section  of  the 
Governmental  Services  Committee. 

It  was  moved  and  carried  to  adof 
the  amended  Terms  of  Reference  f( 
the  Governmental  Services 
Committee.  (Attachment  A is 
available  from  the  ArMA  office.) 

It  was  moved  and  carried  to  adop 
the  amended  Terms  of  Reference  f( 
the  Health  Planning  Section  of  the 
Governmental  Services  Committee. 
(Attachment  B is  available  from  the 
ArMA  office.) 

It  was  moved  and  carried  to  adof 
the  Terms  of  Reference  for  the  Ruh 
and  Regulations  Section  of  the 
Governmental  Services  Committee 
(Attachment  C is  available  from  the 
ArMA  office.) 

Dr.  Kossuth  gave  a brief  report  o 
the  Rural  Health  Conference  held  ii 
Prescott  this  past  spring.  It  was  mo 
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I carried  that  the  Governmental 
vices  Committee  recommend  to  the 
ird  of  Directors  that  the  Arizona 
jical  Association  not  support  future 
al  Health  Conferences  at  this  time, 
ir.  Bruce  Shelton  told  the 
nmittee  that  the  Ad  Hoc  Committee 
AHCCCS  had  met  two  or  three 
0S  before  rules  and  regulations 
e formulated  on  AHCCCS  while 
Arizona  Academy  of  Family 
'sicians  had  met  weekly  over  a 
r's  time.  He  said  he  felt  the  doctors 
e receiving  no  leadership  from  the 
ociation  in  this  matter.  He  added 
t major  reform  legislation  was 
ning  up  in  January,  re:  AHCCCS, 

I felt  that  the  Association  should 
3 a position.  He  stated  that  doctors 
uld  be  advised  that  the  progam  is 
e to  stay  and  should  treat  it 
ordingly.  Dr  Shelton  concluded  by 
ing  that  Dr.  Henry  Foley, 
ninistrator  of  AHCCCS,  predicts  a 
b enrollment  of  the  populations  of 
'ona  within  the  next  three  years, 
ny  problems  in  the  first  6 days  of 
iation  and  implementation  of 
CCCS  have  arisen  and  a need 
5ts  for  an  Association  committee 
t can  react  speedily  and  on  a 
itinuing  basis  for  the  resolution  of 
se  problems. 

was  moved  and  carried  that  the 
/ernmental  Services  Committee 
ress  to  the  Board  of  Directors  their 
icern  about  a lack  of  commitment 
)articipation  in  the  AHCCCS 
gram  and  recommends  to  the 
ird  of  Directors  that  a permanent 
nmittee  on  AHCCCS  for  that 
pose,  rather  than  an  Ad  Hoc 
nmittee,  be  established.  It  is  further 
ommended  that  this  commitment 
I concern  can  best  be  realized  by 
ng  of  a full-time  consultant  to  staff 
proposed  AHCCCS  Committee, 
was  moved  and  carried  that  the 
i/ernmental  Services  Committee 
uest  that  the  Board  of  Directors 
jct  the  Arizona  Delegation  to 
oduce  a resolution  at  the  Interim 
sting  of  the  American  Medical 
location  House  of  Delegates  similar 
he  Arizona  Academy  of  Family 
/sicians’  resolution  on  sodium 
eling  (Attachment  D is  available  at 
ArMA  office). 

: was  moved  and  carried  that  the 
vernmental  Services  Committee 
uest  the  Board  of  Directors  take 
ion  to  direct  the  Arizona  Delegation 
ntroduce  the  attached  resolution  at 
interim  meeting  of  the  American 
dical  Assocation  House  of 
egates.  (Attachment  E is  available 
he  ArMA  office). 

I was  moved  and  carried  to  accept 
letter  of  resignation  from 
vrence  J.  Shapiro,  M.D. 


Future 

A Medical  Meetings^ 

The  following  institutions  and  organizations  have 
been  accredited  for  their  continuing  medical 
education  programs  by  the  Arizona  Medical 
Association  and/or  the  Accreditation  Council  for 
Continuing  Medical  Education. 


Arizona  Chapter,  American  Cancer  Society 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O.  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 
Desert  Samaritan  Hospital,  Mesa 
The  Eye  Foundation 
Flagstaff  Hospital  & Medical  Center 
of  Northern  Arizona 

Good  Samaritan  Medical  Center,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  Medical  Center,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Phoenix 

St,  Luke's  Hospital  & Medical  Center,  Phoenix 

St,  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program, 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

The  accredited  institutions  and  organizations  above 
produce  a variety  of  continuing  medical  education 
programs.  Each  accredited  institution  and 
organization  is  responsible  for  designating  which  of 
these  programs  meet  ArMA's  requirements  for 
Category  1 credit.  Physicians  who  participate  in 
programs  which  are  designated  Category  1 by 
accredited  institutions  will  receive  Category  1 credit 
toward  the  ArMA  Certificate  in  CME  and  the  AMA's 
Physician’s  Recognition  Award. 


NOVEMBER 

Diagnostic  Advances 

November  13.  U.  of  A.  Health  Sciences 
Center.  Sponsor:  University  of  Arizona. 
Contact;  Office  of  Continuing  Medical 
Education.  Approved  for  8 hours  of 
Category  1 credit. 

Dean’s  Clinical  Rounds 

November  16.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Urologic-Radiologic  Diagnosis  II 

November  19-21.  Scottsdale,  Arizona. 
Sponsor:  Maricopa  County  General 
Hospital.  Contact:  Alex  Newman,  M.D., 
Maricopa  County  General  Hospital,  2601 
West  Roosevelt,  Phoenix,  Arizona  85008. 
Approved  for  22  hours  of  Category  1 credit. 


November  20,  1982 
FEMALE  SEXUALITY, 

FOR  WOMEN  ONLY 
Pointe  of  View  Resort,  Phoenix 

Family  Planning  Institute  is 
sponsoring  a one  day  workshop 
entitled  “Female  Sexuality,  for  Women 
Only,"  to  be  held  Saturday,  November 
20,  at  the  Pointe  of  View  Resort. 

Topics  to  be  discussed  in  the 
workshop  are;  understanding  female 
sexuality  problems,  sexual 
communication  skills,  factors 
inhibiting  sexual  satisfaction,  and 
cultural  conditioning  of  sex  roles. 
Facilitator  is  Rosalyn  Meadow,  Ph.D., 
a licensed  and  practicing  sex  educator 
and  sex  therapist.  Registration  is  open 
to  women  of  all  ages.  Continuing 
Education  Units  are  available  to 
Registered  Nurses.  For  further 
information,  contact  Lorrie  Reid- 
Larson  at  997-7493. 


CONFERENCE  ON  COMPANION 
ANIMALS  FOR  THE  ELDERLY 
November  18-19,  1982 
Ramada  Inn  East 
3801  E.  Van  Buren  Street 
Phoenix,  Arizona 

The  conference  is  sponsored  by  the 
Arizona  Department  of  Economic 
Security,  Arizona  Department  of 
Health  Services,  Arizona  Governor’s 
Council  on  the  Aging,  University  of 
Arizona  Gerontology  Center,  Arizona 
State  University  School  of  Social  Work 
and  may  other  organizations.  All 
physicians  and  other  interested  parties 
are  cordially  invited. 


Current  Perspectives  II:  Obesity,  Diet, 
Nutrition  and  Disease 

November  20.  ArMA  Offices,  Phoenix. 
Sponsor:  Arizona  Medical  Association. 
Contact:  Nikki  Mertz,  ArMA  Offices,  810 
West  Bethany  Home  Rd.,  Phoenix,  Arizona 
85013.  (members  no  charge— nonmembers 
$20.)  Approved  for  3V2  hours  of  Category  1 
credit. 

Annual  Fall  Pediatric  Conference 
“Gastroenterology,  Nutrition  and  Urology” 

November  20-21.  Arizona  Inn,  Tucson. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Cffice  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Center, 
Tucson,  AZ  85724.  Approved  for  hour  per 
hour  Category  1 credit. 
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DECEMBER 

Second  Annual  Critically  III 
Child  Symposium 

December  2-3.  St.  Joseph's  Hospital  & 
Medical  Center,  Cullen  Auditorium, 

Phoenix.  Sponsor:  St.  Joseph’s  Hospital 
and  Medical  Center.  Department  of 
Pediatric  Education.  Contact:  Pediatric 
Education,  St,  Joseph's  Hospital  & Medical 
Center,  350  W.  Thomas  Road,  Phoenix,  AZ 
85013.  Approved  for  11.3  hours  of  Category 
1 credit. 

Pulmonary  Medicine 

December  4 Ramada  Safari  Resort, 
Scottsdale.  Sponsor:  University  of  Arizona. 
Contact:  Office  of  Continuing  Medical 
Education,  Approved  for  8 hours  of 
Category  1 credit 

Advanced  Cardiac  Life  Support 
Recertificatlon/Provider 

December  14-16,  St.  Joseph's  Hospital. 
Phoenix.  Sponsor,  ACLS,  Az  Affiliate  Amer, 
Heart  Assoc.,  & ArMA.  Contact:  John  Raief, 
M D..  Emergency  Room.  St.  Joseph's 
Hospital,  Phoenix,  Arizona  85013.  Provider 
course  approved  for  21  hours  of  Category 
1 credit  and  Recertification  approved  for  13 
hours. 

Current  perspectives  III:  Medical  and 
Surgical  Management  ot  Coronary  Artery 
Disease 

December  18.  ArMA  Offices,  Phoenix. 
Sponsor:  Arizona  Medical  Association. 
Contact:  Nikki  Mertz,  ArMA.  810  West 
Bethany  Home  Road,  Phoenix,  Arizona 
85013.  (members  no  charge— nonmembers 
$20.)  Approved  for  3’/2  hours  of  Category  1 
credit. 


1983 


JANUARY 

Trauma  Care  '83— National  Symposium  on 
Trauma 

January  9-13.  Scottsdale  Hilton  Hotel. 
Sponsor:  John  C.  Lincoln  Hospital  and 
Health  Center,  Lincoln  Institute  of  Surgery 
and  Trauma,  and  Emergency  Medicine 
Consultants.  Contact:  Robert  J Rankel, 

M D.,  Chairman,  Trauma  Care  '83,  c/o  John 
C.  Lincoln  Hospital  and  Health  Center, 

9211  North  Second  Street,  Phoenix, 

Arizona  85020. 

Dean's  Clinical  Rounds 

January  12.  Arizona  Health  Sciences 
Center.  Tucson  Sponsor:  U.  of  A College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson.  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Current  Perspectives  IV:  Newer  Imaging 
Techniques 

January  19  ArMA  Offices,  Phoenix. 
Sponsor:  Arizona  Medical  Association. 
Contact:  Nikki  Mertz.  ArMA,  810  West 
Bethany  Home  Road,  Phoenix,  Arizona 
85013.  (members  no  charge— nonmembers 
$20).  Approved  for  Vh  hours  of  Category  1 
credit 


Skeletal  Fixation  of  Fractures 

January  21-22.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  11  hours  Category  1 credit. 

Endocrinology 

January  22.  U.  of  A Health  Sciences 
Center.  Sponsor:  U.  of  A.  College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center.  Tucson,  AZ  85724. 
Approved  for  8 hours  of  Category  1 credit. 

Computer  Applications  In  Critical  Care 
Medicine 

January  27-28  Registry  Resort,  Scottsdale. 
Sponsor:  Phoenix  Baptist  Hospital  and 
Medical  Center.  Contact:  Sharon  Luczu, 
Allied  Health  Coordinator,  Phoenix  Baptist 
Hospital  and  Medical  Center,  6025  N.  20th 
Ave.,  Phoenix,  Arizona.  Approved  for  12 
hours  of  Category  1 credit. 

FEBRUARY 

Musculoskeletal  Problems 

February  12  Ramada  Safari  Resort. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Center, 
Tucson,  AZ  85724.  Approved  for  8 hours  of 
Category  1 credit. 

Fifth  Annual  International 
Cataract  Surgery  Symposium 

February  14-16.  The  Alamos  Resort, 
Scottsdale,  Arizona.  Sponsor  and  Contact: 
The  Eye  Foundation,  525  N.  18th  Street, 

Ste  504,  Phoenix,  Arizona  85006. 

Pediatric  Update  1983 

February  14-17,  La  Posada  Resort. 

Sponsor:  St.  Joseph's  Hospital  and  Medical 
Center,  and  Phoenix  Children's  Hospital  ( a 
Division  of  Good  Samaritan  Medical 
Center.  Contact:  Ronald  A.  Christensen, 
M.D.,  1117  East  Willetta,  Phoenix.  Arizona 
85006.  Aprpoved  for  16  hours  of  Category 
1 credit. 

Current  Perspectives  V:  Dilemmas  of  a 
Teenager 

February  16.  ArMA  Offices.  Sponsor: 
Arizona  Medical  Association.  Contact: 

Nikki  Mertz.  ArMA,  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  85013. 
(members  no  charge— nonmembers  $20). 
Approved  for  3'/2  hours  of  Category  1 
credit. 

Neurological  Symptoms 

February  17-19.  Arizona  Inn,  Tucson. 
Sponsor:  U.  of  A College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education.  U.  of  A.  Health  Sciences  Center 
Tucson.  AZ  85724.  Approved  for  hour  per 
hour  Category  1 credit. 

9th  Annual  Frontiers 
In  Ophthalmology 

February  17-19,  Mountain  Shadows  Resort, 
Scottsdale.  Sponsor:  St.  Luke’s  Medical 
Center.  Contact:  Christine  Campbell, 
Medical  Meeting  Planner,  St.  Luke’s 
Medical  Center,  525  North  19th  Street. 
Phoenix,  Arizona  85006.  Approved  for  hour 
per  hour  Category  1 credit. 


1983  CME 

CRUISE/CONFERENCES 
ON  LEGAL-MEDICAL  ISSUES 

Caribbean,  Mexican  Riviera,  Alaska, 
Mediterranean.  Seven  to  14  days  in 
January,  April,  July,  August.  Semina 
led  by  distinguished  professors. 
Approved  for  18-24  CME  Category  1 
credits.  FREE  ROUNDTRIP  AIRFARI 
ON  ALL  CARIBBEAN,  MEXICAN, 
ALASKAN  CRUISES.  Excellent  grou 
fares  on  finest  ships.  All  conference: 
scheduled  prior  to  12/31/80,  conforn 
to  IRS  tax  deductibility  requirements 
under  1976  Tax  Reform  Act. 
Registration  limited.  For  color 
brochures  and  additional  informatioi 
contact: 

International  Conferences 
189  Lodge  Avenue 
Huntington  Station,  NY  11746 

Telephone:  (516)  549-0869 


WINTER  SCIENTIFIC  MEETING  C 
FAR  WESTERN  MEDICAL 
ASSOCIATION 
January  29— February  5,  1983 
Aspen,  Colorado 

Theme:  Sports  Medicine:  A Mu 
Disciplinary  Approach. 

SPRING  SCIENTIFIC  MEETING  0 
FAR  WESTERN  MEDICAL 
ASSOCIATION 
March  5-12,  1983 

Whistler  Mountain,  British  Columb 

Theme:  Geriatrics:  A New  Approac 

to  An  Old  Problem 

Please  write  to  FWMA,  Box  3817,  Va 

Nuys,  CA  91407  for  detailed 

information. 


The  Tenth  Annual  Barrow  Neurological 
Symposium 

February  24-26.  La  Posada  Resort, 
Phoenix.  Sponsor:  St.  Joseph's  Hospita 
and  Medical  Center/Barrow  Neurologic 
Institute.  Contact:  Richard  A.  Thompso 
M.D.,  Barrow  Neurological  Institute,  35( 
West  Thomas  Road.  Phoenix,  Arizona 
85013.  Approved  for  hour  per  hour 
Category  1 credit. 

Emergency  Care  Update  -V 

February  28-March  2.  Arizona  Health 
Sciences  Center,  Tucson.  Sponsor:  U.  c 
College  of  Medicine.  Contact:  Office  of 
Continuing  Medical  Education,  U.  of  A. 
Health  Sciences  Center,  Tucson,  AZ  85 
Approved  for  hour  per  hour  Category  1 
credit. 
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There  are  no  second 
chances.  Managing  a criti- 
cally injured  patient  is 
one  of  the  most  intense, 
exacting  responsibilities 
in  modern  medicine.  It 
involves  both  broad- 
based  knowledge  and 
highly  specialized  proto- 
cols. Compressed  time 
frames.  And,  above  all, 
teamwork. 

The  roles  and  interrela- 
tionships between  the 
trauma  surgeon  and  his 
physician  team  will  be  the 
focus  of  Trauma  Care  '83, 
a national  symposium  on 
the  tools  and  techniques 
of  trauma  medicine. 
Sessions  have  been  struc- 
tured to  cater  to  the 
respective  needs  of  sur- 
geons, and  emergency 
and  critical  care 
physicians. 


TRauma  c^e 


Topics  include  the  trauma 
scoring  system,  medical 
control  of  pre-hospital 
care,  special  trauma  con- 
siderations (pregnant 
patients,  burn  victims, 
pediatrics  and  geriatrics), 
and  incisive  analyses  of  a 
variety  of  resuscitative  and 
surgical  procedures. 
Original  papers,  lectures 
and  discussion  groups  will 
be  hosted  by  the  most 
distinguished  faculty  we’ve 
ever  assembled. 

For  an  informative  look  at 
a provocative  subject, 
make  your  reservations  for 
Trauma  Care  '83  today. 


January  9- 13,  1983 

Scottsdale  Hilton, 
Scottsdale,  Arizona 

$350  registration  fee  prior  to 
December  6,  1982;  $400 
thereafter 

17  hours  of  CME  Category  1 
credit  applied  for 

Sponsored  by  John  C.  Lincoln 
Hospital  & Health  Center, 
Lincoln  Institute  of  Surgery 
&.  Trauma,  Emergency 
Medicine  Consultants 

For  more  information,  con- 
tact Robert  Rankel,  M.D. 
(Elaine  Nairn),  9211  N.  2nd 
Weet,  Phoenix,  AZ  85020, 
(602)  943-2381,  ext.  1736 


Faculty 

Boyd  Bigelow,  M.D.,  F.C.C.P. 
Arnold  Callca,  M.D. 

James  Carlisle,  M.D.,  F.A.C.S. 
Howard  Champion,  M.D., 
F.R.C.S. 

Charles  E.  Cherubln,  M.D., 
M.P.H.,  F.A.C.P.,  F.A.P.H.A. 
Henry  Cleveland,  M.S.,  M.D., 
F.A.C.S. 

Alasdair  Conn,  M.D. 

Ronald  Crowell,  M.D. 

Donald  Davis,  M.D.,  F.A.C.S. 
Rosalie  Deckert,  M.D.,  F.A.C.P. 
Ben  EJseman,  M.D.,  F.A.C.S. 
David  Elliott,  M.D. 

N.  Nelson  Faux,  M.D. 

Forrest  Holden,  M.D. 

Walter  Koppenbrink,  M.D. 
Michael  Krentz,  M.D. 

Norman  McSwain,  M.D.,  F.A.C.S. 
Harvey  Melslln,  M.D. 

Daniel  O’KeeFfe,  M.D. 

Robert  J.  Rankel,  M.D. 

Jeffrey  A.  Singer,  M.lT. 

|ohn  Stafford,  M.D.,  M.P.H. 

John  M.  Stein,  M.D.,  FJt.C.S. 
Attila  Szokol,  M.D.,  F.A.C.S. 
Robert  Wilson,  M.D.,  F.A.C.S. 


PEDIATRIC  UPDATE— 1983 
March  3-13,  1983 
Frenchman’s  Reef,  St.  Thomas 

The  Department  of  Pediatrics,  Long 
Island  Jewish-Hillside  Medical  Center 
presents  Pediatric  Update— 1983  the 
12th  Annual  Pediatric  postgraduate 
course,  Frenchman's  Reef,  St. 

Thomas.  March  8— March  13,  1983  (6 
days— 5 nights).  $185  registration  fee; 
$399  EP  (double  occupancy).  18  hours 
Category  1 ACCME.  For  information: 
Continuing  Education  Coordinator, 
Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  N.Y.  11042. 
(212)  470-2114. 


MARCH 

Changes  & Controversies  in  Pediatrics 

March  3-6.  Marriott  Hotel,  Tucson. 

Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Center, 
Tucson,  AZ  85724.  Approved  for  hour  per 
hour  Category  1 credit. 

Sixth  Annual  Mid-Winter 
Symposium  In  OB/GYN 

March  9-11.  Scottsdale  Hilton  Hotel, 
Scottsdale.  Sponsor:  Marciopa  County 
General  Hospital  and  Phoenix  OB/GYN 
Society.  Contact:  Secretary,  Phoenix 
OB/GYN  Society,  3412  N.  Fourth  Ave. 
Phoenix.  Arizona  85013.  Approved  for  14 
hours  of  Category  1 credit. 

4th  Annual  Sports  Medicine  Symposium 

March  10-12.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724, 
Approved  for  hour  per  hour  Category  1 
credit. 

Fifth  Annual  Symposium  on  Current 
Concepts  in  the  Management  of  Chronic 
Pain  Syndromes 

March  12-13.  Scottsdale  Hilton  Resort. 
Sponsor:  Maricopa  Medical  Center. 

Contact:  George  Wallace  M,  D.,  Interim 
Chairman,  Dept,  of  Anes.,  Director,  Pain 
Clinic.  Maricopa  Medical  Center,  2601  East 
Roosevelt,  Phoenix,  AZ  85008.  Approved 
for  hour  per  hour  Category  1 credit. 

Current  Perspective  VI:  Newer  Aspects  of 
VD 

March  16.  ArMA  Offices,  Phoonix.  Sponsor: 
Arizona  Medical  Association.  Contact:  Nikki 
Mertz,  ArMA.  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  (members  no 
charge— nonmembers  $20).  Approved  for  3'/2 
hours  of  Category  1 credit. 

Arizona  Chest  Symposium 

March  24-26.  Doubletree  Hotel,  Tucson. 
Sponsor:  U.  of  A.  Health  Sciences  Center. 
Contact:  Sandy  Younker,  R.N.,  Chest  and 
Allergy  Clinic,  Tucson  Medical  Center,  P.O. 
Box  42195,  Tucson.  AZ  85733  Approved 
for  hour  per  hour  Category  1 credit. 
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Dermatology 

March  26.  Arizona  Health  Sciences  Center. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Center, 
Tucson,  AZ  85724.  Approved  for  hour  per 
hour  Category  1 credit. 

Dean’s  Clinical  Rounds 

March  30.  Arizona  Health  Sciences  Center, 
Tucson.  Sponsor:  U.  of  A.  College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 


MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month,  Doctors 
Hospital,  5:45  p.m.  J.  South  Classroom. 
Sponsor:  Shrine  Medics.  Contact:  Robert 
C.  Briggs,  M D,,  5121  N.  Central  Ave., 
Phoenix.  AZ  85012. 

Counter  Transference  Group 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
Campbell,  M.D.,  5051  N,  34th  St.,  Phoenix. 
AZ  85018.  Approved  for  2 hours  Category  1 
credit. 

Monthly  Meeting  of  Tucson  Radiologists 

Last  Tues.  of  month.  Plaza  International, 
Tucson,  AZ.  Sponsor:  U of  A Medical 
Center,  Dept,  of  Radiology.  Contact:  Irwin 
M.  Freundlich,  M.D.,  U of  A Health 
Sciences  Center,  Dept,  of  Radiology, 
Tucson,  AZ  85724.  Approved  for  2 hours 
Category  1 credit. 

Pediatric  Grand  Rounds 

Tuesday  7:30-8:30  a.m  in  Phoenix: 

1st  Tues.— Phoenix  Indian  Hospital, 

2nd  Tues.—  Maricopa  County  Hospital, 

3rd  Tues.— Good  Samaritan  Hospital, 

4th  Tues —St.  Joseph's  Hospital. 

Sponsor:  Maricopa  County  Hospital 
(Phoenix  Hospital's  Affiliated  Pediatric 
Program).  Contact:  J.  Kipp  Charlton,  M.D., 
2601  E.  Roosevelt,  Phoenix,  AZ  85008. 
Approved  for  1 hour  per  session  Category 
1 credit. 

Review  of  Forensic  Pathology 
Current  Case,  Special  Topics 

Thursday,  weekly,  11  a m.,  120  S.  6th  Ave., 
Phoenix,  AZ.  Sponsor:  Arizona  Society  of 
Pathologists.  Contact:  H.H.  Karnitschnig, 
M.D.,  120  S.  6th  Ave.,  Phoenix,  AZ. 
Approved  for  1 hour  per  session  Category 
1 credit. 

ARIZONA  HEART 
INSTITUTE 

4800  N.  22nd  St.,  Phoenix,  P.O.  Box  10,000, 
Phoenix,  AZ  85064.  Contact:  Ravi  Koopot, 
M.D. 

Clinical  Conference 
Cardiovascular  Medicine 

Third  Tues.,  5:15  p.m.,  second  floor 
classroom 


ARIZONA  STATE 
HOSPITAL 

2500  E.  Van  Buren,  Phoenix,  AZ.  85008. 
Contact:  Arnold  L.  Kendall,  M.D. 

A.S.H.  Psychiatric  Grand  Rounds 
2nd  Wed.,  1:00-2:00  p.m.,  J-6  Conf.  Rm., 
Contact:  Dr.  Conger  & Staff 
Clinical-Pathological  Conference 
3rd  Wed.,  1:30-2:30  p.m.  General  Service 
Bldg.,  Conf.  Rm. 

Medical  Grand  Rounds 

4th  Wed.,  1:00-2:00  p.m..  Medical  Bldg. 

Conf.  Rm. 


BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St. 
Joseph's  Hospital  and  Medical  Center,  3: 
W.  Thomas  Rd.,  Phoenix,  AZ  85013. 
Sponsor:  St  Joseph's  Hospital  & Medical 
Center.  Contact:  John  R.  Green,  M.D. 
Approved  for  1 hour  Category  1 credit. 
Neurology  Teaching  Conference 
Tuesdays,  8:30-9:30  a.m..  Eighth  Floor 
Conf.  Room. 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9:15  a.m.,  on  first  and 
third  and  fifth.  Eighth  Floor  Conference 
Room. 

Neuro-ophthalmology  Conference 

Mondays,  7:30  a m.  in  8th  floor  neurolog 
conference  room. 

Spinal  Injury  Conference 
Wednesdays,  8:15-9:15  a.m,,  on  second  i 
fourth  weeks,  in  Neuropathology  Conf. 
Rm.— a multidisciplinary  review  of 
admission  by  neurosurgeons,  orthopedis 
and  rehabilitation  specialists. 
Neuropathology  of  Gross 
Specimens  Conference 
Thursday,  7:30-8:30  a.m.  in  the  Morgue. 
Neurology-Neurosurgical 
Fridays,  8-9  a.m..  First  Floor  Conf.  Rm. 
Neuropathology  or 
Neuroradiology  Conferences 
Friday,  9 a.m..  Neuropathology  in 
Neuropathology  Conference  Rm., 
Neuroradiology  in  First  Floor  Conf.  Rm. 
Neurorehabilitation  Conference 
Tuesdays,  noon,  8th  Floor  Conference  F 
Neurosurgical  Journal  Club 
Saturdays,  9-11  a m.  in  Eighth  Floor 
Conference  Rm. 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City 
85372.  Contact:  Martha  R.  Newby,  ED.C 
Director  of  Education. 

Medical  Department  Continuing 
Medical  Education 

4th  Wednesday,  12  Noon,  Cl  19.  May,  Ji 
Sept.  & Nov. 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon, 
Educ.  Center  Classroom  I & II,  May,  Jul 
Sept,  & Nov. 

Surgical  Department  CME 

4th  Friday,  7 a.m.,  Educ.  Center 
Classrooms  I & II.  Contact:  Brian 
Updegraff,  M.D. 


CAMELBACK  HOSPITAL 

i55  N.  34th  St.,  Phoenix,  AZ  85018. 

)onsor:  Camelback  Hospital.  Contact: 
Dward  Gray,  M.D.  and  Robert  Meyer,  M.D. 
)proved  for  Category  1 credit, 
inical  Conference 
d Tuesday,  8-9  a.m. 

DESERT  SAMARITAN 
HOSPITAL 

00  South  Dobson  Road,  Mesa,  Arizona, 
intact:  L A.  Rosati,  M.D.  Approved  for 
itegory  1 credit. 

l^E  Programs 

aekly,  Tuesday,  7 p.m.,  Cafeteria-West 
id. 

inical  Conference  — Dept,  of  Medicine 

sekly,  Thursday,  12:30-1:30  p.m.  Buffet 
nch,  Grande  Rm. 

3/GYN  Medical  Staff  Conference 

sekly,  Monday,  12:30-1:30  p.m.  Grande 
n. 

diatric  Case  Conference 

d.  Friday,  12:30  p.m.,  Grande  2. 

DOCTORS  HOSPITAL 

47  East  Thomas  Road,  Phoenix,  Arizona 
016  Contact:  Medical  Staff  Secretary  for 
ditional  information. 

ysiclans  Continuing  Education  Program 

[Thursday,  12:30  p.m..  Classrooms. 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

iOO  N.  Wilmont  Road,  Tucson,  AZ  85712. 
Dntact:  Eric  G.  Ramsay,  M.D.  Approved 
r Category  1 credit. 

imily  Practice  Department  Meeting 

1 Monday,  12  Noon,  (March,  June,  Sept, 
id  Dec.)  Contact:  R.  Grossman,  M.D. 

jrgical  Department  Meeting 

d Monday,  11:45  p.m. 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

115  N.  Beaver  Street,  P.O.  Box  1268, 
agstaff  AZ  86002.  Contact:  B.  C. 
rschberg,  M.D.,  CME  Program  Clinical 
inference.  Approved  for  Category  1 
edit. 

teresting  Case  Conference 

t Tuesday,  12:30  p.m.,  Tollefson  Rm. 
inical  Conferences 

eekly,  Tuesdays,  12:30  p.m., 
illefson  Rm. 

imor  Board  Case  Conference 

d Tues.,  12:30  p.m.,  Hospital  Conf.  Rm. 

ortality  & Morbidity  Conference 

t Thurs.,  12:30  p.m.,  Hospital  Conf.  Rm. 

GOOD  SAMARITAN 
MEDICAL  CENTER 

11  East  McDowell  Rd.,  Phoenix,  AZ. 
iproved  for  Category  1 credit, 
bstetrical  Sectional  Conference 
t Monday,  12:30-1:30  p.m.,  Conf.  Rm.  E. 
/necological  Section  Conference 
id  Monday,  12:30-1:30  p.m.,  Conf.  Rm.  E. 
bsterical  Sectional  Conference 
h Monday,  12:30-1:30  p.m.,  Conf.  Rm.  E. 
ilmonary  Grand  Rounds 
eekly,  Monday,  12  noon-  1 p.m., 
Tiphitheater. 


Family  Practice 

Weekly,  Monday,  12:00-1:00  p.m..  Family 
Practice  Center. 

Pediatric  Grand  Rounds 

3rd  Tuesday,  7:30-8:30  a.m..  Amphitheater. 

Family  Practice 

Weekly,  Tuesday,  12:00-1:00  p.m..  Family 
Practice  Center. 

Cardiology  Grand  Rounds 

Weekly.  Tuesday,  12:00-1:00  p.m.. 
Amphitheater. 

Medical  Noon  Conference 

1st,  2nd,  4th,  & 5th  Wednesday,  12:00-1:00 

p.m.,  T-8  Conference  Rm. 

Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  p.m.,  Conf. 

Rms.  E-F. 

Family  Practice 

Weekly,  Wednesday,  12:00-1:00  p.m.. 
Family  Practice  Center. 

Tumor  Conference 

2nd.  & 4th  Wednesday,  12:00-1:00  p.m., 
Conf.  Rms.  E-F. 

Surgical  Grand  Rounds 

Weekly,  Wednesday,  7:00-8:30  a.m.. 
Amphitheater. 

Family  Practice 

Weekly,  Thursday,  12:00-1:00  p.m..  Family 
Practice  Center. 

Medical  Noon  Conference 

Weekly,  Thursday,  12:00-1:00  p.m.,  T-8 

Conf.  Rm. 

Joint  Tumor  Gyn  Conference 

2nd  Fri.,  12:00-1:00  p.m.,  Conf.  Rms.  E-F. 

Medicine  Grand  Rounds 

Weekly,  Friday,  8:00-9:00  a.m.. 
Amphitheater. 

Neurology  Grand  Rounds 
Weekly,  Friday,  12:00-1:00  p.m.. 
Amphitheater. 

Psychiatry  Grand  Rounds 
Weekly,  Friday,  11:00-12:00  noon. 
Education  Bldg.  West. 


KINO  COMMUNITY 
HOSPITAL,  (THMEP) 

2800  E,  Ajo  Way,  Tucson,  AZ.  85713, 
Contact:  Eric  C.  Ramsay,  M.D.,  Approved 
for  Category  1 credit. 

Surgical  Conference 

Weekly,  Monday  8:00  a m..  Contact:  R. 
Fischer,  M.D. 

Medical  Conference 

Weekly,  12:30  p.m..  Contact:  Chief  Medical 
Resident. 

OB/GYN  Pathology  Conference 

Weekly,  Thursday,  1:30  p.m..  Contact:  Jay 
Fleishman,  M.D. 

Psychiatry  Journal  Club 

Weekly,  Thursday,  12  Noon,  Contact:  Jose 

Santiago,  M.D, 


MARYVALE  SAMARITAN 
HOSPITAL 

5102  W.  Campbell  Ave.,  Phoenix,  AZ  85008 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.. 
Conference  Rms. 

Tumor  Board 

1st  & 3rd  Mondays,  12-1  p.m..  Medical 
Conference  Rms. 


MARICOPA  MEDICAL 
CENTER 

2601  E.  Roosevelt,  Phoenix,  AZ  85008. 
Contact:  Leonard  Tamsky,  M.D. 

Medicine  Conference 

Daily  12-1  p.m..  Contact:  S,  Schaffner,  M.D. 

Chest  Surgery  Conference 

Weekly,  Mondays,  1:30  p.m.,  Santa 
Cruz  Room 

Hematology  Conference 

2nd  Tuesday,  1:00  p.m,.  Contact:  Walt 
Koppenbrink,  M.D. 

OB/GYN  Dept.  Grand  Rounds 

Weekly,  Tuesday,  12  Noon,  Santa 
Cruz  Room. 

Obstetrical  Problem  Conference 

Weekly,  Tuesday,  7:30  a.m.,  Yavapai  Rm. 
Orthopedic  Conference 

Weekly,  Tuesday,  7:30  a.m,,  Santa 
Cruz  Room. 

Pediatric  Grand  Rounds 

2nd  Tuesday,  7:30-8:30  a.m..  Contact: 
Robert  Ganelin,  M.D. 

Urology  Discharge  Planning  Conference 

Weekly.  Tuesday,  11:30  a m..  Station  42. 
Hand  Surgery  Conference 

Weekly,  Wednesday,  7:30  a.m.,  Santa 
Cruz  Room. 

Neurosurgery  Discharge  Planning 

Weekly,  Wednesday,  1:30  p.m..  Station  42. 
OB/Neonatology  Seminar 
Weekly,  Wednesday,  7:30  a.m.,  Yavapai  Rm. 
Clinical  Psychiatric  Conference 
Weekly,  Wednesday,  11-12  p.m,,  Mental 
Health  Annex,  Rm.  1346. 

Surgery  Conference 

Weekly.  Wednesday,  7-8  a.m..  Surgical 

Dept. 

Current  Concepts  in  Medicine  & Surgery 

1st  Thursday,  1 p.m.,  Dr.  Hospital  Class 
Rm.,  Contact:  Dr.  Tamsky. 

Cardiology  Conference 
Weekly,  Thursday,  2 p.m.,  Santa 
Cruz  Room. 

OB/GYN  Resident  Conference 

Weekly, Thursday,  12  p.m.,  Yavapai  Rm. 
GYN  Endocrine  Seminar 

1st  & 3rd  Friday,  12:30  p.m.,  Santa 
Cruz  Room. 

OB/GYN  Surgical  Pathology  Conf. 

Weekly,  Friday,  7:30  a.m.,  Yavapai  Rm. 

Orthopedic  X-Ray  Conference 

Weekly,  Friday,  7:30  a.m.,  Santa 
Cruz  Room. 


MESA  LUTHERAN 
HOSPITAL 

501  West  10th  Place,  Mesa,  Arizona  85201. 
Contact:  E.  John  Wickman,  M.D. 

Continuing  Medical  Education  Programs 

Tuesdays,  6:30  p.m.,  Ocotillo  Rm. 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

6025  N.  20th  Ave.,  Phoenix,  AZ  85015. 
Contact:  J.  Burr  Ross,  M.D.,  Approved  for 
Category  1 credit. 

Clinical  Conferences 

1st,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
auditorium. 

CPC  or  Medical-Surgical  Forum 

4th  Tuesday,  12  noon,  5th  floor  auditorium. 
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PHOENIX  INDIAN 
MEDICAL  CENTER 

4212  North  16th  St..  Phoenix,  AZ  85016. 
Contact:  Leland  L.  Fairbanks,  M.D., 
Approved  for  Category  1 credit. 

Pediatric  Grand  Rounds 

1st  Tuesday,  7:30-8:30  a m..  Contact:  D. 

Randall.  M.D. 

Clinical  Staff  Teaching  Conference,  Rm.  A. 

Weekly,  Wednesday,  7:30-8:30  a m 
Otolaryngology  Grand  Rounds 
4th  Wednesday,  4-5  p.m.,  Conference  Rm 
A,  Contact.  N.  Wendell  Tood,  M D. 

Family  Practice/Emergency  Room 

Teaching  Conference 

Thursday,  Weekly.  7:30-8:30  a m..  C'onf. 

Rm,  A,  Contact:  Drs.  L.  Fairbanks  & E.Y, 
Hooper. 

PHOENIX  MEMORIAL 
HOSPITAL 

1201  S,  7th  Ave.,  Phoenix.  AZ  85036. 
Contact:  George  Scharf,  M.D.  Approved  for 
Category  1 credit. 

Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf,  Rm. 
Clinical  Conferences 
Weekly,  Tuesday,  12:30  p.m.,  Kiva 
Conference  Rm. 

Psychiatric  Clinical  Conference 

2nd  Friday,  11:30  a m..  B-Wing  Conf.  Rm  , 

Contact:  Medical  Staff  Secretary. 

Tumor  Board  Conference 

Weekly,  Friday,  12  p.m.,  Kiva  Conf.  Rm. 

Contact:  H.  Kimball.  M.D. 


SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street.  Scottsdale,  AZ  85251. 
Contact:  W.  S.  Williams,  M.D,,  Approved  for 
Category  1 credit. 

Family  Practice  Conference 

1st  Monday,  12:30  p.m..  Doctors'  Lounge. 

Emergency  Medical  Services  Conference 

2nd  Monday,  12:30  p.m..  Doctors'  Lounge. 

Neurology/Neurosurgery  Conference 

3rd  Monday.  12:30  p.m.,  Doctors'  Lounge. 

CPC  Conference 

4th  Monday.  12:30  pm,  Doctors'  Lounge. 

Pediatrics  Conference 

5th  Monday,  12:30  p.m,,  Doctors'  Lounge. 

Pulmonary  Conference 

1st  Tuesday,  12:30  p m..  Doctors'  Lounge. 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m.,  Doctors'  Lounge. 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors'  Lounge. 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors'  Lounge. 

Medical  Subspecialties 

5th  Tuesday,  12:30  p m..  Doctors'  Lounge 

Uronephrology  Conference 

3rd  Thursday,  12:30  p m..  Doctors'  Lounge. 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors'  Lounge. 
Gl/Med/Surg/Radiology  Conference 

2nd  Friday,  12:30  p.m..  Doctors’  Lounge. 

ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ 
85013.  Contact:  Joseph  C.  White,  M D. 


OB/GYN  Section  Conference 

3rd  & 4th  Mondays,  12:30-1:30  p.m.,  1st 
Floor  Conf.  Rm. 

Genetics  Conference 

Weekly,  Monday,  12:30  p.m..  Pediatric 

Department. 

Pediatric  Rounds 

Weekly,  Monday,  Wed.  & Friday,  10:30  a m.. 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a m..  Contact:  J. 

Kipp  Charlton,  M.D. 

ECG  Conference 

Weekly,  Tuesday,  12:30  p.m..  Pediatric 
Department. 

Medical  Grand  Rounds 

Weekly,  Wednesday,  8 a m.,  1st  Floor  Conf. 

Room. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  8 a m.,  PIMC. 

Visiting  Professor  Informal  Presentation 

Weekly,  Thursday,  9:30  a m.,  1st  floor  Conf. 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  12:30  p.m.,  PIMC. 
Nephrology  Conference 

Weekly,  Fridays,  12:30  p.m..  Pediatric 
Department. 


ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road,  Tucson,  AZ.  Contact: 
Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday.  12  p.m..  Contact:  Wm. 
Moteforte. 

Ophthalmology  Morbidity/Mortality  Conf. 

4th  Tuesday.  12:15  p.m..  Contact:  Kim 
Sowards. 

Current  Concepts  in  Medicine 

Weekly,  Tuesday,  12  p.m..  Auditorium. 
Hematology-Oncology  Conference 

Last  Wednesday.  12:15-1:15  p.m..  Contact: 
S.  Salmon,  M.D. 


ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ, 
Contact:  Gerald  L Hansbro,  M.D 

Cardiac  Conference 

Weekly,  Monday,  12:15  p.m..  Auditorium. 
Chest  Conference 
4th  Monday,  12:15  p.m,,  Phillips 
Auditorium. 

Surgery  Conference 

1st  Tuesday,  12:15  p.m..  Auditorium. 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.m..  Auditorium. 

Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday,  12:15  p.m..  Auditorium. 

Pulmonary  Case  Conferences 

1st  Thursday,  7:30  a.m.,  Phillips 

Auditorium. 

Psychiatry  Conference 
3rd  Thursday,  7 a.m..  Auditorium. 
Combined  Medical  General  Practice 
Conference 

1st  Friday,  12:15  p.m..  Auditorium. 

Toxicology  Grand  Rounds 

2nd  Friday,  7:30  a.m..  Auditorium. 

Ophthalmology  Conference 

1st  Saturday,  8:30  a m..  Auditorium 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St.  Mary’s  Road,  Tucson,  AZ 
85703.  Contact:  see  below. 

Monthly  Specialty  Conference  — Dept,  c 
Surgery 

1st  Monday,  7:30  a m..  Century  Rm.  A., 
Contact:  Med.  Staff  Office. 

Grand  Rounds:  Medical  Surgical,  Family 
Practice,  Pathology,  Radiology 
Weekly,  Thursday. 

Emergency  Medicine  Lectures 

Weekly,  Thursday,  8 a.m..  Century  Rm.  ^ 

Mental  Health  Update 

1st  Friday,  11:30-1:00  p.m..  Century  Rm. 

Cardiology  Conference 

Weekly,  Friday.  8:00-9:00  a m..  Century 

Rm.,  Contact:  Anthony  Forte,  M.D. 


TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved 
Category  1 credit. 

Cardiology  Conference 

1st,  3rd.  & 5th  Mondays,  12  Noon,  Conte 

M.  Maximov,  M.D. 

Dermatology  Conference 

4th  Monday,  5:00  p.m..  Contact:  R Millei 

M.D. 

Endocrinology  Conference 

4th  Monday,  12  Noon,  Contact:  M.  Parke 
M.D. 

Nephrology  Conference 

2nd  Monday,  12  Noon,  Contact:  Stepher 
Seltzer 

Perinatal  Conference 

2nd  Monday,  7:30  p.m..  Contact:  J. 
Lohman,  M.D. 

Psychiatry  Department  Meeting 

3rd  Monday,  12  Noon,  Contact:  Howard 
Winkler,  M.D. 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon,  Contact:  C.  Petei 

Crowe,  Jr.,  M.D. 

Hematology  Conference 

4th  Tuesday,  12  Noon,  Contact:  Gerald 

Giordano,  M.D. 

Pulmonary/Infectious  Disease  Conferenc 

Weekly  except  4th,  Tuesday,  12  Noon, 
Contact:  B.  Friedman,  M.D. 

Orthopedic  Conference 

1st  Tuesday,  7:30  p.m..  Contact:  Jay  Kat 

M.D. 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  p.m..  Contact: 
Lightner. 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert 
Foote,  M D 

Clinical  Pathology  Conference 

Last  Wednesday,  8:00  a m..  Contact:  Dr. 
Fuchs. 

Family  Practice  Meeting 

2nd  Wednesday.  12:30  p.m.,  Jan.,  April, 
July,  & Oct.  Contact:  C.  Mangelsdorf,  M 
Medical  Conference 
Weekly,  Wednesday,  8:00  a.m..  Contact: 
Fuchs,  M.D. 

Neurology-Neurosurgery  Conference 

Weekly.  Wednesday,  12  Noon,  Contact:  I 
W.  Buschsbaum,  M.D. 
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^euroradiology  Conference 

/Veekly,  Thursday,  5:00  p.m.,  Contact:  N. 
<omar,  M.D. 

rumor  Conference 

A/eekly,  Thursday,  12  Noon,  Contact: 

Dancer  Committee. 

3—1  Conference 

A/eekly.  Friday,  12  Noon,  Contact:  Charles 
Danner,  M.D. 

nterhospital  Nuclear  Medicine  Conference 

A/eekly,  Friday,  7:15  a.m..  Contact:  S.V. 

Hilts,  M.D. 

OB/GYN  Conference 

1st  Friday,  7:30  a.m..  Contact:  Charles 
^arker.  M.D. 

DB/GYN  Pathology  Conference 

Srd  Friday,  7:30  a m..  Contact:  R.  Spark, 

/.D. 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

'th  Street  and  Indian  School  Road, 

^hoenix,  AZ  85012.  Contact:  Alfred 
Heilbrunn,  M.D.  Approved  for  Category  1 
;redit. 

/ledical/Surgical  Gl  Conference 

St  & 3rd  Monday,  3 p.m.,  Rm.  3134, 

Dontact:  Dr.  Kozarek,  Ext  413.  Dr.  Mertz, 

Ext  493. 

Orthopedic  Surgery  Conference 

Ind  Monday,  7:30  a.m.,  Rm  3134,  Contact: 
)r.  Russo. 

Surgery  - Pathology  Conference 

>th  Monday,  4:00  p.m.,  Rm  3134,  Contact: 

)r.  Mertz  & Dr.  Lanard. 

fascular  Conference 

Ind  Monday,  3 p.m.,  Rm.  3134,  Contact:  Dr. 
Dlintora 

]|  Grand  Rounds 

Weekly,  Tuesday,  1 p.m..  Contact:  Drs. 
^anowski,  Kozarek,  after  Gl  Grand  Rounds, 
am.  T-5. 

SI  Radiology  Clinical  Correlation 
Conference 

St  and  3rd  Tuesday,  12:00  noon,  Rm.  T-5, 
Contact:  Dr.  Sanowski. 

al  Pathology  Conference 

ind  and  4th  Tuesday,  12:00  noon,  Rm.  T-5, 
Contact:  Dr.  Sanowski. 

lousestaff  Pulmonary  Disease  Teaching 
Conf. 

Veekly,  Wed.,  12:30-1:30  p.m.,  Rm.  4115, 
Contact:  Dr.  Rohwedder,  Ext.  388. 

Cancer  Symposium 

jst  and  3rd  Thursdays,  3 p.m.,  Rm.  3134, 

Contact:  Dr.  Byrne 

Cardiology  Conference 

fnd  Thursday,  1 p.m..  Room  T-5,  Contact: 

!)r.  Habibzedeh 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday,  12:30  p.m.,  Rm.  4115 
jContact:  Dr.  Rohwedder. 

{Medical  Service  Grand  Rounds 

jst,  2nd,  3rd.  & 5th,  Fridays,  11  a.m.,  Rm. 

|-5,  Contact:  Dr.  Zeller 

^Medical  Mortality  Conference 

ith  Friday,  11  a.m..  Room  T-5,  Contact  Dr. 

teller 

PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIAL 
; MEDICAL  CENTER 

rescott,  Arizona  86313.  Contacts  listed 
ielow.  Approved  for  Category  1 credit. 


Medical  Rounds 

1st  & 3rd  Thursdays,  10:00  a.m. -2:30p.m. 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m. 


TUCSON  VETERANS 
ADMINISTRATION  HOSPITAL 
& MEDICAL  CENTER 
(U  of  A Tucson) 

3601  South  Sixty  Ave.,  Tucson,  AZ  85723. 
Contacts  listed  below.  Approved  for 
Category  1 credit. 

Medical  Surgical  Chest  Conference 

Weekly,  Tuesday,  2 p.m..  Contact:  Dr. 
Young 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1:00  p.m.,  VA  Hospital 
Staff  Conf.  Rm.  & (AHSC),  Contact:  Jay 
Smith,  M.D. 

Surgical  Grand  Rounds 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr. 
Putnam 

Endocrinology  Seminar 

1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rm. 
N318,  Contact:  Dept,  of  Internal  Medicine. 

Grand  Rounds 

Weekly,  Thursday,  11  a.m.,  Bldg.  107, 
Contact:  J.  Fitzharris,  D O. 

Vascular  Radiology,  Interesting  Case  Conf. 

Weekly,  Thursday,  12:00  noon. 

Neurology  Grand  Rounds 

Weekly,  Friday,  12  p.m..  Contact:  Dr. 

Sibley. 


YUMA  REGIONAL 
MEDICAL  CENTER 
(U  of  A,  Tucson/ArMA) 

2400  Avenue  A.,  Yuma  Az  85364.  Contact: 
Alan  Winfield,  M.D.  Approved  for  Category 
1 credit. 

Radiology  Conference 

1st  Tuesday,  7:00  a.m. 

Operation  Outreach 

2nd  Tuesday,  6:30  p.m. 

Pathology  Conference 

4th  Tuesday,  7:00  a m. 

Operation  Outreach 

2nd  Wednesday,  7:00  a.m. 


U OF  A HEALTH 
SCIENCES  CENTER 

Sponsor:  U of  A College  of  Medicine, 
Tucson,  AZ  85724.  Robert  M.  Anderson, 
M.D.,  Dir.  of  CME.  Contact:  See  below. 
Approved  for  Category  1 credit. 

Anesthesiology  Board  Review  Conference 

2nd  & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
Rm.  C&D,  Contacts:  Dr.  Vaughn  & Kryc. 

Anesthesiology  Basic/Clinical  Sciences 
Lectures 

Weekly,  Thursday,  4-5  p.m..  Room  5403. 

Anesthesiology  Case  Discussion 

Weekly,  Wed.,  7:00  a.m.,  AHSC,  Dining  Rm. 
C&D. 

Anesthesiology  Resident  Presentation 

1st  Monday,  4-5  p.m.,  AHSC  Dining  Room, 
C&D,  Contacts:  Drs.  Otto  & Zehngut. 


Cancer  Center  Tumor  Board  Seminar 

3rd  Tuesday,  Monthly,  12-1  p.m.,  HSC 
Auditorium,  Contact:  Cancer  Center. 

Cardiac  Catheterization  Conference 

Weekly,  Friday,  4:00  p.m..  Contact:  Dr. 
Temkin. 

Cardiology  Research  Conference 

Weekly,  Tuesday,  7:30  a m..  Contact:  Dr. 
Roeske. 

Tucson  Cardiovascular  Society 

1st  Thursday,  6:00  p.m.,  AHSC,  Contact: 

Dr.  Byrne-Quinn. 

Clinical  Immunology,  Allergy  & 
Rheumatology  Rounds 
Every  Friday,  Noon-1  p.m.  Contact:  John 
Boyer,  M.D.,  Dept,  of  Internal  Medicine. 
Cerebrovascular  Disease  Conference 
Mondays,  5-6  p.m..  Weekly,  Rm.  5505., 
Contact:  Jerry  Goldstone,  M.D.,  Dept,  of 
Surgery. 

Dermatology  Conference 

4th  Monday,  5:15  p.m.,  AHSC,  Contact:  Dr. 
R.  Friedman. 

Dermatology  Rounds 

Weekly,  Wed.,  11:30  a.m..  Contact:  Dr. 

Lynch. 

Endocrinology  Seminar 

Weekly,  Thursday,  12-1  p.m..  Contact:  Dr. 
Johnson. 

Emergency  Medicine  Grand  Rounds 

Tuesdays,  9 a m.,  AHSC,  Contact:  Dr. 
Sanders. 

Gl  Pathology  Conference 

4th  Friday,  1:30  p.m.,  AHSC,  Contact:  S. 
Paplanus. 

Gl  Radiology  Conference 

2nd.  & 4th  Mondays,  7:30  a.m.,  AHSC, 

Contact:  Dr.  T.  Hunter. 

Head  & Neck  Tumor  Management 
Conference 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr. 
Manning. 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays,  Noon-1  p.m.,  Rm. 

6505.  Contact:  S.  Salmon,  M.D.,  Dept,  of 
Internal  Medicine. 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1  p.m.,  AHSC,  Contact: 

Dr.  J.  Smith. 

Morbidity/Mortality  in  E.M. 

2nd  Tuesday,  9 a.m.,  AHSC,  Contacts:  Drs. 
Hughes  & Alcorn. 

Neuromuscular  Disease  Conference 

Weekly,  Friday,  11:30  a.m..  Contact:  Dr. 
Stern. 

Neuropathology  Case  Review 

Weekly,  Friday,  8:30  a.m.,  UAHSC,  Dr.  P. 
Johnson. 

Neuroradiology  Conference 

Weekly,  Thurs.,  5:00  p.m..  Contact:  Dr.  P C. 
Christenson. 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday,  7-9  p.m..  Contact:  Dr. 
Stern. 

Neurosciences  Seminar 

Weekly,  Tuesday  & Friday,  7:30  a m., 

AHSC,  Contact:  Dr.  C.  Bamford. 

Nuclear  Medicine 

Weekly,  Thursday,  7:30  a.m.,  AHSC 
Radiology  Conference  Rm. 

OB/GYN  Lectures 

Weekly.  Friday,  1 p.m.,  AHSC,  Contact:  Dr. 
C D.  Christian. 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a m.,  AHSC,  Contact:  Dr. 

J.  Herschler. 
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Ophthalmology  Retina  Fluoro.  Conference 

Weekly,  Thursday,  5 p.m.,  AHSC,  Contact: 
Dr.  H.  Cross. 

Orthopedic  Rounds 

Saturday,  8:00  a.m,.  Contact:  Dr.  Peltier. 

Pain  Conference 

3rd  Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
C&D,  Contact:  Drs.  Hameroff  & Cork. 

Pathology  Conference 

Weekly,  Monday,  12  noon,  AHSC,  Contact: 
Dr.  C.D.  Christian. 

Pathology  Seminar 

Weekly,  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
5120.  Contact:  Dr.  P.  Finley. 

Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m.,  AHSC.  Contact:  Dr, 

A.  R.  Graham. 

Pediatric  Grand  Rounds 

2nd.  4th  & 5th  Tuesdays,  12  p.m.,  AHSC, 

Contact:  Dr.  H.  Thompson. 

Pediatric  Problem  Patient  Conference 
Weekly,  Wed.,  8:00  a.m..  Contact  Dr.  Lillian 
Valdes-Cruz 

Pediatric  Research  Forum 

Weekly.  Tuesday,  7:30  a.m..  Contact:  Dr. 
Otakar  Koldovsky 
Pediatric  Specialty  Conference 
Weekly,  Friday,  8:00  a m . Contact:  Dr. 
Marilyn  Heines  & Jane  Ruggill. 


Psychiatric  Grand  Rounds 

Weekly,  Wednesday,  5:30  p.m  , AHSC.  Rm 
8403,  5th  Floor  Auditorium. 

Psychiatric  Monthly  Case  Conference 

2nd  Friday,  7:30  a m.,  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital. 

Pulmonary  Rounds 

Weekly,  Friday,  11:30  a m..  Contact:  Dr. 
Benjamin  Burrows. 

Chest  Radiology 

Weekly,  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich, 

M.D.,  Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 

Weekly,  Wednesday,  7:30  a m.,  AHSC, 
Contact:  Dr.  Christenson 

Radiation  Oncology  Planning  Conference 

Weekly,  Friday,  8:30-10:00  a m.,  AHSC,  Rm. 
0655 

Radiology  Interesting  Case  Conference 

Weekly,  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr.  Freundlich. 
Radiology-Rheumatology  Conference 
Weekly,  Thursday,  7:45  a m.,  UAHSC, 
Library  Rm.1535C. 

Renal  Pathology  Conference 

1st,  3rd,  & 5th  Thurs.,  11:30  a.m..  Contact: 

Dr.  Nagle. 


Residents  Noon  Conference 

Weekly, Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 
Resident’s  Conference 
Weekly,  Wed.,  5-6  p.m  , Diag.  Radiolog' 
Conf.  Rm 

Surgical  Grand  Rounds 

Saturdays,  9:00  a m.,  Rm.  5403,  AHSC, 
Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 

Weekly,  Wed.,  8:00  a m.,  Contact:  Dr. 
Wangensteen. 

Trauma  Conference 

Thursday,  4:00-5:00  p.m..  AHSC,  Rm.  5505 
Toxicology  Conference 
Weekly,  Tuesday,  8:00  a.m.,  Contact:  Dr. 
Keith  Likes. 

Tucson  Ultrasonography  Group 

Weekly,  Wed.,  4:30  p.m.,  AHSC,  Contact: 
Dr.  I.  Freundlich. 

General  Urology  Conference 

Weekly,  Tue.  & Thurs.,  12:00  noon,  AHSC 

& VA  Hospital  Contact:  Dr.  G.W.  Drach. 

Vascular  Surgery  Conference 

Weekly,  Tuesday,  4-6  p.m.,  AHSC,  Contact 

Dr.  J.  Goldstone. 


University  Microfilms 
International 
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Chandler  Peripheral  Vascular  Diagnostic  Center 
Darryl  J.  Moln,  M.D,,  Medical  Director 

232  No.  Chippewa  Place 
Chandler,  AZ  85224 
(602)  899-0602 


Vascular  Diagnostic  Services,  Inc. 


COMMUNICATION;  a thirteen  letter 
word  that  can  improve  the  patient- 
physician  relationship  and  lead  to 
better  health  care  and  lower  medical 
costs. 

COMMUNICATION:  as  important  to 
physicians  as  a medical  license  or 
hospital  privileges.  Often  more 
reassuring  to  patients  than  medica- 
tion or  treatment. 


To  help  patients  communicate  more  effectively  with  their  physicians,  the  Arizona 
Medical  Association  has  developed  two  patient  information  brochures,  HOW  TO  CUT  YOUR 
HEALTH  CARE  COSTS  and  THE  PATIENT-PHYSICIAN  RELATIONSHIP,  A WORKING 
PARTNERSHIP. 

The  brochures  offer  advice  on  telephoning  and  visiting  the  doctor's  office,  discussing 
fees,  and  exchanging  information.  They  also  answer  frequently  asked  questions 
concerning  health  care  costs,  what  physicians  are  doing  about  the  problem,  and  how 
patients  can  help  in  the  effort.  ArMA  is  making  quantities  of  the  brochures  available  to 
members  at  1 0 cents  each  or  $1 0.00  per  hundred.  To  order  your  supply,  mail  the  attached 
coupon  to  ArMA. 


COM- 

MUNI- 

CATION 


BROCHURE  ORDER  FORM 

THE  PATIENT-PHYSICIAN  RELATIONSHIP:  A WORKING  PARTNERSHIP 
HOW  TO  CUT  YOUR  HEALTH  CARE  COSTS 

Lots  of  too  may  be  purchased  for  $10  Single  copies  IOC  each 
(Non-members  — $15  Single  copies  15C  each) 

Please  send  me copies  of  The  Patient-Physician  Relationship:  A Working  Partnership 

Please  send  me copies  of  the  brochure  How  to  Cut  Health  Care  Costs. 


Name: 


Address: 


City: 


State: 


Zip: 


Mail  to:  Arizona  Medical  Association,  810  West  Bethany  Home  Road,  Phoenix,  Arizona  85013 


Ourg^is 

to  help  you  leach  youifs. 


From  medical  school  through  retirement, 
your  financial  needs  are  continually  changing.  And 
your  time  to  look  after  those  needs  is  limited. 

That’s  why  Valley  Bank  has  Medical  Banking 
Specialists — trained  in  the  financial  needs  of 
medical  professionals. 

Talk  to  us  about  credit  and  our  many  other 


services.  They’re  outlined  in  our  new  brochure: 
“Financial  Services  for  Medical  Professionals’.’ 
For  more  information  about  these  services, 
call:  Phoenix,  261-5224  or  261-2718,  Tucson, 

. 792-7531  or  792-5917,  Scottsdale,  261-5160, 
Sun  City,  261-8249,  Mesa  261-1890. 


lA^go(MitofourM;£07forycHi.lMey  National  Bank 


Member  FDIC  Equal  Opportunity  Lender 
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THE  MEASURE  OF  FINANCIAL 
PLANNING  IS  HOW  WELL  IT  STANDS 

THE  TEST  OF  TIME. 


Only  a trust  company  under- 
stands the  delicate  balance 
between  investing  wisely 
and  profitably  to  meet 
today’s  financial  needs . . . 
while  making  certain  your 
family  is  protected  finan- 
cially with  an  ongoing 
income  for  future  years. 

If  you’re  a person  of  sub- 
stantial means  with  a net 
worth  of  S 500, 000  or  more,  you  need  a very 
special  kind  of  trust  company  to  fulfill  this 
important  responsibility. 

Look  for  the  source  that  can  offer  you  expert 
advice  in  today’s  complex  world  of 
taxes,  inflation  and  everchang- 
ing  financial  trends.  Choose 
a trust  company  large  enough 
to  offer  a wide  range  of  sophis- 
ticated and  innovative  investment 
management  alternatives. 


Insist  that  your  trust 
company  be  experienced  in 
every  aspect  of  asset  man- 
agement and  estate  admin- 
istration. At  Northern 
Trust,  you’ll  have  the  assur- 
ance of  services  personalized 
to  meet  your  financial 
objectives. 

Financial  peace  of  mind 
comes  naturally  at  Arizona’s 
oldest  personal  trust  company,  where  asset  and 
trust  management  is  their  only  business. 

For  a confidential  appointment,  or  to  receive 
a complimentary  guide  to  our  services,  call 
or  write  Anton  L.  Janik,  Vice 
[ ^ President.  4350  East  Camelback 
Road,  Phoenix,  Arizona  85018. 
(602)  959-8550. 

Corporate  Affiliate  of  The 
Northern  Trust  Company, 
Chicago. 


I 

I YOa  INSURE  WITH 

MICA 


BECAUSE  YOUR  POLICY 
WAS  CREATED  AND  DESIGNED 
FOR  YOU, 

THE  ARIZONA 
PHYSICIAN! 


MICA. 


/lUTUAL  INSURANCE  COMPANY  OF  ARIZONA  Sponsored  by:  Arizona  Medical  Association 

Arizona  Osteopathic  Medical  Association 

602)  272-4019 

oil  Free  (800)  352-0402 


COMPUTED 
TOMOC5RAPHY 
OF  THE 
HEAD 


Computed  Neurological  Scanning  Center 

Baptist  Medical  Center/Out  Patient  Facility  6036  North  19th  Avenue,  Suite  207* 
Phoenix,  Arizona  85015  • (602)  242-5859 

Alan  Yudell,  MD—  Barry  A.  Hendin,  MD— Harry  S.  Tamm,  MD 


Want  To  Save 

On  Billing? 

6 
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3530  E.  INDIAN  SCHOOL  RD 
■ " PHOENIX,  ARIZONA  85018 

TELEPHONE  (602)  957-0010 
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WE  SPECIALIZE 

X 

z 

111 

IN  BILLING  FOR 

0 

X 

a. 

PROFESSIONAL 

PEOPLE 

MEDICAL 

BOOKSTORE 

'X  i 


MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone:  626-6669 


BEWARE 

THE 

WINTER 

WEATHER! 


RU-TUSfi 

Dispel  the  Clouds  of  Fall  anjif 

RU^USS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg  I 

• Phenylpropanolamine  Hydrochioride  50  mg  • Chlorpheniramine  Moleote  8 mg 

• Hyoscyomine  Sulfate  0.t9  mg  • Atropine  Suifate  0.04  • Scopolamine 

Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours.  ^ 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic  i 

and  anti-secretory  reliever  for  patients  with  j 

nasal,  sinus  and  other  upper  respiratory  j 

irritation.  i 

• Eases  breathing  • Reduces  sneezing  | 

• Reduces  tearing  • Dries  the  drip  | 

One  tablet  b.i.d.  gives  round-the-clock  ’ 

relief  to  adults  and  older  children 

(12  years  and  over]. 


ill  EVERS 

inter  Respiratory  Discomfort 


RIHUSS 


EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING]  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 


Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty,  so  ifs  easy  to  take 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distre 

RIHUSS/RUIUSS* 

TABLETS  EXPECTORANT 


RU-TUSS*  RU-TUSS* 


Tablets 


DESCRIPTION 

Each  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride  25  mg 

Phenylpropanolamine  Hydrochloride  50  mg 

Chlorpheniramine  Maleate  8 mg 

Hyoscyamine  Sulfate  019  mg 

Atropine  Sulfate  0 04  mg 

Scopolamine  Hydrobromide  0 0''  tng 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic,  nasal  decongestant  and  anti-secretory 
preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated. 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings), 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  dojg  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  tor  hastening  evacuation  of  unreleased  medication  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria, 
palpitation,  tachycardia,  hypotension-hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache, incoordination,  visual  disturbances,  mydriasis,  xerotomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastnc  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets  are 
to  be  swallowed  whole 
HOW  SUPPLIED: 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals,  Inc.  Vitarine  Company,  Inc. 

Shreveport,  Louisiana  71106  Springfield  Gardens,  New  York  11413 


Expectorant 

DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 

Codeine  Phosphate 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Pheniramine  Maleate 

Pyrilamine  Maleate 

Ammonium  Chloride 

Alcohol 

Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic,  nasal  decongestant  anc 
torant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  oiler 
tis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergir 
congestion  and  cough  due  to  the  common  cold 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  of 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  ml 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  astt 
in  women  who  are  pregnant. 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patiei 
be  warned  of  the  potential  that  this  dajg  may  be  habit  forming  Ru-Tuss  Expectoi 
cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect  cc 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  v 
operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taken  with 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insuftrc 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  g 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  S£ 
urinary  frequency  and  dysuria,  palpitation,  tachycardia,  hypotension  hypertens; 
ness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydrio 
stomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigc 
tress,  hyperirritability,  nervousness,  ond  insomnia  Overdoses  may  cause  rest 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tachycardia  c 
convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls,  orally,  every  4 hou 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  12  years  of  age  '6  the  adult  dose,  not  to  exceed  6 teaspoonfr 
24-hour  period  Children  2 to  6 years  of  age  '6  teaspoonful  every  4 hour; 
exceed  3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age 
directed  by  a physician 
HOW  SUPPLIED:  (16  fl  OZ  ) 

Pint  Bottles  '''UC  0524 

Federal  law  prohibits  dispensing  without  prescription 


MANUFACTURED  AND  DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc, 
Shreveport,  Louisiana  71106 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 
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Print 


ponsored 
;roup  insurance 

a member  of  the  Arizona  Medical  Association,  you  can 
ce  advantage  of  life,  health  and  accident  insurance 
ected  to  meet  your  needs,  with  the  savings  available 
rough  group  insurance. 

le  Arizona  Medical  Association  has  provided  its  members 
th  sponsored  insurance  programs  for  over  25  years, 
le  programs  currently  available  are:  disability,  term  life 
r members  and  their  spouses),  defendant's  reimbursement, 
:idental  death  and  overhead  expense. 

»mpanies  and  policies  are  selected  to  provide  coverage  and 
'vice  that  meets  a professional's  needs  and  standards. 

le  Arizona  Medical  Association  provides  supervision  of 
? administration  of  these  programs  as  needed  to  insure 
it  they  continue  to  merit  your  support. 


ARIZONA 
MEDICAL 
ASSOCIATION 


life,  health  & accident  insurance 

administered  by 

I HEALTH  AGENCIES  OF  THE  WEST,  INC. 

I local  service  by 

^ DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC. 

4620  North  16th  Street,  #200,  Phoenix,  Arizona  85016  277-6672 

I or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 

j 

I 


WE  PRINT  WITH  PRIDE 


THE  ARIZONA  MEDICAL  ASSOCIATION 

Offers 

SUBSTANTIAL  SAVINGS  TO  MEMBERS 


Call  or  Write  “Press”  Preston 
Printing  Department 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 


Phoenix  Members 

Telephone  246-8901 


All  Other  Members 

Telephone  1-800-482-3480 


PLEASE  RETURN  THIS  FORM  TO  THE  RECEPTIONIST 


WHY  PAY  MORE? 

CALL  THE 

SUPERBILL  SPECIALIST 


J.  M.  DUFF,  M.D. 

S.S.  NO,  244-69-7711 
B.C,  NO.  14680 

CHECK  OUR  PRICES  BEFORE  YOUR  NEXT  ORDER 

• ANY  STYLE  PEG  BOARD  PUNCHING 

• PERSONALIZED  FOR  ANY  PRACTICE 

• ANYSIZE  OR  NUMBER  OF  PARTS 

• SNAP-OUT  OR  CONTINUOUS  FORMS 

• FREE  FORMS  DESIGN  AND  SYSTEMS  ANALYSIS 


MULTI  BUSINESS  SYSTEMS,  INC. 

748  W. HATCHER  TELEPHONE 

PHOENIX,  ARIZONA  85021  (602)  861-1261 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
bound  books.  Choose  from  30  different 
colors  of  durable  Library  Buckram 

$14.00  per  volume,  (name  imprint  $1.00) 
$15.50  Imitation  Leather,  (rules  .50  each) 

Inquire  about  quantity  discounts. 

Free  local  pickup  and  delivery  on  10  volumes 
or  more 

Minimum  order  is  $25.00 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
Phoenix,  Arizona  85009 
272-9338 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  nol  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


Classified 


CAN  WIN 

$1,000,000 

Canadian  Government  Lottery 

OVER  $30,000,000.  IN  CASH 
Draws  Every  Month 

ONE  IN  FOUR  CHANCE  OF 
WINNING  CASH  PRIZES 
UP  TO  $1,000,000 

— Many  U.S.  Winners  — 

Write  for  info  & FREE  brochure: 

MEGA  AGENCIES  INC. 

261-1068  Homer  Street 
Vancouver,  B.C.,  Canada 
(604)  263-9645 

$ $ 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home,  Safeco, 
and  other  reliable  companies 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


iiiyk 

|.  Prekup  &.  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central.  Suite  509-C  Phoenix.  Az  85012 
(602)  279-1884 
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PROFESSIONAL 

OPPORTUNITIES 


ILL-TIME  EMERGENCY 
lYSICIANS 

:erested  in  joining  established 
5dical  group  and  work  full  time  in 
e or  more  locations  in  Arizona  and 
ilifornia  should  call.  Must  have 
rrent  license,  DEA  certificate  and 
;;LS  certificate.  Guarantee  plus 
rcentage  program.  Malpractice 
jurance  provided.  Contact: 

)semary  Ryan,  Pacific  Physician 
fvices,  P.  O.  Box  1346,  Loma  Linda, 
Ilifornia  92354.  (714)  825-4401. 

^OW  WITH  US  IN  SUNNY  ARIZONA 

le  INA  Healthplan  needs  physicians 
family  practice  and  most  specialties 
Tucson  and  Phoenix.  Competitive 
laries  and  comprehensive  benefits 
:luding  a professional  development 
ogram,  retiremient  plan,  and  group 
:entive  bonus  are  provided.  If  team 
:eraction  and  casual  living  interest 
u,  send  your  CV  to:  Professional 
ilations,  INA  Healthplan,  Inc.,  6115 
)rth  7th  Street,  Phoenix,  Arizona 
014. 

\DIOLOGIST 

3R  Certified,  training  and  experience 
Diagnostic  Radiology,  Ultrasound, 
jclear  Medicine,  Computed 
>mography,  including  some  special 
ecedures  as  Arthrography, 
/sterosalpinography;  also  teaching, 
ould  like  to  job  share  in  private 
actice  or  hospital  working  every 
her  month.  Have  Arizona  State 
3ards.  Reply  to:  P.  O.  Box  820,  c/o 
izona  Medicine,  810  West  Bethany 
Dme  Road,  Phoenix,  Arizona  85013. 

ITCHELL  AND  ASSOCIATES,  INC. 

a statewide  and  national  search  and 
cruiting  firm  specializing  in 
lysician  and  medical  placements. 

)r  further  information  on  our  services 
id  available  opportunities,  call  (602) 
14-2350.  All  inquires  are  confidential. 


REAL  ESTATE 

FOR  SALE 

Private  forest  on  1-1/3  acres  of 
lakefront  property  with  an  unmatched 
view  of  the  San  Francisco  Peaks. 
Prestige  location  at  Continental 
Country  Club,  Flagstaff.  City  roads, 
water,  electricity  and  sewer. 

$69,500.00,  10%  assumable  loan. 
$36,000.00  CTM.  Phone:  (602)  242- 
3937  days  or  997-6968  evenings. 

SAN  CARLOS,  MEXICO 

Condominios  Pilar,  2 bedrooms,  2 
baths.  Maid  service  included.  Call 
(602)  327-4983. 

SPACIOUS  PHYSICIANS  OFFICE 
FOR  SUBLEASE 

Fully,  staffed,  equipped,  with  complete 
billing  system  available  for  sublease. 
North  Central  location  close  to 
downtown  medical  centers.  Contact: 
Tom  Manson,  TM/I  Commercial 
Realty,  (602)  279-6219. 

PINETOP  MOUNTAIN  CABIN  - 
FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  fall  activities,  such  as  hiking 
the  White  Mountains  of  Arizona.  Call 
Dr.  Carl  Reiser  in  Winslow  - (602) 
289-2371  days,  289-5081  evenings. 

FOR  RENT 

San  Francisco  condominium  on  Nob 
Hill.  Excellent  location  near  most  of 
San  Francisco’s  attractions.  Beautifully 
furnished.  Outside  patio-small  kitchen. 
Sleeps  4.  $150.00  per  night  in 
advance.  To  make  arrangements,  call 
Anne.  (602)  795-4925. 

PACIFIC  OCEAN  FRONT 
APARTMENTS  FOR 
SUMMER  RENTALS. 

One  1-bedroom  (sleeps  four)  ground 
floor,  $550  per  week.  Two  larger  units 
- Each  sleeps  four  - all  units  modern 
and  brand  new.  $700  per  week.  All  in 
Carlsbad,  California.  Contact:  Robert 
H.  Joseph,  M.D.  2141  Westminster 
Drive,  Riverside,  California.  (714)  780- 
1686. 


FLAGSTAFF  OFFICE 

Available  for  rent.  1382  square  feet, 
two  examining  rooms,  surgery  room, 
lab,  lead  shielded  x-ray  room,  nurse's 
station,  office,  waiting  room;  under 
$6.00  sq  ft.  Contact  Fred  Croxin,  Box 
542,  Flagstaff,  Arizona  86002.  (602) 
774-1020. 

FOR  SALE:  COMPLETE  VASCULAR 
LABORATORY 

Carotid  Doppler  and  B-mode 
ultrasound  imager.  Carotid  flow 
spectrum  analyzer.  CPA.  Zira  OPG. 

LSI  pulse  volume  recorder.  Quinton 
treadmill.  Selection  of  Versatone 
Dopplers,  strain  gauges,  and  cuffs. 

Two  channel  Doppler  recorder. 
Photoplethysmograph.  Cintor  IPG-200. 
Call  (602)  242-3937  for  additional 
information. 

PHYSICIANS  SIGNATURE 

Loans  to  $50,000.  Competitive  fixed 
rates,  with  no  points,  fees,  or  charges 
of  any  kind.  No  collateral.  Up  to  seven 
years  to  repay  with  no  payment 
penalties.  Prompt,  courteous  service. 
Physicians  Service  Association, 

Atlanta,  Georgia  (800)  241-6905. 
Serving  MDs  for  over  ten  years. 

FOR  SALE 

Electrocardiograph  Burdick  EKIII. 
Good  Condition.  $325.00.  (602)  956- 
7740. 


FOR  SALE 

Liquid  Nitrogen  Tank  UC31  with  low 
pressure  dispenser  valve.  $350.00. 
(602)  956-7740. 

FOR  SALE 

1977  BMW  R75/7  (750cc)  motorcycle. 
Mint  condition.  Low  mileage.  New 
tires  and  battery.  Wixom  saddle  bags 
and  back  rest.  Electronic  alarm.  Good 
road  bike  with  excellent  gas  economy. 
Will  sell  for  $2600.00.  Contact  J. 
Wasem,  2141  East  Inglewood  Street, 
Mesa,  Arizona  85203.  (602)  969-5052. 

759 


ARIZONA  MEDICINE 


INDEX  TO  ADVERTISERS 


Arizona  Laminating  . . . 
Blue  Cross/Blue  Shield 


757 

700 


Boots  Pharmaceuticals 


Rufen  703_  794 

Ru-Tuss 751,  752,  753,  754 


Can  Win 

Cardiovascular  Surgery  of 
Arizona,  Ltd. /Peripheral  Vascular 
Diagnostic  Center 

Chandler  Peripheral  Vascular 
Diagnostic  Center 


Classified  Ads  753,  759 

Computed  Neurological  Scanning  Center 750 


Eli  Lilly  & Co. 

Keflex 

Finance  One 

Health  Agencies  of  the  West 755 

House  of  Mailings 753 

John  C.  Lincoln  Hospital 739 

Larsen  & Associates 

Medical  Practice  Management 706 

Medical  Bookstore 7.sn 

760 


MICA  Insurance  Company 7^ 

Multi-Business  Systems 7f 

Northern  Trust  of  Arizona li 

Notch  Living  Systems 6£ 

Phoenix/American  Insurance 75 

Phoenix  Management  Services 75 

J.  Prekup  & Associates 75 

R & B Computers 7C 


Roche  Laboratories 

Valium  Second  Cover,  695,  6S 

Medication  Education 713,  71 

Dalmane 732,  733,  75 

Limbitrol  Third  Cover,  Fourth  Covt 


Roswell  Bookbinding 75 


Danny  T.  Seivert 
Insurance 75 


Upjohn  Company 
Motrin 75 


U.S.  Air  Force  7C 


Valley  National  Bank 7^ 

Wickenberg  Inn 65j 

Woodside  Capital  Corp 6£ 


NOVEMBER  1982  • XXXIX  • 11 


BIZONA 

EDICINE 


JOURNAL  OF  ARIZONA  MEDICAL  ASSOCIATION 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


Index  Issue 


.Vs' ■ 


LIBRARY 

U.C.  SAN  FRANCISCO 


1883 


DECEMBER  1982  VOL.  XXXIX,  NO.  12 


Dr.  and  Mrs.  Jim  Perry  chose  Notch  to 
design  and  create  their  living  system, 
and  are  now  enjoying  their  very  own 
personalized  family  lifestyle  at  home, 
every  day  — without  the  time  and  cost  of 
driving  to  and  from  the  lake! 

Last  fall  Notch  designed  Perry’s  year 
around  living  system  and  built  it  through 
the  winter  months.  This  assured  the 


Perry  family  completion  of  their  new 
environment  by  spring. 

Each  “Notch  Total  Living  System’’  is 
unique  and  one  of  a kind.  Our  signature 
brand  is  your  assurance  of  top  quality 
construction  and  workmanship! 

Plan  now  for  the  best  investment  you 
can  make! 


living 

sgstems 


CUSTOm  DESIGN  S'  INSTRLLRTION 
outdoor  living  spaces,  rooms  cxnd  additions 
(complete  home  entertainment  centers) 

2407  E.  SHEA  BLVD.,  PHOENIX.  flZ.  85028  (602)  867-9788 


Creativity  in  Living 

Vou  have  two  choices  in  life:  you 
can  dissolve  into  the  mainstream, 
or  you  can  be  distinct.  To  be  dis- 
tinct. you  must  be  different.  To  be 
different,  you  must  strive  to  be 
what  no  one  else  but  you  can  be.. . 

Your  individuality  should  extend 
beyond  yovrsel^ and  out  into  your 
everyday  surroundings. 

Our  business  is  creaimj  individual 
distinctive  environments:  a gift  of 
living  for  the  present . . . 


$15,000  to 
$90,000 

Let  one  of  the  nation’s  largest  “big  money”  lenders 
specializing  in  loans  to  physicians  assist  you.  Loans 
available  for  debt  consolidation,  taxes,  investments, 
expansion,  new  equipment,  operating  capital,  or  for 
the  “business  of  living.” 

LARGE  LOANS 
AVAILABLE 

24-  to  48-hour  service.  Fast,  discreet  and  professional 
attention.  Commitments  usually  issued  no  later  than 
2 days  after  we  receive  your  documentation.  Loans 
may  be  secured  by  a combination  of  real  and  per- 
sonal property.  Application  on  reverse  side.  For  addi- 
tional information  call: 

Martin  Ross 


nm 


WOODSIDE  CAPITAL 
CORPORATION 


National  Headquarters: 
Woodside  Capital  Building 
21424  Ventura  Boulevard 
Woodland  Hills,  California  91364 


Arizona  Medicine  (ISSN  0004-1556)  is  the  official 
monthly  publication  of  the  Arizona  Medical 
Association  (810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013)  and  the  Medical  Society  of  the  United  States 
and  Mexico.  Subscription  price  $20.00  per  year.  $2.00 , 
single  copy.  Second-class  postage  paid  at  Phoenix, 
Arizona  and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to  Arizona 
Medicine  810  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85013. 

Arizona  Medicine  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor.  Although  all 
advertising  is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  endorsement  by 
this  journal. 

For  information  on  the  preparation  of  articles  write 
the  Managing  Editor,  810  W.  Bethany  Home  Road, 
Phoenix,  AZ  85013.  (602)  246-8901. 
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The  Switch 


m 


ie  homecare  company 
lusing  a sensation 
ng  physicians  in 
3na.  U.S.  Healthcare. 

just  one  year,  this 
3dible  company  with 
3est  lines  of  medical 
fen  equipment  and 
■ have  made  it  the 
ecare  company 
9 physicians  are 
:hingto. 


SEE  WHY 


e could  print  a long  list  of 
en  promises  about  U.S. 
thcare’s  climate  for  home- 
. But  we’d  rather  get  down  to 
)roof,  not  promises.  Like  our 
plete  line  of  the  best  medical 
fen  equipment  and  our  old- 
ioned  attitude  towards  hard 
c We  want  to  tempt  you  with 
fact  that  we  have  a soothing 
ate  for  your  patients.  More 
if?  We’ll  show  you  a growing 
)f  physicians  that  have 
ched.  So  look  at  others’ 
nises  and  our  proof.  You 
it  to  your  patients  to  try 
Healthcare. 


more  physicians  are  replacing  their  long-time  favorite  homecare 
company  with  U.S.  Healthcare. 

For  home  delivery  of  oxygen  to  meet  your  patients  needs  — 

CALL  U.S.  HEALTHCARE  at  273-0666  or  966-6996. 


PLEASE  SEND  THE  FOLLOWING  MEDICAL  INFORMATION:  I 

□ Mountain  Medical  Mini  O2  Concentrator  j 

□ Union  Carbide  Mark  III  Liquid  Oxygen/Walkers  | 

□ Air  Products  Compressed  Medical  Gases  | 

PLEASE  PRINT  I 

Name ■ 

Address I 

City State Zip ■ 

MAIL  TO:  U.S.  HEALTHCARE,  1707  E.  Weber  Drive,  Suite  2,  Tempe,  AZ  85281  | 

I 


“Doctor, 
your  consultant 
is  here  to 
see  you.” 


And  that  s exactly  what  the  R&B  Medical/ Dental  Accounting  System  can  be:  a consultant  to  your  practi 
an  independent  study  of  the  top  thirteen  CP/M®  medical  software  packages  on  the  market  today,  the 
MEDICAL/DENTAL  ACCOUNTING  SYSTEM  was  rated  number  one!  And  this  hard  disk  system  is  p 
incredibly  low,  below  $ 1 0,000.00  Consider  what  this  computer  can  do  for  your: 


Office 

Procedures 

• Keeps  accurate  patient  records, 
including  data  on,  demographics, 
employment,  dependents,  insurance, 
and  accounting. 

• Provides  fast  retrieval  of  records. 

• Prepares  insurance  forms  of  any  type. 

• Produces  timely  billing  m any  format. 

• Produces  mailing  labels. 

• Tracks  and  arranges  recalls  and 
multiple  recalls. 


Accounting 

• Accurately  tracks  and  ages 
accounts  receivable. 

• posts  charges,  payments,  split 
payments,  and  adjustments. 

• lists  in  detail  daily  charges  and  receipts. 

• splits  charges  among  multiple 
billing  sources. 


Call  Steve  Manonetodoy  to  set  up  a demonstration  of  the  lowest  priced, 
most  advanced  medical  system  available.  1-800-352-7490  (AZ) 


Practice 

Management 

• Treatment  analysis  rep 

• Producer  analysis  repc 

• Customized  report  gene 
to  answer  special  ques 
(not  available  on  denta 

Dental 

Features 

• Preauthorization  of  insu 
claims. 

• Records  tooth  and  sl 
numbers. 


Dealer  inquiries  invited 


lig, 


s a regtsiered  trademark  of  R & B 


Computer  Systems.  Inc  . Tempe,  Arizona 


CP  M IS  a registered  trademark  of  Digital  Research.  Inc  , Pacific  Grove.  CA 


A Subsidiary  of  DIMIS,  INC 


648  South  River  Drive 
Tempe,  Arizona  85281 
(602)  968-7101 
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t’s  in  a name? 

lana,  our  name  is  our  “ 
. That’s  why  we  have 
ated  Doctors  Hospital 
nana  Hospital  Phoenix” 
lame  to  reflect  a new  era 
ital  care  for  patients  and 
ms. 

the  last  four  years,  Humana 
invested  $28  million  to 
, modernize  and  re-equip 
-bed  facility.  Humana’s 
ion  for  hospital  excellence 
w be  seen  in  the  efficient 
1 plant,  the  sophisticated 
-the-art  diagnostic  equip- 
id  a dedicated  professional 
asitive  to  the  values  and 
f the  patient  and  physician, 
y,  Humana  Hospital 
ids  a progressive,  family- 


Humana 

Hospital 

Phoenix 

oriented,  JCAH-accredited  acute  rical  care  which  includes  two  birth- 
care  facility.  In  addition  to  compre-  ing  rooms;  pediatrics;  critical  care 
hensive  medical/surgical  facilities,  areas,  and  a level  II  trauma  emer- 
our  hospital  also  provides  obstet-  gency  department.  Our  medical 


campus  incorporates  a five-story 
patient  tower  with  convenient 
parking,  two  medical  office  build- 
ings — even  a 24-hour  pharmacy. 

Our  new  name  coincides  with 
the  introduction  of  a unique  phil- 
osophy we  call  Humana  Care®  — 
a commitment  to  both  patient  and 
physician  we  believe  is  unparal- 
leled in  the  industry.  Humana 
Care®  training  prepares  our  entire 
staff  to  recognize  and  be  responsive 
to  the  special  needs  of  each  patient. 
Humana  Care®  reflects  our  moti- 
vation to  make  Humana  Hospital 
Phoenix  your  hospital  of  choice. 

We  invite  you  and  your  patients 
to  share  this  special  kind  of  care 
in  the  valley’s  tmly  new  hospital: 
Humana  Hospital  Phoenix. 


Humana  Leads  The  Way  With  Consumer  Programs  For  The  80’s= 


umana  Care" 

' philosophy  of  patient  care. 


Insta-Care 


. emergency  services  with 
immediate  triage. 


. . . for  any  of  200  surgical 
procedures. 


SM 

. .free  childbirth  classes  and 
benefits  for  parents-to-be. 


DH  Physician 
Information 
KB  Service 

. . . provides  physician  referrals 
on  request. 


■Humana  Hospital  Phoenix 

1947  East  Thomas  Road.  241-7600 


SEASONS 

GREETINGS!! 


To  all  our  policyholders  from 
the  entire  staff  at  MICA. 


We  continue  to  stand  ready  to 
serve  you  in  1983. 

MICA  - Physician  operated  and 
therefore  managed  with  the 
physician  in  mind  - Your  Company. 


For  more  facts,  please  call  the  MICA  Underwriting 
Department  (602)  271-4019 
or  toll  free  (800)  352-0402 


MICA 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA  Sponsored  by:  Arizona  Medical  Association 

Arizona  Osteopathic  Medical  Association 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis'^ 


Brief  Summary. 

Soneult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage;  Ceclor^  (cefaclor.  Lilly)  is  indicated  in 
he  treatment  of  the  following  Infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms' 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniaei. 
iaemoptiilus  influenzae,  and  S.  pyogenes  (group  A beta-hemolytic 
streptocxci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
0 determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
cnown  allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings;  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
\NTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
3LINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
4LLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
\ND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYUXIS.  TO  BOTH  DRUG  CUSSES. 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
:o  any  patient  who  has  demonstrated  some  form  of  allergy. 
)anicularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
>hould  be  discontinued,  and.  If  necessary,  the  patient  should  be 
:reated  with  appropriate  agents,  e.g , pressor  amines,  antihistamines, 
)r  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
tonsusceptible  organisms.  Careful  observation  of  the  patient  Is 
essential  It  superinfection  occurs  during  therapy,  appropriate 
Treasures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict’s  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly). 

Usage  in  Pregnancy -MXUouQh  no  teratogenic  or  antifertiliiy 
effects  were  seen  in  reproduction  studies  In  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  m infancy- Safety  of  this  product  lor  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


Some  ampicilHn-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’^® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci],  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor,^ 


Cefodor 


Pulvules*^,  250  and  500  mg 


percent  of  patients  and  Include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside  within  a 
lew  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Or/ter  effects  considered  related  to  therapy  included  eosinophllia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain -tmsWoty  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Wepaf/c- Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  In  40). 

Wemafopo/e//c- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

flena/- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200),  noozaifli 

'Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae  ® 

Note.  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 
Eli  Lilly  Industries.  Inc. 

Carolina.  Puerto  Rico  00630 
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Strokes  and  other  diseases  of  the  arteries  and 
veins  kill  nearly  250^000  people  in  the  U.S.  annually. 

Thousands  more  Americans  are  disabled.  ^ 

The  incidence  of  cerebrovascular  disease  can  be 
reduced,  as  you'knoyv.  Early  di^nosis*and  - ,,  .5, 
ti;eathient%  the-key.\il'£'^i*.^^®l'?S"'^;/--^  m ■ 

Therefof?;  w#arie  ^xff emelf^pj^^  to'aiind  , 


'S’ 


^ t ^ 


f ■''Jf " >■«'  " 


Vafley  Vascular  Diagnostic  Center  ' " ^ ' 

• •■  ■■  ^-  ■■  - - 


Ronald  p;  Gordon,  M.D.,  Medical  Director  - 

13200 North  103rd  Avenue  . 


’ r‘  ''  ' 


\‘ 


Sun  City,  Arizona  85351 
(602)974-2563 


- . ■ 


*' ' *4^ 


•rl 


* - i% 


■ ■/  ■ ":< 
. 'v^ 


Vascular  Diagnostic  Services,  Inc. 


Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 

ME 

MEDICATION 

EDUCATION 


with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department,  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


THE 

WHAT 

IF 

HOOK 


on 

Using 

Medication 

Correctly 

□ 


THE 

HOW 

TO 

BOOK 


on 

Sleep 

Medication 


□ 


THE 

HOW 

TO 

BOOK 


on 

Antibacterial 

Medication 


□ 


THE 

HOW 

TO 

BOOK 

wmm 


on 

Diuretic 

Medication 


□ 


THE 

HOW 

TO 

BOOK 


THE 

HOW 

TO 

BOOK 


on 

, Tranquilizer 
Medication 


□ 


Roche  Laboratories 

Division  of  Hoffmann-LaRoche  Inc. 

Nutley,  New  Jersey  07110 


NAME 


STREET  ADDRESS 


Medicines  that  matter  from  people  who  care  CITY 


STATE 


ZIP 


PRINTED  IN  U.S.A. 


FOD  DENT 


LuXUDYQmCE(S)PACE 


The  West  Bell 
Professional  Building 
4025  West  Bell  Road 
Phoenix,  Arizona 

Located  in  the  heart  of  Phoenix's 
fastest  growing  area,  West  Bell 
offers  generous  luxury  suites  within 
a 51,000  square  foot,  two-level 
garden  office  structure.  An 
elegantly  designed  environment 
reflects  the  dynamic,  yet  relaxed 
atmosphere  which,  has  become  a 
way  of  life  for  the  Valley  of  the 
Sun  residents. 


Osborn  Medical  Center 
444  West  Osborn  Road 
Phoenix,  Arizona 

This  well-established,  medical  complex  is 
located  on  a major  thoroughfare  in  the 
Central  Corridor  of  Phoenix  near  St 
Joseph's  Hospital  Only  four  medical 
suites  remain  available  from  sjs  square 
feet  to  2650  square  feet.  Radiology  and  a 
retail  pharmacy  are  included  in  the 
center. 


Valley  View  Medical  Center 
12238  North  113th  Avenue 
Youngtown,  Arizona 

Attractive  professional  garden  suites. 
Valley  View  Medical  Center  is 
directly  across  the  street  from 
Valley  View  Hospital,  Space  is 
available  from  65O  to  1650  square 
feet. 


PrudentialManagementServicesInc. 


Real  Estate  Management 

4351  N.  16th  Street  • Suite  102  • Phoenix,  Arizona  85016  • 602-274-1171 


Cardiology 


Ventricular  Preexcitation 

Ralph  Kunkel,  M.D. 

Kenneth  B.  Desser,  M.D. 

Alberto  Benchimol,  M.D. 


Editor: 

Kenneth  B.  Desser,  M.D. 


Ventricular  preexcitation  is  present  when  part  orall  of 
the  ventricular  myocardium  is  activated  earlier  than 
expected  had  the  impulse  been  conducted  via  the 
normal  conduction  system.  Normally,  the  A-V  node,  His 
bundle,  and  bundle  branches  constitute  the  sole 
pathway  whereby  impulses  are  conducted  between  the 
atria  and  ventricles.  For  almost  a century  anatomists  have 
been  aware  of  other  tracts  of  fibers  that  bypass  part  or  all 
of  this  conduction  network.  The  clinical  importance  of 
the  preexcitation  syndromes  is  a direct  consequence  of 
the  arrhythmias  with  which  they  are  associated.  The 
electrocardiographic  (ECG)  manifestations  can  simulate 
myocardial  infarction,  bundle  branch  block,  ventricular 
tachycardia  and  fibrillation. 

Three  preexcitation  syndromes  have  been  described: 
Wolff-Parkinson-White  (WPW),  Lown-Ganong-Levine 
(LGL),  and  Mahaim.  The  term  “syndrome”  should  be 
reserved  for  those  cases  where  electrocardiographic  or 
electrophysiologic  evidence  of  preexcitation  is 
accompanied  by  clinical  arrhythmias.  Corresponding  to 
these  syndromes,  three  subsets  of  anomalous 
atrioventricular  connections  have  been  described.  In 
1893  Kent  described  bands  of  myocardial  fibers 
connecting  the  atria  directly  with  the  ventricles.  In  1930 
Wolff,  Parkinson,  and  White  described  a series  of 
patients  with  “recurrent  paroxysmal  tachycardia” 
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associated  with  a short  PR  interval  and  slurring  of  th 
QRS  complex. 

The  clinical  syndrome  and  associated  ECG  findings  c 
LGL  were  described  by  Lown,  Ganong  and  Levine  i 
1952.^  In  1961,  James  proposed  that  such  a syndrom' 
could  be  explained  by  a tract  passing  directly  from  th 
atria  to  the  His  bundle,  thereby  bypassing  thi 
physiologic  delay  inherent  in  the  A-V  node.  Such  tract 
have  been  described  anatomically  both  in  normT 
individuals  and  in  those  with  other  clinical  findings  o 
the  LGL  syndrome.  In  1947  Mahaim  described  fiber 
passing  from  the  A-V  node  or  His  bundle  and  bundh 
branches  and  inserting  directly  into  the  ventricula 
myocardium. 

Each  of  these  clinical  syndromes  has  an  anatomic 
electrocardiographic  and  electrophysiologic  correlate 
Three  types  of  bypass  tracts  can  also  be  defined  from  , 
functional  point  of  view.  In  WPW,  Kent  fibers  bypas 
completely  the  normal  conduction  system.  In  LGL 
James  fibers  bypass  the  proximal  conduction  system  an< 
in  Mahaim  the  distal  conduction  system  is  partial!' 
bypassed. 

Wolff-ParkInson-White  Syndrome 

In  the  early  development  of  the  normal  fetal  heart  th( 
atria  and  ventricles  are  anatomically  indistinct.  WitI 
time,  a layer  of  connective  tissue  normally  separate 
these  two  structures  with  the  exception  of  the  A-V  node 
Rudimentary  connections  frequently  persist  up  to  one 
year  of  age  and  for  reasons  unknown,  these  connection 
may  never  regress.  When  capable  of  propagating 
impulses,  these  so  called  bundles  of  Kent  form  the 
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matomic  substrate  for  WPW.^ 

In  the  adult  population,  ventricular  preexcitation  is 
nost  often  found  in  asymptomatic  individuals  with 
otherwise  normal  hearts.  Indeed,  the  diagnosis  is  usually 
nade  by  obtaining  a routine  ECG.  The  incidence  of 
/VPW  is  somewhat  higher  in  the  pediatric  than  adult 
)opulation  and  is  more  often  symptomatic  in  younger 
ubjects.  Symptoms  result  from  either  tachyarrhythmias 
)r  associated  congenital  heart  disease.  More  frequently 
issociated  forms  of  congenital  heart  disease  include 
ibstein’s  anomaly,  tetralogy  of  Fallot,  atrial  septal  defect 
ind  corrected  transposition. 

The  mainstay  of  diagnosis  is  the  surface  ECG.  All  of  the 
;CG  abnormalities  depend  on  early  activation  of  some 
portion  of  the  ventricular  myocardium.  This  activation 
jegins  in  the  superior  aspect  of  the  ventricle  close  to  the 
ventricular  terminus  of  the  accessory  pathway.  Purkinje 
ibers  are  sparse  in  this  region  of  the  myocardium  and 
ronduction  is  therefore  relatively  slow.  This 
phenomenon  results  in  the  initial  slurring  or  delta  wave 
)f  the  QRS  complex.  In  the  usual  case,  the  larger 
emaining  portion  of  the  ventricle  is  activated  normally 
via  the  rapidly  conducting  His-Purkinje  system. 
\bnormal  QRS  complexes  therefore  represent  fusion 
peats  between  anomalous  and  normal  atrioventricular 
ronduction.  (Figure  1).  With  bypass  of  the  conduction 
Jelay  inherent  in  the  A-V  node  by  the  anomalous 
pathway,  the  P-R  interval  is  shortened. 

Any  factor  affecting  A-V  conduction  will  alter  this 
palance.  Accelerated  A-V  conduction  will  reduce  the 
imount  of  ventricle  depolarized  via  the  anomalous 
pathway  and  thereby  reduce  or  eliminate  the  delta 
vave.  Conversely,  any  factor  capable  of  slowing  A-V 
ronduction  such  as  the  Valsalva  maneuver  or  carotid 
.inus  pressure  will  accentuate  the  delta  wave.  This  can 
pe  used  diagnostically.  Although  nonspecific,  the 
vectorcardiogram  can  also  show  slow  changes  in  the 
parly  vectors.^ 

In  equivocal  cases.  His  bundle  electrocardiography 
provides  the  most  definitive  diagnostic  results.  In  WPW, 
he  His  bundle  deflection  either  follows  the  onset  of  the 
5RS  complex  or  precedes  it  by  an  abnormally  brief 
nterval.  During  electrophysiologic  studies,  premature 
itrial  stimulation  or  rapid  atrial  pacing  can  be  used  to 
,low  A-V  conduction  and  further  delay  His  bundle 
ictivation  thereby  accentuating  anomalous  con- 
duction.'* 

Traditionally,  WPW  has  been  divided  into  Type  A and 
3 according  to  the  presumed  location  of  the  bypass  tract 
and  direction  of  inscription  of  the  delta  wave.  In  Type  A 
:onnections  were  said  to  exist  between  the  left  atrium 
and  left  ventricle.  The  direction  of  anomalous 
/entricular  depolarization  is  anterior  and  to  the  right, 
aroducing  tall  R waves  in  the  right  precordial  leads, 
:hereby  simulating  right  bundle  branch  block  or  a 
aosterior  myocardial  infarction. 

In  Type  B connections  were  presumed  to  exist 
aetween  the  right  atrium  and  right  ventricle.  Activation 


WPW  "fusion 


Figure  1 

The  delta  (A)  wave  represents  ventricular  preexcitation.  The 
balance  of  the  QRS  complex  on  the  ECG  is  a result  of  fusion  of 
Kent  bundle  conduction  and  activation  via  the  normal 
conduction  tissue. 

is  posterior  and  to  the  left  producing  predominantly 
negative  delta  waves  in  the  right  precordial  leads 
thereby  simulating  left  bundle  branch  block  or  anterior 
myocardial  infarction.  Particularly  in  Type  B,  Q waves 
can  be  seen  in  ECG  leads  II,  III  and  aVF,  simulating 
inferior  wall  myocardial  infarction.® 

Recent  studies  have  shown  that  such  bypass  tracts  do 
not  always  exist  at  discrete  loci  but  often  follow  highly 
variable  routes  around  the  mitral  or  tricuspid  valve 
annulus.  Such  tracts  can  in  fact  be  multi  pie.®  The  division 
of  WPW  into  types  A and  B is  at  times,  therefore,  an 
oversimplification.  Despite  these  limitations,  it  is  useful 
to  consider  these  types  as  an  approximation  of  bypass 
tract  localization. 

Lown-Ganong-Levine  Syndrome 

The  ECG  hallmark  of  LGL  isan  abbreviated  P-R  interval 
and  QRS  complex  of  normal  duration.  (Figure  2).  By 
itself  a short  P-R  interval  is  nonspecific.'  Only  when 
associated  with  the  charactisteric  tachyarrhythmias  can 
the  diagnosis  of  LGL  be  considered.  Even  then  such  a 
combination  could  be  produced  by  enhanced  A-V 
conduction  and  tachyarrhythmias  of  an  independent 
mechanism. 

Mahaim  Syndrome 

In  the  Mahaim  syndrome,  bypass  fibers  from  the 
lower  A-V  junction  or  His  bundle  insert  directly  into  the 
ventricular  myocardium.  The  more  distal  ramifications 
of  the  His-Purkinje  system  are  thereby  bypassed.  All 
impulses  pass  through  the  A-V  junction  preserving  the 
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LGL  conduction 


Figure  2 

When  LGL  is  operative,  the  atrial  impulse  propagates  down  the 
James  fiber  and  preexcites  the  A-V  junction.  This  latter  event 
produces  a short  P-R  interval.  The  impulse  then  courses 
through  the  usual  conduction  tissue  thereby  resulting  in  a QRS 
complex  of  normal  duration. 


P-R  interval.  The  QRS  complex  is,  however,  slurred  by  an 
initial  delta  wave  as  in  WPW. 

Tachyarrhythmias— Wolff-Parkinson- White  Syndrome 

The  overall  incidence  of  tachyarrhythmias  in  the  WPW 
Syndrome  has  been  reported  to  be  40%  to  80%.'^ 
Seventy-five  to  eighty  percent  of  symptomatic  patients 
sustain  regular  supraventricular  tachycardia  of  the 
reentrant  variety.  Atrial  flutter  or  fibrillation  occurs  in 
twenty  to  twenty-five  percent  with  atrial  flutter  being 
quite  rare.*^  Bouts  of  supraventricular  tachycardia  may  be 
initiated  by  atrial  or  ventricular  premature  beats  which 
find  either  the  A-V  node  or  accessory  pathway 
refractory.  Conduction  will  then  proceed  via  the 
available  pathway  allowing  the  impulse  to  become 
dissociated,  thus  setting  the  stage  for  circus  movement 
and  reentrant  tachycardia.  In  90%  of  such  arrhythmias, 
conduction  is  antegrade  through  the  A-V  node  and 
retrograde  through  the  accessory  pathways.  During  the 
tachycardia  the  ventricles  are  activated  exclusively  by 
normal  A-V  conduction.  The  QRS  morphology  is 
therefore  normal  except  in  the  presence  of  aberrant 
conduction  or  bundle  branch  block. 

In  five  to  ten  percent  of  symptomatic  patients 
conduction  is  antegrade  rather  than  retrograde  over  the 
accessory  pathway.  The  resultant  QRS  complexes  are 
widened  from  the  aberrantly  conducted  beats.  Such 
pathways  with  a short  refractory  period  are  capable  of 
very  rapid  conduction,  often  up  to  300  or  more  beats  per 
minute.  In  the  presence  of  atrial  fibrillation  or  flutter, 
conduction  over  sucb  a path  with  1:1  ventricular 
conduction  can  simulate  ventricular  tachycardia,  flutter 
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or  fibrillation  although  true  ventricular  fibrillation  ca 
occasionally  occur  in  this  setting  and  lead  to  sudde: 
death. ^ 

More  recently,  it  has  been  recognized  that  som 
accessory  pathways  are  capable  of  conducting  in  only 
retrograde  manner.  These  patients  show  no  evidence  c 
preexcitation  on  the  surface  electrocardiogram.  (Figur, 
3).  In  20"o  to  30%  of  patients  with  paroxysmd 
supraventricular  tachycardia  and  no  ECG  evidence  d 
preexcitation,  such  an  accessory  pathway  can  b^' 
demonstrated  in  the  electrophysiologic  laboratory.'”  ’ 
Tachyarrhythmias — Lown-Ganong-Levine 

In  the  LGL  syndrome,  James  fibers  connect  the  atria| 
myocardium  with  the  inferior  margin  of  the  A-V  nodeo 
upper  His  bundle.  The  James  fiber,  A-V  node,  and  atriai 
myocardium  form  a potential  circuit  capable  o 
sustaining  reentry.  In  addition  to  supraventricula 
tachycardia,  these  patients  are  also  subject  to  a rapid, 
ventricular  response  in  the  presence  of  atriT' 
fibrillation." 

Tachyarrhythmias  - Mahaim 

There  are  very  few  reports  of  patients  with  thd 
expected  ECG  and  electrophysiologic  findings  o, 
functioning  Mahaim  fibers.  Patients  with  functiona 
nodoventricular  fibers  manifest  a left  bundle  brancfj 
morphology  and  appear  capable  of  sustaining  < 
reentrant  tachycardia.  A possible  reentry  circuit 
includes  the  nodoventricular  fiber,  His-Purkinje  system 
and  a portion  of  the  atrioventricular  node 
Fasciculoventricular  fibers  can  mimic  intraventricular 
conduction  defects.  Their  participation  in  arrhythmias] 
however,  has  not  been  documented.'" 

Treatment 

Medical  Therapy  , 

Rational  medical  therapy  of  the  tachyarrhythmias] 
associated  with  the  preexcitation  syndrome  requires  a. 
general  knowledge  of  the  mechanisms  responsible,  as: 
well  as  the  effect  of  various  agents  on  the  effective 
refractory  period  of  the  A-V  node  and  accessory 
pathway.  The  Table  indicates  the  influence  of 
medication  on  these  anomalous  bundles.'”"” 

In  general,  tachyarrhythmias  associated  with  the 
preexcitation  syndromes  can  be  controlled  by  agents 
that  either  prolong  the  effective  refractory  period  of  the 
A-V  node  or  accessory  pathway  or  reduce  the  number  of  l 
premature  beats. 

In  the  usual  case  of  reciprocating  tachycardia  simple' 
vagal  maneuvers  which  prolong  the  effective  refractory 
period  of  the  A-V  node  may  be  effective.  Intravenous 
propranolol  or  procainamide  may  be  tried.  Intravenous 
verapamil  is  especially  effective.  In  refractory  cases, 
overdrive  atrial  pacing  or  cardioversion  can  be  utilized. 

In  patients  with  accessory  pathways  capable  of  rapid 
antegrade  conduction,  atrial  fibrillation  or  flutter  is 
particularly  dangerous  as  1:1  ventricular  conduction 
may  occur.  With  cardiovascular  compromise, 
cardioversion  is  the  treatment  of  choice.  Intravenous 
procainamide  is  the  medical  agent  of  choice,  whereas 
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Exclusive  Retrograde  WPW  Conduction 


ECG  ^ 

PSVT  Sinus  rhythm 


Figure  3 

Schematic  representation  of  paroxysmal  supraventricular 
tachycardia  (PSVT)  due  to  exclusive  retrograde  conduction 
through  Kent  bundle  and  antegrade  conduction  via  normal 
pathway.  Note  normal  appearance  of  ECG  during  sinus 
rhythm.  QRS  complexes  during  PSVT  are  of  normal  duration. 


Table 

Influence  of  Drugs  on  Bypass  Tract 
Refractory  Periods 

Effective  Refractory  Period 
A-V  Node  Accessory  Pathway 

Digitalis 

+ 

— 

’ronestyl 

0 

+ 

Quinidine 

± 

+ 

’ropranolol 

+ 

0 

v'erapamil 

+ 

± 

-idocaine 

0 

+ 

r = increased 
aeriod,  and  ± 

refractory  period,  - = 
= variable,  0 = no  effect. 

decreased  refractory 

the  response  to  lidocaine  is  variable.  Propranolol  has  no 
effect  on  the  accessory  pathway  and  is  not  effective  in 
this  setting.  Digitalis,  while  increasing  the  effective 
refractory  period  of  the  A-V  node,  may  actually  decrease 
the  effective  refractory  period  of  the  accessory  pathway 
and  thereby  increase  the  ventricular  response  during 
atrial  fibrillation.''  Propranolol,  digitalis  or  verapamil  are 
effective  chronic  maintenance  agents  for  recurrent 
paroxysmal  supraventricular  tachycardia.  In  patients 
with  atrial  fibrillation  or  flutter,  who  conduct  through 
the  bypass  tract,  quinidine  alone  or  in  combination  with 
propranolol  represent  the  chronic  therapies  of  choice. 

The  use  of  digitalis  in  the  setting  of  preexcitation 
deserves  special  mention.  In  the  usual  patient  with  a 
narrow  QRS  tachycardia,  it  is  effective  both  in  the  acute 
situation  and  as  maintenance  therapy.  In  the  presence  of 
atrial  fibrillation  or  flutter  with  an  accessory  pathway 
capable  of  rapid  antegrade  conduction,  it  is 
contraindicated.  Unfortunately,  it  is  not  always  possible 


to  identify  with  certainty  which  patients  have  a pathway 
capable  of  such  rapid  conduction.  A rapid  ventricular 
response  could  result  in  a widened  QRS  complex  due  to 
the  usual  type  of  rapid  rate  aberration  or  ventricular 
preexcitation.  If  the  QRS  is  of  normal  width  during  the 
atrial  fibrillation,  the  patient  is  probably  not  conducting 
through  the  bypass  tract  and  digitalis  therapy  is  useful. 
Surgical  Therapy 

For  selected  subjects,  surgical  interruption  of  Kent 
bundles  can  now  be  offered  as  an  alternate  form  of 
therapy.  Patients  to  be  considered  include  those  with 
recurrent  supraventricular  tachycardia  refractory  to 
medical  therapy  and  those  with  life-threatening 
ventricular  arrhythmias.  This  procedure  should  be 
considered  in  younger  patients  who  will  require  long 
term  drug  therapy  and  in  those  with  associated  cardiac 
disease  where  the  tachyarrhythmias  are  poorly 
tolerated. 

Prior  to  surgical  intervention,  electrophysiologic 
studies  are  required  to  determine  the  conduction 
characteristics  of  the  Kent  pathways  and  their  general 
location.  Precise  localization  is  accomplished  by 
intraoperative  epicardial  mapping.  Electrodes  with  both 
pacing  and  recording  capabilities  are  affixed  to  the 
involved  atrium  and  ventricle.  By  systematically 
mapping  the  earliest  area  of  activation  in  both  the  atrium 
and  ventricle,  the  Kent  bundle  insertions  are  located. 
With  the  exception  of  occasional  superficial  pathways, 
open  heart  surgery  is  required.  Direct  division  or 
cryosurgical  ablation  have  been  applied  with  impressive 
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results. 

Pacemakers 

The  paroxysmal  supraventricular  tachycardia 
encountered  in  WPW  is  the  prototype  of  the  reentrant 
tachyarrhythmias.  By  temporary  or  permanently 
implanted  devices,  single  or  trains  of  low-energy 
discharges  can  be  delivered  directly  to  the  myocardium. 
Such  artificial  stimuli,  when  appropriately  timed,  find 
some  portion  of  the  reentry  loop  excitable  rendering  it 
refractory  to  the  subsequent  wave  of  depolarization. 
Permanently  placed  devices  can  be  activated  either  by 
the  patient  or  by  an  internal  ECG  sensing  mechanism."’ 
Conclusion 

A basic  understanding  of  ventricular  preexcitation  is 
required  of  all  physicians  involved  in  patient  care.  The 
electrocardiogram  is  frequently  misinterpreted  as 
myocardial  infarction  or  bundle  branch  block,  yet  most 
patients  are  asymptomatic.  When  present,  symptoms 
range  from  occasional  palpitations  to  life  threatening 
tachyarrhythmias.  The  results  of  improper  medical 
management  can  be  disastrous.  Effective  medical 
therapy  is  available  for  most  patients.  When  skilled  drug 
therapy  cannot  control  WPW  arrhythmias,  a pacemaker 
or  surgery  can  be  offered  for  appropriately  selected 
subjects. 
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Errata 

In  the  October  1982  issue  of  Arizona  Medicine  page 
636  an  error  was  made  in  the  article  A Case  for  Hospital 
Discharge  Within  24-48  Hours  After  Transvenous  Pace- 
maker Implantation  (Ventricular  and  Atrioventricular 
Mode)  by  Albert  F.  Olivier,  M.D.  On  page  636  , under 
Materials  and  Methods  the  fourth  sentence  of  the 
second  paragraph  should  have  read,  “Only  tined  leads 
of  unipolar  or  bipolar  type  were  used  with  the 
pacemaker  in  the  ventricular  mode  (15  patients)  or 
atrioventricular  mode  (4  patients).” 
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Abstract 

This  is  a case  report  of  a patient  with  a suspectec 
selective  allergy  to  oral  prednisone,  intramuscula 
methylprednisolone,  and  topical  amcinonide.  She  wa 
allergic  to  topical  fluocinonide. 

Introduction 

Corticosteroids  are  frequently  used  to  treat  allergic  o 
inflammatory  disease.  If  the  condition  worsens  witf 
treatment,  the  physician  should  consider  the  possibilit; 
of  allergy  to  the  corticosteroids.  This  is  the  case  report  o 
a patient  with  eczema  who  worsened  with  systemic  anc 
topical  steroids. 


From:  4616  North  51st  Avenue,  No.  201,  Phoenix,  Arizona.  Dr 
Rosenblum  is  in  the  private  practice  of  Dermatology  and  a Diplomatr 
of  the  American  Board  of  Dermatology. 


ase  Report 

A 49-year-old  female  had  had  recurrent  hand  and  foot 
jruptions  for  several  years.  As  a child  she  had  frequent 
jcin  rashes.  She  had  a vesicular  patch  on  the  left  forearm 
lieginning  about  July  1, 1981.  Application  of  amcinonide 
-earn  to  that  patch  caused  induration  and  enlargement 
f the  eruption.  Subsequent  treatment  included 
ydrocortisone  one-half  percent  cream,  oral  diphen- 
ydramine,  prednisone  40  mg  p.o.  daily,  and 
lethylprednisolone  40  mg  im.  The  rash  then  became 
eneralized.  She  was  referred  to  my  office  at  this  time. 
On  July  20,  1981,  examination  revealed  well- 
emarcated  large  plaques  and  scaly  patches  of  erythema 
n the  arms,  thighs,  eyelids,  neck,  and  upper  chest, 
here  was  edema  of  the  left  arm.  Skin  biopsy  from  the 
ght  arm  showed  subacute  dermatitis.  Treatment  was 
litiated  with  prednisone  80  mg  p.o.  a AM,  hydroxyzine 
j mg  p.o.  q.i.d.,  and  fluocinonide  ointment, 
camination  three  days  later  revealed  a new  flat 
lorbilliform  erythema  on  the  trunk  and  limbs.  The 
revious  plaques  and  scaly  patches  of  dermatitis  were 
atter  and  less  erythematous. 

At  this  point,  prednisone  was  abruptly  discontinued  at 
ly  behest.  Hydroxyzine  and  fluocinonide  ointment 
ere  continued.  Within  48  hours,  the  patient  developed 
larkedly  less  pruritus  and  erythema.  Within  five  days 
le  eruption  had  completely  disappeared.  The  patient 
;fused  a trial  dose  of  prednisone  or  methyl- 
rednisolone  to  test  for  allergy.  She  has  been  able  to  use 
Liocinonide  ointment  topically  since  then  without  any 
lergic  reactions, 
iscussion 

There  have  been  several  reported  cases  of  urticaria 
id  bronchospasm  with  the  use  of  corticosteroids, 
omaish^  described  a patient  with  skin  eruptions  after 
oth  intra-articular  and  oral  administration  of 
irticosteroids.  Skin  tests  with  highly  purified  steroid 
impounds  (hydrocortisone,  prednisone,  predni- 
)lone)  were  positive.  In  vitro  tests  for  circulating  and 
ill-bound  steroid-specific  antibody  were  negative. 
'Garra^  described  three  patients  with  a purpuric  or 
irticarial  rash  and  anaphylaxis  following  injection  of 
^drocortisone  acetate  suspension.  It  is  interesting  that 
j this  series  of  4000  injections,  only  three  patients  had 
fvere  reactions.  Two  of  these  patients  had  positive  skin 
>sts  using  a pure  suspension.  King^  described  a patient 
jith  urticaria,  purpura,  and  anaphylaxis  following  an 
itra-articular  injection  of  “hydrocortisyl.”  The  skin  test 
as  positive.  Forssman  and  Mulder,^  Glassetal,^  and 
Jtriarca®  have  described  patients  with  anaphylaxis  and 
rticaria  following  injection  of  human  and  synthetic 
irticotrophin  (ACTH). 

Mendelson  et  al.^  reported  a patient  with  urticaria, 
igioedema  and  bronchospasm  following  intravenous 
ethylprednisolone  sodium  succinate  and  hydro- 
irtisone  sodium  succinate.  Direct  skin  tests  were 
Dsitive  for  pure  methylprednisolone  and  hydro- 
prtisone.  They  were  negative  for  the  sodium  succinate 


derivatives,  prednisone,  prednisolone,  triamcinolone, 
and  dexamethasone.  Oral  challenge  was  positive  with 
methylprednisolone  but  negative  with  prednisolone 
and  prednisone. 

It  would  seem  that  steroid  hypersensitivity  is  an  entity 
which  ought  to  be  considered  in  certain  patients  who 
develop  unusual  skin  reactions  during  the  course  of 
steroid  treatment.  In  this  case  report,  a drug  rash  was 
superimposed  upon  atopic  dermatitis.  The  incriminated 
agents  were  oral  prednisone  and  intramuscular 
methyprednisolone.  From  the  literature  review,  it  is 
evident  that  an  allergy  can  be  specific  for  several  steroid 
derivatives.  For  this  reason,  topical  fluocinonide  was 
well  tolerated.  Topical  amcinonide,  however, 
aggravated  the  dermatitis.  This  patient  therefore, 
suggested  a selective  allergy  to  several  corticosteroid 
derivatives,  both  topical  and  systemic. 
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Abstract 

Erythrocyte  morphology  in  liver  disease  is  often 
abnormal,  with  variable  shapes  and  sizes  being  seen.  The 
morphologic  changes  are  commonly  attributed  to 
deficiencies  in  iron  and  folate.  However,  the  most 
common  abnormality  of  erythrocyte  morphology  is 
macrocytosis  in  the  absence  of  folate  and  vitamin  B12 
deficiency,  or  a picture  of  macrocytosis  and 
microcytosis,  if  chronic  gastrointestinal  blood  loss  isalso 
present.  The  most  common  contributing  factors 
accounting  for  abnormal  erythrocyte  morphology 
include  abnormal  lipoprotein  metabolism,  toxic  effect 
of  alcohol,  hypersplenism,  folate  and  iron  deficiency. 
On  rare  occasions  immune  hemolysis  and  vitamin  B12 
deficiency  have  been  reported.  In  most  cases, 
examination  of  the  peripheral  blood  smear  provides  the 
clinician  with  sufficient  information  to  determine  the 
significance  of  the  abnormal  red  cell  indices,  thus 
avoiding  expensive  and  unnecessary  laboratory  testing 
to  determine  if  folate  or  vitamin  B12  deficiencies  are 
present. 

Key  Words:  Liver  Disease,  Macrocytes,  Target  Cells, 
Acanthocytes,  Stomatocy tes,  Spherocytes  and 
Microcytes. 
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Table 

Red  Blood  Cell  Shapes 
in  Liver  Disease 

1. 

Macrocytosis 

a.  Oval 

b.  Round 

2. 

Target  Cells 

3. 

Acanthocytes 

4. 

Stomatocytes 

5. 

Spherocytes 

6. 

Microcytes 

Introduction 

Anemia  is  a common  complication  of  acute  ai 
chronic  liver  disease.  Most  commonly,  anemia  ^ 
multifactorial;  that  is,  secondary  to  acute  or  chror 
blood  loss,  dietary  folic  acid  deficiency,  iron  deficient 
and/or  a direct  suppression  of  the  bone  marrow  b> 
toxin.  In  addition,  decreased  erythrocyte  survival  due 
hypersplenism,  immune  hemolysis,  or  hemolyl 
anemia  associated  with  altered  lipoprotein  metabolis 
may  be  causative  factors  of  anemia  in  patients  wi 
hepatocellular  disease. 

The  initial  diagnostic  step  in  the  evaluation  of  anerr 
is  careful  examination  of  the  peripheral  blood  fill 
Changes  in  red  blood  cell  shape  may  be  helpful 
determining  the  cause  of  anemia.  This  article  will  foe 
on  alterations  in  erythrocyte  morphology  that  m 
occur  in  liver  disease.  (Table). 

Macrocytosis 

Macrocytic  red  cells  on  peripheral  blood  smears  are 
common  finding  in  patients  with  liver  diseas 
Macrocytes  are  red  cells  with  an  increased  red  c< 
diameter;  they  may  be  round  or  oval,  thick  or  thin.^'^Tf 
etiology  of  macrocytosis  in  liver  disease  can  be  due 
combined  causes^  which  include:  1)  the  macrocytes 
megaloblastic  anemia,  2)  reticulocytosis  in  response 
gastrointestinal  bleeding,  hemolysis,  or  ethan 
withdrawal,  3)  macrocytosis  of  liver  disease,  and  4)  tf 
“macrocytosis  of  alcoholism.” 

Macroovalocytosis  (Figure  1)  is  pathognomonic 
megaloblastic  erythropoiesis  usually  due  to  fola 
deficiency  in  malnourished  alcoholics,  but  may  also  f 
associated  with  Vitamin  B12  deficiency.  Howeve 
magaloblastic  changes  have  been  described 
alcoholics  with  normal  serum  and  red  cell  folate  level: 
Thus,  ovalomacrocytes  are  not  necessarily  diagnostic  > 
folate  deficiency  in  patients  with  hepatocellul 
dysfunction. 

Round  macrocytes  are  also  frequently  observed 
peripheral  blood  smears  of  many  patients  with  cirrho? 
and  other  forms  of  liver  disease.  These  cel 
characteristically  have  an  increased  surface  membrar 
area  and  show  an  increased  resistance  to  osmotic  lysis 
The  excess  membrane  in  this  cell  type  has  been  shown  t 
be  due  to  an  increased  amount  of  cholesterol  an 
phospholipid  on  the  red  blood  cell  membrane.^'® 
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j Figure  1 

Irrows  denote  Macroovalocytes.  Original  magnification 

j:iooo). 

In  addition,  macrocytosis  may  be  secondary  to 
Icoholism  itself.  This  phenomenon,  first  described  by 
\/u  and  colleagues  in  1974,  has  been  referred  to  as 
jmacrocytosis  of  alcoholism.”'  The  typical  clinical 
iharacteristics  of  this  condition  are  a mild  macrocytosis 
1100-110  fl),  slight  or  absent  anemia,  and  a peripheral 
jlood  film  showing  round  macrocytes.  There  is  no 
jvidence  of  folate  deficiency,  and  the  macrocytosis 
Iharacteristically  persists  unless  the  patient  abstains 
j'om  alcohol.  Although  a direct  effect  of  alcohol  on  the 
rythrocyte  stem  cell  may  be  responsible  for  the 
lacrocytosis,  the  pathogenesis  of  this  cell  type  is  still 
jnknown. 
jarget  Cells 

I Like  macrocytes,  target  cells  are  frequently  found  on 
|ie  peripheral  blood  smear  of  patients  with  various 
prms  of  liver  disease,  including  viral  and  alcoholic 
epatitis,  cirrhosis,  and  obstructive  jaundice.  Target  cells 
re  bell-shaped  red  cells  that  have  been  described  as 
Mexican  hats”  on  dried  blood  films.  (Figure  2)  Similar 
p the  macrocytes  of  liver  disease,  target  cells  have  an 
pcreased  surface  area  to  volume  ratio  and  an  increased 
5sistance  to  osmotic  lysis.  The  targeted  appearance  of 
ne  red  cells  is  due  to  the  acquisition  of  excess 
holesterol  and  lecithin  from  plasma  lipoproteins  in  the 
ed  cell  membrane.®  It  has  been  suggested  that  an 
bnormality  of  bile  acid  metabolism,  the  presence  of 
poprotein-X,  or  a deficiency  of  lecithin  cholesterol  acyl 
^ansferase  (LCAT)  may  be  contributory  factors  in  the 
lathogenesis  of  this  cell  type.®’^°  Of  particular  interest  is 
ne  fact  that  target  cells  have  been  observed  in  patients 
/ith  a congenital  absence  of  LCAT  in  the  absence  of  liver 
lisease.“ 

^canthocytes 

Unlike  the  aforementioned  abnormalities  of  red  cell 
hape,  acanthocytosis  on  a blood  smear  is  found  in  a 
ninority  of  patients  with  liver  disease.  Significant 
icanthocytes  should  suggest  the  diagnosis  of  spur-cell 
memia,  and  acquired  hemolytic  anemia  originally 
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Figure  2 

Multiple  Target  Cells  in  central  field  resembling  “Mexican 
hats.”  Original  magnification  (X1000). 

reported  by  Smith  et  al.  in  1974.'^  The  majority  of 
patients  with  this  entity  have  evidence  of  severe 
hepatocellular  dysfunction,  usually  alcoholic  cir- 
rhosis.^®''^ However,  spur-cell  anemia  has  been 
described  in  cardiac  cirrhosis,  acute  yellow  atrophy 
secondary  to  viral  hepatitis,  neonatal  hepatitis,  and 
Wilson’s  disease. 

Acanthocytes,  commonly  referred  to  as  spur  cells,  are 
the  characteristic  feature  of  this  anemia.  Typically,  spur 
cells  are  red  blood  cells  which  have  lost  their  discoid 
shape  and  have  two  to  twenty  spicules  of  varying  length 
and  thickness  irregularly  distributed  over  the  red  cell 
surface.  (Figure  3A  and  3B).  The  membrane  changes  are 
due  to  disproportionate  amounts  of  lecithin  in  the 
phosphlipid,  and  markedly  increased  cholesterol  levels 
ranging  from  25%  to  65%.'®  Although  spur-cell  anemia  is 
uncommon,  the  diagnosis  can  be  established  by  exam  of 
the  peripheral  blood  smear.  The  diagnosis  of  spur-cell 
anemia  portends  a poor  prognosis,  with  the  majority  of 
patients  dying  from  complications  associated  with  liver 
failure  within  one  year.  Splenectomy  will  correct  the 
hemolytic  disorder,  but  the  short-term  benefit  of  such 
high-risk  intervention  would  rarely  be  indicated  in 
patients  with  severe  liver  disease.  For  a more  detailed 
discussion  of  acanthocytes  and  spur-cell  anemia,  the 
interested  reader  is  referred  to  recent  reviews.'®'^ 
Stomatocytes 

Stomatocytes  (Figure  4)  are  red  ceils  with  a 
longitudinal  mouth-like  unstained  area  in  contrast  to 
the  normal  central  circular  depression  of  the  bi -concave 
disc.  In  1970,  Douglass  and  Twomey  described  transient 
hemolysis  and  stomatocytosis  associated  with  acute 
alcoholism;  liver  biopsy  performed  on  three  patients 
showed  fatty  metamorphosis  and,  in  two  patients,  early 
fibrosis.'®  The  authors  noted  no  relationship  between 
the  percentage  of  stomatocytes  and  hemolysis.  It  is 
noteworthy  that  neither  red  cell  cation  nor  red  cell 
membrane  lipid  studies  were  performed.  In  this  regard, 
it  has  been  reported  that  an  elevated  membrane  lipid 
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Figure  3A 

Acanthocyfes  (Spur  Cells)  wifh  characteristic  membrane 
projections.  Original  magnification  (X1000). 


Figure  3B 

Scanning  micrograph  of  Acanthocyte  (Spur  Cell).  Original 
magnification  (XIO.OOOk 


# 


Figure  4 

Arrows  depict  Stomatocytes.  Original  magnification  (X1000). 
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content  as  well  as  abnormalities  in  red  cell  cations  ,i 
present  in  the  hereditary  stomatocytosis  syndromJ 
Although  alcoholism  is  often  quoted  as  being  associat] 
with  stomatocytosis,  the  authors  feel  that  furtfj 
documentation  of  this  correlation  is  warrantij 
Furthermore,  red  cell  cation  and  membrane  li[| 
analysis  should  be  performed  in  future  investigatior 
Spherocytes 

Not  uncommonly,  a small  population  of  spherocyte 
seen  in  the  peripheral  smear  of  patients  with  li\ 
disease.  Usually  these  patients  have  evidence 
cirrhosis,  portal  hypertension,  splenomegaly,  and  m 
anemia. Spherocytes  are  the  opposite  of  target  cells 
that  the  spherocyte  has  a decrease  of  surface  area  p 
unit  volume,  and  decreased  resistance  to  osmotic  lys 
When  red  cells  from  hereditary  spherocytosis  a 
exposed  to  the  plasma  environment  created  by  liv 
disease,  a transformation  to  the  target  cell  shape  F 
been  reported. Although  splenic  over-activity  per 
may  be  cause  for  the  spherocytosis,  other  factors  may  I 
involved  in  their  pathogenesis.’^ 

If  spherocytosis  is  a predominant  finding  on  tl 
peripheral  blood  film,  then  a diagnosis  of  immui 
hemolytic  anemia  should  be  entertained.  Coomf 
positive  hemolytic  anemia  has  occasionally  ber 
described  in  liver  disease,  including  acute  viral  hepatit 
chronic  active  hepatitis,  and  biliary  cirrhosis. Furthe 
hemolytic  anemia  may  be  the  presenting  manifestatic 
of  Wilson’s  disease. Thus,  underlying  liver  disea' 
should  be  considered  in  the  differential  diagnosis  > 
hemolytic  anemia. 

Microcytosis 

An  additional  abnormality  of  the  red  blood  cell  that 
prevalent  in  patients  with  liver  disease  is  microcyti 
hypochromic  cells,  caused  by  iron  deficiency  froi 
gastrointestional  blood  loss.  FHowever,  hypochromic 
microcytic  red  cells  also  occur  in  sideroblastic  anemia, 
common  complication  of  alcoholic  patients  particular 
with  accompanying  folate  deficiency  and  malnutrition. 
In  sideroblastic  anemia  dimorphism  of  circulatin 
erythrocytes  is  usually  observed.  Also,  the  peripher. 
blood  reveals  the  presence  of  siderocytes  on  Prussia 
blue  stain.  Although  the  exact  pathogenesis  underlyin 
sideroblastic  changes  from  alcohol  have  not  been  full 
elucidated,  it  has  been  suggested  that  alcohol  interfere 
with  heme  synthesis  through  its  effect  on  pyridoxin 
metabolism. 

Summary 

Multiple  changes  of  erythrocyte  morphology  may  b 
observed  in  the  peripheral  blood  smear  of  patients  witi 
liver  disease.  Because  macrocytosis  is  common  in  live 
disease,  serum  and  red  cell  folate  levels,  and  serun 
Vitamin  B12  should  be  obtained  only  in  those  patient 
with  morphological  evidence  of  vitamin  depletion,  i.e. 
macroovalocytes  and  hypersegmented  polymor 
phonuclear  leukocytes.  The  pathogenesis  of  rount 
macrocytes,  target  cells,  and  acanthocytes  may  b< 
related  to  an  abnormality  of  lipoprotein  metabolisn 


bciated  with  liver  disease.  Hypersplenism,  iron 
iciency,  and  abnormal  heme  synthesis  are  additional 
lisative  factors  of  changes  in  red  cell  shape.  Because 
linges  in  erythrocyte  morphology  are  common  in  liver 
ease,  clinicians  should  examine  the  peripheral  blood 
h before  ordering  unnecessary  laboratory  tests. 
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Abstract 

The  effect  of  the  mother’s  age  on  the  risk  of  a Down 
syndrome  birth  has  been  well  established,  as  has  been 
the  chromosomal  basis  of  Down  syndrome.  The  history 
of  the  knowledge  of  the  maternal  age  effect  in  Down 
syndrome  and  trisomy  21  as  the  cause  of  this  condition  is 
traced. 

The  safety  and  accuracy  of  midtrimester  amnio- 
centesis were  determined  by  the  National  Institute  of 
Child  Health  and  Human  Development  in  1976.  Good 
medical  practice  now  dictates  that  all  women  35  years  of 
age  or  more  at  delivery  should  be  provided  with  genetic 
counseling  and  be  offered  prenatal  diagnosis. 
Malpractice  suits  can  be  avoided  by  observing  this 
practice. 

From:  The  Genetics  Center  of  Southwest  Biomedical  Research 
Institute,  123  East  University  Drive,  Tempe,  Arizona  85281. 
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Introduction 

The  maternal  age  effect — the  importance  of  the 
mother’s  age — in  Down  syndrome  (mongolism)  has  long 
been  known. 

In  1909  Shuttleworth'  reported  a remarkable  study  of 
350  cases  with  “mongolian  imbecility.”  He  underlined 
the  ad  vanced  age  of  the  mothers  in  many  of  the  cases. 
However,  because  the  Down  syndrome  children  were 
oftimes  the  last  born  to  their  family,  Shuttleworth  was 
uncertain  whether  the  key  factor  was  the  mother’s  age 
or  her  exhaustion  after  a long  series  of  pregnancies. 

In  1933  Penrose^  analyzed  the  ages  of  the  father  and 
mother  in  Down  syndrome.  He  determined  that  the 
predominant  factor  was  the  age  of  the  mother.  A study 
by  Jenkins,^  also  in  1933,  came  to  the  same  conclusion. 

In  1934  Penrose'^  published  on  the  matter  of  birth 
order,  finding  that  birth  order  was  not  an  independent 
variable.  The  key  factor  was  the  mother’s  age. 

For  nearly  half  a century  it  has  thus  been  clear  that  the 
incidence  of  Down  syndrome  rises  with  the  age  of  the 
woman. 

The  Cause  of  Down  Syndrome 

It  was  first  suggested  by  the  ophthalmologist 
Waardenburg'^  in  1932  that  Down  syndrome  might  be 
due  to  a chromosome  abnormality.  Analogous 
suggestions  were  made  by  Bleyer®  in  1934  and  by 
Penrose^  in  1939. 

The  idea  was  that  Down  syndrome  might  result  from 
chromosome  imbalance.  This  imbalance  might,  in  turn, 
be  due  to  nondisjunction:  an  error  in  chromosome 
distribution. 

Using  a second-hand  microscope,  the  French 
pediatrician  Lejeune  began  studying  chromosomes 
from  children  with  Down  syndrome  soon  after  the 
discovery  of  contemporary  methods  for  chromosome 
analysis  and  in  1959  Lejeune  and  colleagues^  reported 
findings  in  nine  children  afflicted  with  Down  syndrome. 
They  had  an  extra  chromosome:  trisomy  21. 

For  nearly  a quarter  century  it  has  thus  been  known 
that  Down  syndrome  children  have  trisomy  21  (or 
chromosome  variations  on  this  theme). 

Safety  and  Accuracy  of  Midtrimester  Amniocentesis 

In  1967  it  was  reported  that  one  could  utilize  amniotic 
fluid  cells  obtained  via  midtrimester  amniocentesis  for 
the  prenatal  diagnosis  of  chromosome  disorders.^ 
Therefore,  it  became  possible  to  determine  during 
pregnancy  if  trisomy  21  were  present. 

The  same  technique — midtrimester  amniocentesis — 
can  be  employed  to  establish  the  antenatal  diagnosis  of  a 
multitude  of  genetic  disorders.  These  include 
chromosome  abnormalities,  metabolic  diseases  and 
other  pediatric  disorders  of  prenatal  origin. 

The  National  Institute  of  Child  Health  and  Human 
Development  (NICHD)  in  1971  initiated  the  NICHD 
National  Registry  for  Amniocentesis.  A cooperative 
study  was  designed  to  assess  the  risks  of  midtrimester 
amniocentesis.  This  study  involved  nine  institutions  in 
Chicago,  Boston,  Baltimore,  New  York,  Los  Angeles,  San 

786 


Diego,  Ann  Arbor,  Philadelphia  and  New  Ha', 
Prospectively,  1,040  women  having  midtrimei 
amniocentesis  were  studied,  as  were  992  controls, 
children  from  these  pregnancies  were  examined  at  b 
and  again  at  one  year  of  age. 

The  NICHD  study  was  reported'”  in  1976.  There  wa, 
significant  difference  in  death  in  utero,  spontane 
abortion  or  stillbirth.  The  overall  fetal  loss  rates  w 
adjusted  for  age.  These  rates  were  3.3%  for  the  cases  j 
3.4%  for  the  controls,  indicating  no  appreciable  inert 
in  spontaneous  abortion  rates.  No  signific 
differences  were  found  among  the  children  at  birti 
one  year  of  age. 

The  NICHD  study'”  also  scrutinized  the  accurac 
the  procedure  and  concluded  that  “midtrime 
amniocentesis  is  a highly  accurate  and  safe  proced 
that  does  not  significantly  increase  the  risk  of  fetal  los 
injury.” 

“Given  the  increased  incidence  of  Down  syndre 
births  to  women  after  age  35  years  and  the  safety 
amniocentesis,”  the  NICHD  study  group  comment 
“good  medical  practice  would  dictate  that  all  won 
after  the  age  of  35  years  should  be  offered  the  optioi 
this  procedure.” 

Increasing  Utilization  of  Prenatal  Diagnosis 

Prior  to  the  NICHD  report,  Milunsky"  found  tha 
Massachusetts  only  4.1%  of  pregnant  women  more  tl 
35  years  of  age  had  amniocentesis  in  1974.  Since 
NICHD  report,  utilization  has  increased  in  the  Uni 
States. 

Utilization  in  1977  and  1978  of  prenatal  gem 
diagnosis  was  studied  in  Alabama,  California,  Nebra 
and  New  York  (Manhattan).'^  The  rates  of  utilizatior 
these  areas  increased  from  1977  to  1978  over  this  o 
year  period  by  women  age  35  or  more  years.  It  was  foi, 
that  utilization  rates  were  higher  among  urban  tl 
rural  women  and  higher  among  white  than  bL 
women.  Thus,  as  expected,  access  to  the  procedure  n 
be  an  important  factor  in  its  utilization. 

Malpractice  and  Recommendations 

Good  medical  practice  today  would  dictate  that 
women  who  will  be  35  years  of  age  or  more  at  delivr 
should  be  offered  prenatal  diagnosis.  This  means  tl 
the  woman  should  be  provided  with  genetic counselir 
The  counseling  can  be  provided  by  the  obstetrician 
family  physician  caring  for  the  woman  or  by  referral  t< 
genetic  counseling  center.  Further,  the  gene 
counseling  should  be  informative,  nondirective  a 
noncoercive  and  meet  contemporary  standards  I 
good  practice. 

In  cases  in  the  United  States,  malpractice  suits  brou§ 
by  women  35  years  of  age  or  more  at  delivery  have  be 
won  by  the  women  against  their  physicians  who  failed 
provide  genetic  counseling  and  failed  to  offer  prena 
diagnosis.  These  cases  include  Becker  versus  Schwai 
and  Karlson  versus  Guerinot.'^To  date,  no  such  case  h, 
to  our  knowledge,  been  filed  in  Arizona. 

There  are  other  indications  to  provide  gene' 
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inseling  and  offer  prenatal  diagnosis.  These 
lications  include  a family  history  of  Down  syndrome 
another  chromosome  abnormality,  a parent  with  a 
lomosome  abnormality,  a metabolic  disease,  a severe 
;nked  disorder  and  a family  history  of  neural  tube 
iects  or  other  disorders  which  may  be  detected 
bnatally  such  as  thalassemia,  sickle  cell  disease,  or 
l-Sachs  disease.  Malpractice  cases  testing  certain  of 
ise  situations  have  been  brought  in  other  states  and 
lierally  have  been  won  by  the  parents,  as  will  be 
!:ussed  in  a future  article  in  this  series, 
t now  is  clear  that  the  provision  of  genetic  counseling 
I offering  of  prenatal  diagnosis  are  part  of  the 
jidard  of  good  medical  practice  when  caring  for 
‘gnant  women  who  will  be  age  35  years  or  more  at 
fvery. 
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Metastatic  carcinomas  from  an  unknown  primary  site 
represent  a challenging  problem  with  regard  to  both 
diagnostic  evaluation  and  treatment.  Approximately 
three  percent  to  four  percent  of  all  patients  with 
metastatic  carcinoma  do  not  have  a readily  identifiable 
primary  site  and  in  series  from  large  centersthis  number 
may  exceed  ten  percent  of  all  referred  patients  with 
cancer.  Physicians  encountering  such  patients  must  ask 
themselves  several  pertinent  questions  including:  How 
aggressive  should  I be  in  searching  for  the  primary  site? 
Will  the  knowledge  of  the  primary  site  influence 
treatment  or  prognosis?  What  treatment  if  any  is 
indicated  if  the  primary  remains  undetected? 

Certainly  there  are  valid  reasons  for  a selective 
attempt  at  defining  the  primary  site.  Squamous  cell 
carcinoma  metastatic  to  cervical  nodes  is  usually 
associated  with  a primary  site  in  the  head  and  neck 
region  and  may  be  curable.  Knowledge  of  the  primary 
site  may  lead  to  better  directed  chemotherapy  or 
hormonal  manipulation  and  help  in  assessing  prognosis. 
Finally  it  may  aid  us  in  anticipating  future  problems  (e.g., 
bowel  obstruction  from  colonic  carcinoma). 

There  is  no  characteristic  presentation  for  metastatic 
carcinoma  from  an  unknown  primary  site.  The 
frequency  of  the  predominant  presenting  site(s)  varies 
from  series  to  series;  however,  pulmonary  (including 
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College  of  Medicine,  Tucson,  Arizona  85724.  Dr.  Greenberg  is 
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Administration  Medical  Center,  Tucson,  Arizona. 


ARIZONA  MEDICINE 


787 


pleura),  bone,  and  cervical  node  metastases  are  usually 
at  or  near  the  top  of  the  list  followed  by  hepatic 
involvement.'’^  Less  common  sites  include  axillary  and 
inguinal  adenopathy,  brain,  skin,  and  soft  tissue 
metastases,  abdominal  masses,  and  ascites. 

Prior  to  the  use  of  computed  tomography,  the  search 
for  the  primary  site  was  in  most  cases  a frustrating  and 
frequently  costly  experience.  Most  of  the  time  the 
primary  remained  undetected,  not  uncommonly  even 
after  postmortem  examination. 

Why  is  it  so  difficult  to  find  the  primary?  There  are 
several  explanations  including:  1)  it  is  too  small  to  be 
detected  with  our  standard  clinical  studies;  2)  it  may  be 
located  in  an  occult  site  (e.g.,  retroperitoneum);  and  3) 
the  primary  may  have  spontaneously  regressed. 

Before  initiating  the  search  for  the  occult  primary  site 
in  patients  with  undifferentiated  and  adenocarcinomas, 
the  principal  histologic  types,  it  is  important  to  keep  in 
mind  which  disseminated  tumors  can  be  effectively 
treated  with  systemic  therapy.  The  known  curability  of 
generalized  Hodgkin’s  disease  and  non-Hodgkin’s 
lymphoma,  particularly  histiocytic  lymphoma,  makes  it 
critical  that  this  diagnosis  be  ruled  out  promptly  in  cases 
with  undifferentiated  histologies.  Germ  cell  tumors 
(both  gonadal  and  extragonadal)  and  trophoblastic 
tumors  are  curable  with  chemotherapy.  Breast,  prostate, 
and  endometrial  carcinomas  frequently  respond  for  a 
long  period  of  time  to  nontoxic  hormonal  therapy.  We 
must  recognize  that  highly  effective  chemotherapy  is 
available  for  breast,  ovarian,  and  small  cell  lung 
carcinomas.  Finally,  disseminated  thyroid  carcinomas 
often  respond  for  prolonged  periods  of  time  to 
radioactive  iodine. 

Pathological  Examination 

Careful  pathological  examination  of  the  metastatic 
lesion  is  crucial  to  the  proper  evaluation  of  patients  with 
unknown  primary  carcinomas.  This  examination  should 
be  performed  by  experienced  pathologists  who  have 
the  latest  techniques  in  histochemical  and 
immunohistologic  staining  available  in  addition  to 
electron  microscopy.  It  is  imperative  that  adequate 
material  be  provided  and  if  this  is  in  question,  a second 
biopsy  may  be  necessary. 

The  majority  of  unknown  primary  carcinomas  are 
initially  classified  as  undifferentiated  or  adeno- 
carcinomas. Squamous  cell  carcinomas,  which 
constitute  about  ten  percent  of  the  total,  usually  present 
as  cervical  nodes  and  represent  a distinct  clinical  entity 
with  a specific  diagnostic  approach  and  management 
which  will  be  discussed  separately. 

The  standard  histochemical  stains  (e.g.,  PAS, 
muci carmine)  may  be  helpful  in  reducing  the  number  of 
potential  primary  sites  for  metastatic  adenocarcinoma. 
In  female  patients,  an  estrogen  receptor  assay  should  be 
performed  on  all  biopsied  material.  The  value  of  this 
assay  was  demonstrated  in  a study  of  295  tumor  tissues  of 
various  origins  including  19  patients  with  metastases 
from  an  unknown  primary.^  Estrogen  receptor  of  the  8S 


type  was  found  only  in  adenocarcinoma  of  the  bre.i 
uterus,  and  ovary.  Four  of  the  patients  with  an  unkncn 
primary  benefited  from  this  assay  because  of  : 
institution  of  appropriate  therapy.^ 


Electron  microscopy  may  be  an  extremely  valuaj 
technique  in  evaluating  undifferentiated  carcinorq 
Small  cell  undifferentiated  lung  carcinoma  may  | 
identified  by  the  presence  of  neurosecretory  granuj 
squamous  cell  carcinomas  by  desmosomes, 
melanomas  by  melanosomes,  to  cite  a few  exampi 
The  use  of  immunohistologic  staining  techniques  j 
greatly  aided  in  excluding  lymphomas  from  the  grr 
classified  as  undifferentiated  carcinomas.  The  majo 
of  lymphomas  are  of  B cell  origin  and  frequently  coni' 
intracytoplasmic  immunoglobulins  which  stain  with  | 
appropriate  immunoperoxide  reagents  that  are  wic^ 
available. 

Immunoperoxidase  stains  for  the  beta  chain  of  H 
and  alpha-fetoprotein  are  also  available  and  have  b( 
shown  to  be  an  asset  in  diagnosing  extragonadal  ge 
cell  tumors,  a highly  treatable  and  frequently  cura 
malignancy  even  when  widely  disseminate 
Numerous  other  immunohistologic  staining  meth( 
have  been  developed  which  may  aid  in  detect 
primary  sites.  In  the  future  we  should  see  an  increa: 
role  for  monoclonal  antibodies  in  this  area. 


Diagnostic  Evaluation 

The  diagnostic  search  begins  with  a thorough  physi 
examination  including  careful  palpation  of  the  thyro 
breasts,  and  prostate,  and  a pelvic  examination,  'j 
addition  to  the  usual  laboratory  studies  which  includ  i 
stool  for  occult  blood,  complete  blood  cell  count  (CBlj 
urinalysis,  serum  calcium,  and  liver  function  tests:j 
serum  acid  phosphatase  level  should  be  obtained  ini.l 
men.  To  exclude  germ  cell  tumors,  serum  assays  for  t j 
beta  subunit  of  human  chorionic  gonadotropin  (HC| 
and  alpha-fetoprotein  should  be  requested  if  tj 
histologic  appearance  is  undifferentiated.  i 

In  patients  presenting  with  metastatic  carcinoma; 
axillary  nodes  only,  a careful  search  should  j 
undertaken  for  a primary  in  the  ipsilateral  breast,  lun| 
or  a small  melanoma  (if  undifferentiated  histology)  | 
the  arm  or  trunk.  In  women  with  metastatic  tumor  i 
inguinal  nodes,  it  is  critical  to  rule  out  a primary  in  t| 
cervix,  uterus,  or  ovary.  In  men  with  this  presentatic] 
prostatic  carcinoma  must  be  considered,  and  in  be 
sexes,  carcinoma  of  the  anus  and  rectum  and  melanor 
must  be  searched  for. 

Radiographic  and  Imaging  Studies 

Nystrom  et  al.^  have  clearly  demonstrated  the  inabil  i 
of  contrast  and  noncontrast  x-rays  to  locate  the  prim.' 
site  in  patients  presenting  with  metastatic  nonsquamcl 
carcinomas  of  unknown  origin.  Upper  and  iov\l 
gastrointestinal  series,  intravenous  pyelograms,  a j| 
chest  x-rays  were  performed  in  their  series,  whit 
included  a total  of  266  patients.  In  spite  of  this  extensi,i 
diagnostic  evaluation,  they  were  able  to  verify  t ij 
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mary  site  in  only  22  of  the  136  patients  who  did  not 
le  a postmortem  examination.  In  the  remaining  130 
ients  who  had  an  autopsy,  25  were  found  to  have  had 
alse  positive  x-ray  study  for  the  primary  site.  In 
dition,  chest  x-rays  thought  to  be  characteristic  for 
mary  lung  cancer  were  frequently  found  (43%)  to 
)resent  metastatic  lesions.  Considering  the  low  yield, 
;h  false  positive  rate,  cost,  and  discomfort,  these 
hors  recommended  that  contrast  x-ray  studies  in 
Ients  with  unknown  primary  carcinomas  be  limited  to 
es  with  specific  organ  dysfunction  (e.g.,  hematuria, 
:ult  blood  in  stool).  I heartily  endorse  this 
:ommendation. 

rhe  study  by  Osteen  et  al.®  reinforces  the  futility  of 
rforming  x-ray  contrast  studies  in  patients  without 
propriate  symptoms.  These  authors  also  found  that 
rasonic  scans  were  often  misleading.  Stewart  et  al.' 
:ated  the  primary  site  in  only  8 of  87  patients  with 
nsurgical  investigations.  Furthermore,  in  their  patient 
pulation,  identification  of  the  site  did  not  affect 
inagement  or  survival  and  they  warned  against  over 
'estigation. 

\s  is  to  be  expected,  computed  tomographic  (CT) 
dy  scanning  has  been  employed  in  the  search  for  the 
mary  site  in  patients  with  unknown  primary 
differentiated  and  adenocarcinomas.  The  preliminary 
,ults  indicate  that  this  is  a very  useful  study.  Employing 
dominal  CT  scanning,  McMillan  et  al.®  located  the 
imary  site  in  16  of  46  patients  (34.8%).  In  their 
perience,  CT  was  superior  to  sonography.  These 
iults  were  confirmed  by  Karsell  et  al.®  who  were  able 
find  a clinically  occult  tumor  in  31  of  98  patients  with 
■ body  scanning,  with  a false  positive  rate  of  only  six 
rcent. 

This  technique  appears  to  be  far  superior  to  contrast  x- 
/ studies  and  has  improved  the  chances  of  finding  the 
imary  site  from  8.3%  to  over  30%.  The  abdominal  CT 
an  is  now  the  next  recommended  study  after  chest  x- 
y in  the  diagnostic  evaluation  of  an  occult  primarysite. 
this  scan  is  unrevealing,  a pelvic  sonogram  or  pelvic  CT 
ould  be  obtained  in  women.  Contrast  x-rays  should  be 
;rformed  only  in  patients  with  signs  or  symptoms  of 
ecific  organ  dysfunction. 

In  both  Karsell’s  and  McMillan's  studies®®  the  most 
)mmon  proven  primary  site  with  CT  scanning  was  the 
mcreas,  accounting  for  17  of  the  52  primary  locations, 
lis  is  similar  to  the  results  in  Nystrom’s  study  ® in  which 
e pancreas  was  the  most  frequent  subdiaphragmatic 
:e  and  equaled  the  lung  for  the  most  common  occult 
cation.  Pancreatic  carcinoma,  although  nota  common 
alignancy,  appears  to  be  the  most  common  primary 
te  in  patients  with  occult  primaries. 

The  recommended  studies  in  the  evaluation  of 
atients  with  an  unknown  primary  undifferentiated  or 
Jenocarcinoma  are  listed  in  the  Table. 

Cervical  Nodes:  This  site  of  metastasis  has  a specific 
aproach  largely  dependent  upon  the  location  of  the 
ivolved  cervical  nodes.  Over  70%  of  patients  whose 


Table 

Recommended  Studies  in  the  Evaluation  of 
Patients  with  Unknown  Primary 
Undifferentiated  or  Adenocarcinoma 


Pathological  Examination 

Obtain  estrogen  and  progesterone  receptor  assayson  biopsies 
from  women 

Employ  electron  microscopy  and  histochemical  and  immuno- 
histologic  stains 

Physical  Examination 

Careful  palpation  of  thyroid,  breasts,  and  prostate  and  pelvic 
examination 

Laboratory  Studies 

Stool  for  occult  blood,  CBC,  urinalysis,  serum  calcium,  and 

liver  function  tests 

Serum  acid  phosphatase  (men) 

Beta  HCG  and  alpha-fetoprotein  (undifferentiated  carcinoma) 

Radiographic  and  Imaging  Studies 

Chest  x-ray 
Abdominal  CT  scan 

Mammography  and  pelvic  ultrasound  (women) 

Contrast  x-rays  only  if  organ  dysfunction  present 


involved  node(s)  are  located  in  the  high  or  midneck  will 
have  squamous  cell  carcinoma  metastatic  from  a primary 
somewhere  in  the  head  and  neck  area.  Common  occult 
sites  include  the  nasopharynx,  tonsil,  and  base  of  the 
tongue.  When  the  nodes  are  in  the  low  neck,  the 
primary  is  usually  below  the  clavicle  and  is  frequently  an 
adenocarcinoma.  Possible  primary  sites  in  this 
circumstance  include  lung,  gastrointestinal  tract, 
pancreas,  breast,  and  prostate. 

It  is  often  stressed  that  cervical  nodes  should  not  be 
biopsied  until  a search  for  the  primary  has  been 
completed.  Many  of  these  patients  will  eventually 
undergo  a neck  dissection  and  premature  biopsy  has 
been  demonstrated  to  increase  the  incidence  of  wound 
necrosis.^®  An  increased  incidence  of  regional  neck 
recurrence,  as  well  as  distant  metastases,  has  also  been 
reported  with  early  biopsy.^®  Thus,  the  recommended 
approach,  if  physical  examination  including  indirect 
examination  of  the  nasopharynx,  hypopharynx,  and 
larynx  is  unrevealing,  is  to  perform  direct  laryngoscopy 
and  nasopharyngoscopy  with  biopsies  of  all  suspicious 
areas.  If  a lesion  is  not  found  and  if  the  node  is  high  in  the 
neck,  blind  (random)  biopsies  of  the  tonsil  and 
nasopharynx  on  the  affected  side,  as  well  as  the  base  of 
the  tongue,  should  be  obtained.  If  the  primary  tumor  is 
still  not  uncovered,  then  a node  biopsy  is  indicated  and, 
if  positive  for  squamous  cell  carcinoma,  a radical  neck 
dissection  is  usually  performed.  If  the  node  contains 
adenocarcinoma,  a radical  neck  dissection  is  not 
indicated  and  a limited  search  to  find  a primary  site 
below  the  clavicle  is  recommended. 

Treatment 

In  considering  treatment  of  patients  with  metastatic 
undifferentiated  and  adenocarcinomas  whose  primary 
site  of  disease  remains  undetected  after  a diagnostic 
evaluation  which  includes  CT  scanning,  we  should  try  to 
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find  treatable  primaries  and  use  empiric  chemotherapy 
or  symptomatic  treatment  for  the  rest.  One  of  the  most 
treatable  disseminated  tumors  is  the  extragonadal  germ 
cell  tumor,  an  entity  previously  underdiagnosed  and, 
hence,  undertreated.  Typically,  patients  with  these 
tumors  are  men  in  the  20  to  50  year  age  range  whose 
tumors  are  predominantly  in  a midline  distrubution 
(e.g.,  mediastinum  and  retroperitoneum).“  Although 
initially  these  are  often  diagnosed  as  poorly 
differentiated  or  undifferentiated  carcinomas,  the 
patients  will  be  found  to  have  elevated  serum  levels  of 
beta-HCG  or  alpha-fetoprotein,  or  these  markers  will  be 
demonstrated  intracellularly  with  immunohistologic 
stains.  These  tumors  are  extremely  responsive  and 
frequently  curable  with  the  combination  chemotherapy 
regimens  employed  in  testicular  carcinoma  (e.g.,  cis- 
platinum,  vinblastine,  and  bleomycin).'  If  this  remains  a 
possible  though  not  proven  diagnosis,  then  a 
therapeutic  trial  with  these  three  drugs  must  be 
considered. 

After  excluding  treatable  tumors  (e.g.,  breast, 
prostate,  germ  cell),  one  is  left  with  the  prospect  of 
empiric  systemic  chemotherapy  for  patients  with 
unknown  primary  undifferentiated  and  adeno- 
carcinomas. The  value  of  this  type  of  therapy  remains  to 
be  established;  however.  Woods  et  al."^  recently 
reported  that  the  combination  of  adriamycin  and 
mitomycin  resulted  in  a 36%  response  rate  and  a 
significantly  increased  median  survival  time  for  the 
responders.  Only  symptomatic  patients  with  measurable 
disease  were  treated  in  an  effort  to  improve  their  quality 
of  life.  Many  oncologists  now  employ  the  combination 
of  5-fluorouracil,  adriamycin,  and  mitomycin  (FAM)  in 
treating  patients  with  metastatic  adenocarcinomas  from 
an  unknown  primary.  This  combination  has  been  shown 
to  be  active  in  gastric  carcinoma.'^  Certainly, 
asymptomatic  patients  need  not  receive  chemotherapy 
and  some  symptomatic  patients  might  be  better 
managed  with  palliative  radiation  therapy. 

Cervical  Nodes:  The  inability  to  locate  the  primary  site 
probably  does  not  affect  survival  in  patients  with 
squamous  cell  carcinoma  metastatic  to  upper  and  mid 
neck  nodes.  In  patients  with  a single  positive  node  less 
than  3 cm  in  diameter  (N,),  radical  neck  dissection  and 
radiation  therapy  are  equally  effective  approaches  and 
produce  three-year  disease-free  survivals  no  less  than 
67%.  The  radiation  therapy  must  cover  the 
nasopharynx,  tonsillar  fossa,  base  of  the  tongue,  and 
entire  neck.  Patients  with  more  advanced  nodal  disease 
(e.g.,  nodes  greater  than  3 cm  in  diameter,  multiple 
unilateral  nodes,  fixed  node[s|,  or  bilateral  involvement 
[N2,N3])  are  best  managed  with  a combination  of  a 
radical  neck  dissection  followed  by  more  extensive 
irradiation.  The  three-year  disease-free  survival  in  this 
group  ranges  from  31%  to  55%. " In  other  series  in  which 
the  extent  of  nodal  involvement  is  frequently  not 
mentioned,  the  results  are  variable  with  the  five-year 
survival  extending  to  44%.'^  Thus,  patients  with  high  and 
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mid  cervical  nodes  from  an  unknown  primary  are  oft( 
cured  with  appropriate  surgery  and/or  radiatic 
therapy. 

Conclusions 

1.  The  management  of  patients  with  unknow 
primary  carcinomas  requires  close  cooperatic 
between  an  experienced  cancer  pathologist  and  ; 
oncologist. 

2.  Careful  pathological  examination  isessential  and  ■ 
undifferentiated  tumors  this  will  include  immum! 
histologic  stains  and  electron  microscopy.  All  effot 
must  be  made  to  diagnose  a possible  lymphoma, 
malignancy  that  is  frequently  curable  with  appropria 
therapy. 

3.  In  women  with  metastatic  undifferentiated  ( 
adenocarcinomas,  always  obtain  estrogen  ar 
progesterone  receptor  assays  on  the  biopsy  specimen 

4.  Avoid  exhaustive,  largely  unproductive  evaluatioij 

to  find  the  primary  site.  Although  CT  scanning  h 
improved  the  diagnostic  yield,  in  the  majority  of  casn 
we  still  will  not  find  the  primary  during  the  life  of  tf 
patient  and  sometimes  not  even  after  postmortei 
examination.  j 

5.  Squamous  carcinomas  metastatic  to  high  and  m i 
cervical  nodes  can  be  effectively  treated  and  often  cure 
though  the  primary  remains  undetected. 

6.  If  in  doubt,  select  treatment  which  offers  hope  ( 
significant  palliation  or  cure  (e.g.,  cis-platinun 
vinblastine  and  bleomycin  in  suspected  extragonad  j 
germ  cell  tumors).  In  adenocarcinomas,  considc 
treatment  with  adriamycin  and  mitomycin  or  FAM.  j 
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'ost  Viet  Nam  Syndrome: 
; Critique 

al  J.  Breen,  M.D. 


jitor: 

homas  E.  Bittker,  M.D. 

Many  papers  over  the  last  ten  years  describe 
iychiatric  problems  in  Viet  Nam  veterans,  with  the 
sneral  thrust  that  these  constitute  a type  of  post- 
aumatic  stress  disorder  with  characteristics  which  are 
lecific  for  the  veterans  of  this  war.  This  is  even 
escribed  as  a “syndrome,”  consisting  of,  1)  intrusive, 
ambat-related  thoughts,  recurrent  nightmares,  or 
ashbacks  of  combat  situations,  2)  “numbing”  of 
fsponsiveness,  alienation,  detachment  and  constricted 
rfect,  3)  “specific”  symptoms  such  as  sleep 
isturbances,  depressed  mood,  anxiety,  rage, 
coholism,  chemical  dependency,  inability  to  relax, 
xaggerated  startle  response,  low  tolerance  to  stress, 
ifficulty  concentrating,  diminished  interest  in  social 
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activities  and  somatic  complaints.  It  is  stated  that  “The 
clinical  presentation  may  vary  greatly  from  individual  to 
individual.”^  It  is  not  obvious  how  such  a variety  of 
"psychiatric”  problems  could  be  related  with  very  much 
reliability  to  Viet  Nam  combat  stress.  This  conclusion  is 
not  vitiated  by  the  common  acceptance  of  a “post- 
traumatic  stress  disorder”  as  a diagnostic  entity. 

What  is  called  into  question  is  the  specificity  of  the 
syndrome  vis  a vis  the  Viet  Nam  war.  Any  syndrome  must 
be  discriminant,  not  only  with  regard  to  “normals,”  but 
also  other  pathological  states  that  may  share  some 
symptoms  with  the  delineation  of  a specific  disease 
entity.  This  is  also  true  of  etiologic  variables.  In  this 
connection,  Archibald  and  Tuddenham^  compared  the 
incidence  of  17  differentsymptoms  which  were  found  to 
discriminate  between  three  groups:  combat  veterans 
who  presented  a gross  stress  reaction;  non-combat 
veterans  who  were  seen  for  a wide  variety  of  psychiatric 
disorders,  unrelated  to  a gross  stress  reaction;  and 
healthy  combat  veterans.  The  striking  finding  here, 
unremarked  upon  by  the  authors,  was  that  the  healthy 
combat  veterans  showed  a lower  incidence  of  symptoms 
which  discriminate  for  stress  reactions  in  every  instance 
than  the  group  of  noncombat  veterans.  Moreover,  the 
differences  between  the  group  of  healthy  combat 
veterans  and  the  other  groups  were  without  exception 
very  large,  whereas  the  symptoms  of  the  other  groups 
largely  overlapped. 


ARIZONA  MEDICINE 


791 


It  would  be  very  difficult,  perhaps  impossible,  to 
discriminate  the  stress  of  serving  in  Viet  Nam  from  the 
stress  of  some  other  war;  or  thequality  of  stress  to  which 
individual  men  were  subjected  in  the  Viet  Nam  war  or 
any  war,  except  in  a subjective  way.  Frye  and  Stockton^ 
state,  “We  asked  the  following  questions  to  measure 
level  of  combat:  How  often  did  you  see  someone  killed? 
How  often  did  you  fire  your  weapon  at  the  enemy?  How 
often  did  you  see  someone  wounded?  How  often  did 
you  find  yourself  in  a combat  situation  in  which  you 
thought  you  would  never  survive?” 

The  issue  here  is  whether  such  a questionnaire  could 
measure  the  “level  of  combat,”  reported  in  this  paper  to 
be  the  second  most  important  variable  in  discriminating 
between  the  classof  Viet  Nam  veterans  experiencing  the 
syndrome  from  Viet  Nam  veterans  not  experiencing  the 
syndrome.  The  assumption  that  the  assumed  “higher 
level  of  combat”  implies  greater  “stress”  is  considered 
to  be  self-evident  because  of  the  discriminating 
character  of  this  variable;  the  possibility  that  this  variable 
is  discriminant  for  other  reasons  is  not  even  considered. 

It  is  possible,  for  example,  that  men  who  report 
symptoms  are  more  likely  to  exaggerate  or  distort  their 
recollections  of  combat  experiences.  It  does  not  seem 
possible,  in  any  case,  to  determine  the  “level  of 
combat,”  which  turns  on  the  imponderable  quality  of 
the  combat  experience.  This  cannot  be  measured  by  an 
assessment  of  “how  often  did  you  see  someone  killed.” 
There  are  absolute  differences  between  the  experience 
of  seeing  friends,  enemies,  strangers,  or  civilians  killed, 
the  way  in  which  one  may  participate,  or  not  participate, 
and  the  hundreds  if  not  thousands  of  other  variables 
which  contribute  to  the  “level  of  combat.” 

The  assumption  that  there  is  a one  to  one  correlation 
between  “level  of  combat”  and  stress  is  likewise 
unsupportable.  Level  of  stress  could  not  possibly  be 
assessed  without  regard  to  the  duration  of  the  stress. 
Nowhere  in  the  recent  papers  of  Frye  and  Stockton  or 
Friedman,  is  there  a consideration  of  this  factor.  For 
purposes  of  positing  a “Viet  Nam  Syndrome,”  it  would 
be  necessary  to  investigate  these  variables  for  other 
wars,  otherwise  there  could  be  no  basis  for  a Viet  Nam 
Syndrome  as  opposed  to  a “World  War  I Syndrome.” 
Some  reports  in  the  literature  which  are  used  to 
illustrate  diagnosis  or  treatment  of  delayed  stress 
reactions  strain  credulity,  but  the  results  are 
nevertheless  uncritically  quoted  in  subsequent  papers, 
so  that  the  research,  which  may  be  based  on  weak 
anecdotal  material,  obtains  a spurious  authority. 

In  one  story,  the  patient  described  “extensive  combat 
. . . missions  involving  'infiltration  behind  enemy  lines’ 
with  killing  of  many  enemy  soldiers  in  hand-to-hand 
combat . . . many  buddies  killed  by  enemy  fire.”  He  goes 
on  to  elaborate  a story  of  hospitalized  POW’s  being 
herded  into  “deep,  rat-infested  pits”  where  “healthier 
prisoners  would  hide  behind  their  screaming,  dying 
buddies,  who  were  being  eaten  by  the  rats.”’  This  type  of 
story  is  more  suggestive  of  a psychotic  fantasy  than  any 


actual  experience.  Presumably,  “infiltration  behij 
enemy  lines”  means  that  he  was  sent  on  infantry  comf  i 
patrols.  In  spite  of  Hollywood,  these  seldom  resulted 
“hand-to-hand”  combat.  The  purpose  of  most  su 
patrols  was  reconnaissance,  not  likely  to  be  ve| 
successful  if  it  frequently  resulted  in  hand-to  hai 
combat.  The  same,  of  course,  might  be  said  for  the  ra 
use  of  patrols  for  sabotage.  The  rat  story,  purportedly 
an  Italian  POW  hospital,  is  so  intrinsically  improbat 
that  it  requires  no  comment.  It  should  be  observed  tFl 
there  is  no  objective  way  of  validating  such  stories.  , 

Psychiatric  papers,  quoted  by  veterans'  groups,  T.i 
shows  and  popular  magazines,  usually  try  to  dramatii 
the  plight  of  the  returning  veteran.  This  has  created 
situation  akin  to  the  “compensation  neurosis”  which  i 
frequent  consequence  of  automobile  or  industr 
accidents.  In  these  situations,  chronic,  disablii 
sequelae  are  an  outcome  of  even  minor  injut 
Although  there  is  frequently  some  monetary  ga 
involved  in  being  thus  disabled,  this  is  not  always  tl, 
case,  and  it  is  a misunderstanding  to  regard  tf! 
advantage  as  of  central  importance. 

The  root  of  the  problem,  overshadowing  every  oth 
influence  in  the  direction  of  disability,  is  the  opportuni. 
to  “regress.”  Here  regression  is  understood  to  mean  tf 
adoption  of  an  attitude  which  had  been  superseded  i 
the  process  of  normal  maturation  and  development.  It 
assumed  that  the  wish  to  recreate  modes  of  gratificatic 
which  have  been  relinquished  as  part  of  the  process  ( 
growing  up  is  latent  in  everyone.  Thus,  at  some  leve 
everyone  would  like  the  pleasure  and  security  of  beir 
totally  cared  for,  and  devoid  of  any  responsibility,  whic, 
has  to  be  given  up  in  the  ordinary  course  of  becoming  a 
adult. 

There  is  much  indirect  evidence  that  cultural  factoij 
are  of  major  importance  in  the  incidence  of  acute  c 
delayed  stress  reactions,  and  in  the  compensatio 
neurosis. 

In  World  War  II  the  Allied  policy  of  rotating  air  fore 
pilots  out  of  combat  after  a fixed  number  of  missions  w^| 
probably  responsible  for  a very  high  percentage  c 
psychiatric  casualties,  as  the  end  of  their  combat  tou 
approached.  The  Soviet  Union,  who  had  no  such  policy 
claimed  a much  lower  incidence  of  psychiatric  casualt 
in  their  pilots.  In  Korea,  as  a consequence  of  experienci 
in  World  War  II,  acute  psychiatric  casualties  were  seei 
immediately  by  a psychiatrist,  and  returned  to  combai 
with  the  absolute  minimum  of  delay.  In  World  War  II  th  I 
evacuations  from  combat  due  to  psychiatril 
disablement  were  almost  25%.  They  were  only  si| 
percent  in  Korea,  and  less  than  two  percent  in  Viet  Narri 
That  such  acute  stress  reactions  are  influenced  by  man  I 
factors  other  than  the  severity  of  the  stress  seem: 
beyond  dispute,  in  spite  of  assertions  to  the  contrary.! 

In  the  case  of  hysterical  type  disorders,  with  somatiii 
complaints,  the  influence  of  social  factors  i. 
overwhelmingly  evident,  for  example  in  the  relativel'^ 
frequent  outbreaks  of  vomiting  and  lethargy  in  schoo, 
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hildren,  at  first  attributed  to  toxic  wastes,  food 
oisoning,  or  other  causes,  but  then  discovered  to  be 
lass  hysteria.  There  may  be  a history  of  much 
ramatization,  with  transport  by  helicopter  to  medical 
anters,  T.V.  crews,  the  arrival  of  paramedics,  etc.  The 
inical  parallel  between  the  "compensation”  type  of 
isorder  and  the  chronic  or  delayed  stress  disorder  is 
ary  clear. 

The  "rage  and  paranoia”  described  as  specificfor  Viet 
am  veterans  consisting  of  "statements  and  behavior 
jggesting  underlying  paranoid  thoughts  or  personality 
isorders,  with  projective  thinking  and  angry  complaints 
aout  governmental  or  societal  collusion  against 
lem,”^  is  not  unique  to  any  type  of  delayed  stress 
isorder,  and  is  most  common  in  the  ordinary  type  of 
ampensation  neurosis.  The  explanation  forthis  is  in  the 
are  importance  of  regression  in  the  development  of 
lese  disorders,  as  previously  mentioned.  The 
rejection,  rage,  and  paranoia  is  seen  as  a defense 
gainst  the  feeling  of  shame,  and  to  a lesser  extent  guilt, 
hich  is  a universal  consequence  of  regression.  This  is 
ecause  regression  involves  a violation  of  the  ideal 
nage  of  one's  self  which  was  achieved  with  so  much 
ffort  in  the  normal  process  of  maturation.  Even  when 
ie  regression  is  rationalized  (with  an  assist  from 
octors?)  there  remains  a residuum  of  the  old  ego  ideal, 
) that  the  gulf  between  ideal  and  reality  has  widened. 
One  observes  the  psychodynamics  of  this  type  of 
lame  very  clearly  in  the  old  stroke  victims  who  become 
neuretic;  no  amount  of  reassurance  can  eradicatetheir 
eep  feelings  of  shame.  Papers  which  dramatize  the 
eculiar  aspects  of  the  Viet  Nam  experience,  then, 
Dntribute  to  the  prevalence  of  the  disability  which  they 
escribe  but  misperceive  as  a consequence  of  the 
nique  horrors  of  the  Viet  Nam  conflict. 

The  following  case  history  illustrates  some  of  the 
itrogenic  aspects  of  an  uncritical  acceptance  of  the 
Viet  Nam  Syndrome”  as  explanatory  of  one  type  of 
ehavior  disorder:  This  was  a 28-year-old  Viet  Nam 
steran  who  was  referred  by  a U.S.  Court  for  "a  general 
sychological  profile  delineating  specific  psycho- 
)gical/mental  sequelae  which  may  predispose  or 
lotivate  him  to  commit  senseless  crimes.” 

He  enlisted  in  the  Army  in  September  1969,  and  was 
ischarged  in  1972.  Since  that  time,  he  had  been  charged 
'ith  possessing  and  selling  drugs,  forgery  involving 
olen  credit  cards,  motor  vehicle  violations,  and  in  1976 
e devised  a scheme  for  defrauding  banks  which  he 
sed  on  at  least  15  different  banks,  from  the  East  Coastto 
lawaii.  He  was  tried,  convicted  on  several  counts,  and 
laced  on  probation.  There  were  numerous  reports  in 
is  file  of  references  to  combat  experiences  in  Viet  Nam, 
^hich  were  considered  to  be  of  some  possible 
tiological  import  in  the  effort  to  understand  his 
ehavior.  One  report  stated,  "He  was  sobbing  openly 
nd  readily  admitted  his  criminal  behavior ...  He  stated 
lat  there  was  an  incident  during  his  military  service 
/hich  he  had  ‘never  forgotten’  and  he  intimated  that 


this  plays  a very  significant  part  in  the  problems  he  had 
since  discharge,  and  that  he  had  never  shared  the 
incident  with  anyone.  When  pressed  for  details  he  was 
overcome  with  tears,  and  unable  to  go  on.  It  was 
apparent  from  his  affect . . . that  the  incident  was  a most 
traumatic  and  unresolved  experience.”  Another 
probation  officer,  in  a telephone  conversation  with  me 
some  two  years  later  stated  the  the  patient  had  been 
subjected  to  “unspeakable  trauma”  in  Viet  Nam,  and 
that  it  was  felt  by  himself  and  the  psychiatrist  who  had 
previously  evaluated  him,  that  the  “unspeakable 
trauma”  was  the  key  to  the  etilogy  of  his  inexplicable 
behavior. 

In  the  patient’s  discussion  with  me,  the  thrust  of  his 
justification  for  his  illegal  behavior  seemed  to  be  that  he 
had  been  irreparably  damaged  in  a psychological  way  by 
his  war  experience.  At  this  point  he  cried,  and  it  seemed 
that  the  traumatic  experience  was  so  disturbing  that  he 
was  unable  to  talk  about  it.  When  I persisted,  in  spite  of 
his  tears,  hefinally  admitted  that  he  had  been  an  avionics 
technician,  and  that  in  fact,  he  had  not  seen  any  combat 
at  all.  Very  plaintively  he  said,  "Don’t  you  think  that  it  is 
stressful,  just  being  in  the  military?” 

This  case  history  is  not  a perfect  example  of  the 
iatrogenically  precipitated  type  of  compensation 
neurosis,  but  it  does  illustrate  very  well  how  the 
nondiscriminating  inferences  which  lead  to  the 
diagnosis  of  a “Post  Viet  Nam  Syndrome”  can  facilitate 
regression,  which  then  becomes  rationalized  and  thus 
acceptable. 

In  the  above  case,  this  patient’s  need  for  love  and 
affection  is  distorted,  so  that  he  thinks  of  this  primarily  in 
terms  of  self-pity,  and  in  projected  form,  the  pity  of 
others.  He  feels  that  he  has  been  damaged  by  life,  and 
this  serves  two  purposes  for  him.  He  is  able  to  justify  his 
stealing  on  the  ground  that  it  is  a consequence  of  the 
“stress”  to  which  he  has  been  subjected.  If  he  is 
punished,  this  becomes  a source  of  gratification,  too, 
because  it  augments  his  self-pity.  His  confabulatory  and 
quasi-delusional  Viet  Nam  trauma  story  is  sustained  by 
current  psychiatric  theorizing,  even  though  good  reality 
testing  on  his  part  would  make  this  difficult;  how  much 
easier  must  be  the  acceptance  of  the  iatrogenically 
destructive  blandishments  of  the  “Post-Viet  Nam 
Syndome”  in  those  veterans  who  did  develop  acute 
disorders  in  combat,  whose  real  experiences  are,  for 
them,  forever  undeniable? 
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A 62-year-old  lady  recently  had  orthopedic  surgery. 
She  complained  of  mild  pain  in  her  left  calf,  but  had  no 
swelling  or  tenderness  to  palpation.  Because  of  clinical 
suspicion,  a radiographic  procedure  was  performed, 
(Figure). 

What  is  the  procedure? 

What  are  the  findings? 


From:  The  Department  of  Diagnostic  Radiology  (JML,  S)H)  and  r-  ■ ^ o to 

Pulmonary  Medicine  (BC),  Scottsdale  Memorial  Hospital,  7400  East  Continued  on  Page  79 
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Lbstract 

Hoemako  Hospital  is  a 65-bed  institution  located 
lightly  north  of  a point  midway  between  Phoenix  and 
ucson.  It  has  a drawing  area  with  a 30-mile  radius 
incompassing  about  40,000  people.  A fair  number  are 
ilderly  winter  visitors.  There  is  24-hour  emergency 
)hysician  coverage,  all  being  certified  in  Advanced 
lardiac  Life  Support  and  members  of  the  American 
lollege  of  Emergency  Physicians.  Two  also  hold  ACLS 
nstructor’s  certificates.  There  are  three  internists  on 
taff,  including  a cardiologist.  Critical-care  services 
nclude  a 4-bed  ICU-CCU,  plus  four  telemetries; 
nvasive  monitoring  capabilities  are  also  present.  All 
lurses  have  basic  rescue  certificates  and  some  possess 
^CLS  certification.  Pre-hospital  care  is  given  by 
ntermediate  Emergency  Medical  Technicians  and 
)aramedics. 

•rom:  Hoemako  Hospital,  Casa,  Grande,  Arizona.  Dr.  Guerrero, 
director  E.D.,  Dr.  Reyes,  Staff  E.D.,  and  Dr.  Yekanath,  Attending 
lardiologist. 


Methodology 

In  order  to  evaluate  and  monitor  CPR  experience  at 
Hoemako  Hospital,  a code-arrest  registry  was  opened  in 
early  1980.  This  paper  deals  with  the  period  of  January  1 
to  December  31, 1981.  When  a code  is  announced,  the  E. 
D.  physician  manages  it  until  the  attending  doctor’s 
arrival.  From  then  on,  it  becomes  a joint  effort. 
Resuscitation  is  done  following  current  ACLS 
recommendations.  The  decision  to  terminate  efforts  is  a 
joint  one,  based  on  whether  further  attempts  are 
indicated.  A copy  of  the  work  sheet,  rhythm  strips,  chart 
are  sent  to  the  CPR  committee.  These  are  reviewed  in  an 
on-going  manner  and  presented  at  the  CPR 
Committee’s  quarterly  meetings. 

Only  so-called  full  codes  were  included.  This  resulted 
in  exclusion  of  respiratory  arrests,  syncope,  life- 
threatening  dysrhythmias  promptly  treated,  terminally- 
ill  patients  whose  death  was  imminent,  and  obvious 
DOA’s.  If  pre-hospital  personnel  brought  in  a patienton 
whom  they  had  already  started  resuscitation,  this  was 
included  if  the  E.  D.  physician  run  the  code  over  five 
minutes.  With  that  methodology,  out  of  61  codes,  48 
were  retained,  involving  45  patients. 


Results 

Average  age  of  patients:  66  years. 

Average  age  of  survivors:  70  years. 


Attempts 

Survived 

CPR  initiated  pre-hospital 

22 

3 

CPR  initiated  in-house: 
E.D. 

9 

3 

ICU-CCU 

11 

5 

Floor 

6 

1 

48 

12 

Survival,  short-term 

2 

Survival,  long-term 

10 

Primary  Diagnosis 

12 

Cases 

Survived 

Ml  or  possible  Ml 

14 

6 

Cardiovascular 

10 

3 

Pulmonary 

4 

1 

Trauma-related 

2 

0 

Cl  symptoms 

3 

2 

Others 

15 

48 

12 

Preexistent  Diseases 

Cardiovascular  (HPN,  cardiac 
history,  ASCVD) 

18 

Pulmonary 

7 

Diabetes 

6 
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Dysrhythmia  at  Arrest 

Cases  Survived 

Ventricular  fibrillation  15  8 

Ventricular  tachycardia  4 2 

Asystole,  EMD,  idioven- 
tricular rhythm  20  0 

Others  9 2 


“Down-time”  before  CPR,  no  survival  was  over 
five  minutes. 

“Down-time”  before  CPR,  with  survival,  less  than 
one  minute. 

Four  witnessed  arrests,  one  survival. 

Average  duration  of  pre-hospital  code: 

30  minutes 

Average  duration  of  pre-hospital  code,  with 
survival:  14  minutes. 

Average  duration  of  in-hospital  code: 

35  minutes 

Average  duration  of  in-hospital  code,  with  survival: 

14  minutes. 

Discussion 

The  literature  does  not  show  a uniform  reporting 
system  although  this  has  been  proposed  by  Eisenberg  et 
al.^  We  have  divided  ours  into  short-term  survival  (died 
during  hospital  stay),  and  long-term  survival  (lived  to 
discharge).  Survival  rates  range  from  14%  to  30%  for  both 
pre-hospital  and  in-house  CPR.^ 

Twenty-two  received  pre-hospital  ACES,  and  three 
survived  to  discharge  (13%).  This  compares  to  the  pre- 
hospital range  as  reported  by  Eisenberg  et  al.,  3.5%  to 
31 .0%. 

The  dysrhythmia  presented  by  our  survivors  was 
either  ventricular  fibrillation  or  tachycardia.  According 
to  Mackintosh  et  al.,  ventricular  fibrillation  is  amenable 
to  a 50%  discharge  rate,  an  observation  we 
corroborated.  Out  of  48  cases  12  (26.6%)  survived  short- 
term, expiring  within  24  hours.  Of  the  other  ten,  all 
survived  to  discharge  (22.2%).  Those  who  showed  an 
initial  dysrhythmia  at  arrest  consisting  of  asystole,  EMD, 
idioventricular  rhythm,  either  died  or  lived  no  more 
than  24  hours.  The  advanced  ages  o^  our  patients 
correlates  with  that  segment  of  the  population 
susceptible  to  heart  disease.  Although  we  had  one 
survivor  who  was  35  years  old.  The  majority  were  winter 
visitors. 

Conclusions 

1.  There  appears  to  be  evidence  supporting  the 
effectiveness  of  pre-hospital  BCLS  and  ACES  programs. 

2.  Ventricular  fibrillation  and  tachycardia  are  the 
dysrhythmias  most  amenable  to  correction. 

3.  Advanced  age  per  se  is  not  a barrier  to  survival  after 
a cardiopulmonary  arrest. 

4.  Small,  rural  hospitals  can  deliver  survival  rates 
comparable  to  larger,  metropolitan  hospitals. 
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irombosis. 
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Neopito  L.  Robles,  M.D. 


Deep  venous  thrombosis  (DVT)  is  a major  cause  of 
lorbidity  and  mortality  in  the  United  States  today, 
lowever,  clinical  diagnosis  is  notoriously  inaccurate, 
nd  anticoagulant  therapy  for  DVT  is  associated  with 
gnificant  complications.  Therefore,  confirmation  of 
^e  clinical  diagnosis  is  often  mandatory.  Doppler 
Itrasound,  impedance  plethysmography,  radionuclide 
enography  and  1-125  fibrinogen  uptake  have  all  been 
roposed  as  relatively  non  invasive  means  for  confirming 
le  presence  of  venous  thrombi.  Contrast  venography, 
owever,  still  remains  the  “gold  standard,”  the 
iagnostic  procedure  of  choice. 

Technique  is  important  in  the  performance  of  a lower 
xtremity  venogram.  The  patient  should  be  examined  in 
ear  upright  position,  with  the  examined  leg  in  a non- 
/eightbearing  position.  This  assures  filling  of  all  the  calf 
eins,  and  avoids  false  positive  diagnoses.  Acute  thrombi 
ppear  as  intraluminal  filling  defects.  (Figure).  If  the  clots 
ibstruct  the  veins  completely,  contrast  bypasses  the 
ffected  veins,  and  therefore  nonfilling  of  a vein 
adicates  DVT  if  the  procedure  is  done  correctly.  As 
hrombi  age,  they  become  adherent  to  the  vessel  wall, 
nd  this  appearance  has  been  called  subacute 
hrombophlebitis.  In  chronic  cases,  there  is  recanali- 
ation  of  veins,  most  often  seen  as  reorganization  of  the 
emoral  veins  in  the  thigh. 

Our  patient  had  no  positive  FHoman’s  sign  or  swelling, 
llustrating  the  undependability  of  clinical  signs  and 
ymptoms  in  the  diagnosis  of  DVT.  Clinical  suspicion  led 
o the  venogram,  and  treatment  was  begun  immediately 
ifter  the  presence  of  DVT  was  confirmed.  The  patient 
lad  an  uneventful  recovery. 
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Sleep  Disorders 

“God  bless  the  man  who  first  invented 
sleep” 

Laurence  Stern  (1713-1768) 

It  is  quite  remarkable  that  we  know 
so  little  about  a state  that  consumes  a 
third  of  our  lifetime.  We  are  not  even 
sure  why  we  sleep.  We  do  not  seem  to 
deteriorate  physically  from  sleep 
deprivation,  yet  throughout  history 
mankind  has  always  been  obsessed  with 
sleep’s  alleged  healing  and  rejuvenating 
powers.  In  recent  years  interest  in  sleep 
disorders  has  increased  remarkably. 
Physiologic  and  psychologic 
methodology  and  technology  has 
improved.  Classification  systems  have 
evolved.  The  University  of  Arizona 
Health  Sciences  Center  too,  has  been 
involved  in  this  trend.  New  education, 
research,  and  service  activities  have 
appeared.  The  breadth  and  depth  of 
these  syndromes  are  impressive  and 
deserving  of  a brief  descriptive 
overview. 

Insomia  is  used  to  describe  a state  in 
which  an  individual  complains  of  being 
unable  to  get  to  or  maintain  sleep, 
regardless  of  whether  this  is  in  fact 
true.  Some  insomniacs  have  a perfectly 
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normal  sleep  pattern.*  In  contrast  many 
short  sleepers  do  not  complain  of 
insomnia,  are  perfectly  content  and 
highly  productive.'  The  insomniac  has 
an  expectation  that  the  night’s  rest 
should  have  been  better,  and  believes 
that  the  failure  produces  much 
psychological  suffering  with  attendant 
psychosomatic  symptoms.  At  best, 
insomnia  is  a boring  experience. 

Insomnia  is  common  and  thus 
commonly  mistreated.^  The  first  step 
should  not  be  to  prescribe  sleeping 
pills  or  tranquillizers,  in  fact,  that  may 
not  be  a suitable  final  choice  either. 

The  first  approach  is  to  remove  factors 
obviously  contributing  to  sleep 
disturbance  such  as  ingestion  of 
caffeine  and  alcohol,  and  sleeping  in  an 
overheated,  stuffy,  or  noisy  room.  The 
second  is  to  look  for,  and  hopefully 
treat  medical  illnesses  or  other  sleep- 
related  disturbances  that  may  disturb 
the  patient’s  rest.  The  cause  and  effect 
frequently  can  be  demonstrated  by 
polysomnography.  Psychological  factors 
are  prominent  and  usually  require 
evaluation  and  treatment. 

Hypersomnia  or  excessive  daytime 
sleepiness  is  characterized  by  the 
tendency  to  have  sleep  attacks  at 
inconvenient  times^  such  as  driving, 
eating,  dating  and  engaging  in 
business;  all  having  potentially 
unpleasant  consequences.  Although 
narcolepsy  is  a common  cause  of 
hypersomnia,  it  is  by  no  means  the  sole 
cause.''  Hypersomnia  may  be  idiopathic 
(unaccompanied  by  the  tetrad)  or  it 
may  be  secondary  to  insomnia,  sleep 
apnea,  nocturnal  myoclonus,  metabolic 
encephalopathy  and  central  nervous 
system  injury.  A most  important  and 
avoidable  cause  is  the  excessive  use  of 
sleeping  pills  and  tranquillizers.  It  can 
be  difficult  clinically  to  distinguish 
between  hypersomnia  and 
pseudohypersomnia,  the  latter  being  a 
feigning  of  sleep  for  psychological 
reasons. 

Thus  far  we  have  talked  about 
disturbances  of  quantity  of  sleep,  but 
what  do  we  call  disturbances  of  quality 
of  sleep?  We  use  the  term  parasomnia, 
of  which  there  are  many  types.  In  some 
individuals  their  parasomnias  may 
disturb  their  sleep  sufficiently  to  cause 


! 

a secondary  insomnia.  Well  known  to 
all  are  sleep-walking,  sleep-talking, 
bedwetting,  night  terrors,  nightmares, 
and  bruxism  (grinding  the  teeth),  most 
of  which  occur  in  childhood.^  In  the 
adult  sleep  disorders  clinic,  we  tend  to 
see  other  conditions  such  as  nocturnal 
myoclonus,  which  is  a startling  jerking 
of  the  body  and  not  much  of  a 
problem  as  long  as  it  is  infrequent,  anc 
the  restless  legs  syndrome,  which  is  an 
unpleasant  sensation  in  the  legs 
compelling  the  patient  to  move 
continually  while  drowsy. 

No  discussion  of  sleep  disorders 
should  fail  to  put  anything  less  than 
great  emphasis  on  the  Sudden  Infant 
Death  Syndrome  (SIDS).®  It  is  the  most 
common  cause  of  death  in  infants 
between  one  week  and  twelve  months 
of  age,  and  the  deaths  usually  occur  in 
the  first  six  months  of  life.  Infants  at 
risk  for  SIDS  include  prematurity,  male 
sex,  a recent  upper  respiratory 
infection,  a family  history  of  SIDS  and 
past  history  of  near-miss.  Home 
cardiorespiratory  monitoring  has 
reduced  significantly  the  infant 
mortality  and  the  agonizing  parental 
anxiety.  It  is  critical  that  clues  to  this 
condition  are  never  ignored,  and  that 
management  be  initiated  emergently. 

The  importance  of  these  syndromes 
and  disorders  is  apparent.  Patient 
referrals  are  everyday  increasing  and 
encouraged.  Teaching  of  the  topic  has 
received  new  emphasis  in  many 
undergraduate  courses  and  clerkships. 
A center  has  been  established  to  focus 
research  on  Sudden  Infant  Death. 
There  has  indeed  been  an  awakening. 

Colin  Bamford,  M.D. 

Associate  Professor  and 
Acting  Head 

Department  of  Neurology 

Louis  J.  Kettel,  M.D. 

Dean,  College  of  Medicine 
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All  physicians  with  physical  disability, 
no  matter  how  small,  are  encouraged 
to  respond.  Information  from  a doctor 
with  even  a minor  disability  may  be  of 
value  to  another  doctor  with  multiple 
disabilities.  The  cornerstone  of  this 
project  is  your  participation. 


An  Open  Letter 
To  All  Physicians 
With  Physical  Disability 


Frank  C.  Zondio,  M.D. 

St.  Paul-Ramsey  Hospital 
Medical  Education  and 
Research  Foundation 


Editor 

Marshall  B.  Block,  M.D. 


Associate  Editors 
Kenneth  Desser,  M.D. 
C.  Herbert  Fredell,  M.D. 
Warren  Gorman,  M.D. 


Editorial  Board 
Thomas  E.  Bittker,  M.D. 

Jonn  R.  Green,  M.D. 
John  W.  Kennedy,  M.D. 
William  B.  McGrath,  M.D. 
Arthur  R.  Nelson,  M.D. 
Charles  Nugent,  M.D. 

Eric  Prosnitz,  M.D. 
Sydney  Salmon,  M.D. 
Lawrence  Stern,  M.D. 


Managing  Editor 
Bruce  E.  Robinson 


Editorial  Assistant 
Joan  M.  Alexander 


For  the  past  two  years,  we  have  been 
involved  in  compiling  a resource 
directory  for  physicians  with  physical 
disability.  The  work  is  funded  by  a 
grant  from  the  St.  Paul-Ramsey  Hospital 
Medical  Education  and  Research 
Foundation.  The  purpose  of  the  project 
is  to  list  physicians  with  various  physical 
disabilities  who  are  willing  to  provide 
information  and  referral  services  to 
physicians  who  incur  the  same  disability 
and  need  specific  information.  Existing 
rehabilitation  programs  are  simply  not 
equipped  to  deal  with  the  situation. 

The  biggest  problem  we  are 
encountering  is  poor  participation.  It  is 
currently  estimated  that  four  percent  of 
all  physicians  are  not  in  active  practice 
because  of  a physically  disabling 
condition,  and  the  25%  of  the 
physicians  have  the  potential  to  be 
rehabilitated  into  the  active  practice  of 
medicine.  In  real  numbers  this 
constitutes  one  percent  of  the  licensed 
physicians  in  this  country  or  4,500 
physicians.  Our  goal  is  to  identify  these 
physicians  and  encourage  their 
participation.  To  date  we  have  placed 
advertisements  in  over  100  major 
medical  journals  and  have  had  response 
from  less  than  200  physicians.  In 
retrospect,  it  appears  this  was  due  to 
the  use  of  inappropriate  terminology  in 
the  ads.  Physical  disability  does  not 
imply  inability.  Our  use  of  the  term 
“handicapped  physician”  was 
inappropriate  since  the  majority  of 
physically  disabled  physicians  are  not 
handicapped  in  their  practice  of 
medicine.  We  apologize  for  the 
inappropriate  terminology  and  again 
ask  that  all  physicians,  active  or 
inactive,  with  any  type  of  physical 
disability  contact  Dr.  Zondio,  St.  Paul- 
Ramsey  Hospital  Medical  and  Education 
Research  Eoundation,  640  jackson 
Street,  St.  Paul,  Minnesota  55101.  The 
directory  will  be  completed  in  six  to 
eight  months  and  at  that  time  it  will  be 
sent  to  only  those  physicians  who  are 
listed  therein.  Upon  receipt  of  your 
initial  response,  information  forms  will 
be  mailed.  All  correspondence  is 
confidential. 


Editor: 

I’d  like  to  entitle  this  “article”  “Help 
me,  I’m  only  a Spouse.” 

November  1979  my  wife  suffered  a 
stroke.  After  being  treated  by  the 
paramedics  and  an  ambulance  ride  to 
the  Good  Samaritan  Hospital,  her 
personal  physician  was  called  in  to  be 
her  primary  physician. 

I waited  and  waited  for  the  doctor  to 
get  the  information  he  needed  from  all 
the  tests  and  from  all  the  doctors.  But 
nary  a phone  call  from  the  doctor.  I 
waited  about  a month  and  finally  called 
the  doctor.  He  curtly  said,  “call  my 
office  for  an  appointment.”  He  would 
not  answer  my  questions  over  the 
phone.  So,  I redialed  and  spoke  to  his 
receptionist.  It  was  about  a week  later 
before  I could  get  an  appointment.  At 
this  meeting,  his  answers  were  only 
partly  satisfactory. 

You  must  understand  that  as  a 
pharmacist  and  owner  of  a pharmacy,  I 
could  not  antagonize  the  doctor.  Yet, 
as  a husband,  I wanted  and  needed 
much  more  help  and  information  than  I 
was  getting. 

Now,  my  wife  is  in  another  nursing 
home  and  I used  this  as  an  excuse  to 
change  doctors.  But,  again,  although 
this  doctor  or  an  associate,  makes 
monthly  calls  to  the  nursing  home.  He 
does  not  phone  me  with  any 
information.  I do  admit,  when  I phone 
him,  he  does  return  my  call  and  answer 
my  questions. 

I know  doctors  are  very  busy  these 
days.  With  patients’  visits  being  valued 
to  them  at  $25.00  or  more,  they  can’t 
afford  to  take  time  to  speak  to  a mere 
spouse.  But,  really,  why  can’t  the 
receptionist  get  the  spouse  on  the 
phone  for  the  busy  doctor?  The  spouse 
is  responsible  for  all  the  bills  and  does 
most  of  the  worrying  for  the  patient. 
Please,  help  me.  I’m  only  a spouse. 

A worried  spouse. 
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Editor: 

Please  refer  the  enclosed  to  the 
poetry  section  of  your  August 
magazine,  Arizona  Medicine.  It  appears 
that  Dr.  Jarrett  has  a monoply  on  jingles 
related  to  various  subjects.  If  he  can  get 
published  I see  no  reason  why  I can’t 
be  given  the  same  consideration. 

There  was  a surgeon  named  Jarrett 
He  defected  to  the  pathology  garret 
For  better  or  worse 
He  dabbled  in  verse — what  a curse! 
The  poets  of  yore  they  did  rant, 

They  did  roar 
NEVERMORE 

If  I were  Jarrett,  I wouldn’t  dare  it! 
There  may  be  bats  in  the  garret. 

With  apologies  to  anyone  who  reads 
this, 

I remain,  your  humble  servant, 

Dermont  W.  Melick,  M.D. 

Phoenix,  Arizona 


Briefly  Noted 

J 


ACLS  Instructor  Manuel  Ma.  Guerrero,  III,  M.D.  with  two  of 
the  students  at  the  September  ACLS  Provider  Course,  Christian 
F.  Risser,  M.D.,  Phoenix  and  Raymundo  Villalva,  M.D.  of 
Kearny  (left  to  right). 


Hector  Allende,  M.D.,  and  Daniel  |. 
Fredman,  M.D.,  Tucson,  were  recent 
guests  on  “Revista  Mexicana,’’  a 
Spanish  language  telecast  aired  by 
Channel  9,  KCUN-TV  in  Tucson. 

Jack  Copeland,  M.D.,  Tucson, 
addressed  the  Phoenix  Chapter  of  the 
University  of  Arizona  Alumni 
Association  on  November  9.  His  topic 
was,  “Who  Needs  Heart  Transplantation 
and  How  Does  it  Affect  Their  Lives.” 

Dr.  Copeland  is  chief  of  the 
Cardiovascular  and  Thoracic  Section  of 
the  University  of  Arizona  Health 
Sciences  Center  and  president  of  the 
International  Heart  Transplantation 
Society. 

Richard  O.  Flynn,  M.D.,  Tempe, 
discussed  the  goals  and  objectives  of 
the  Arizona  Medical  Association  at  the 
October  meeting  of  the  Mohave 
County  Medical  Society  in  Kingman. 

Michael  F.  Montijo,  M.D.,  Tucson, 
taped  an  interview  on  “Diabetes”  on 
KXEW,  Tucson’s  Spanish  language  radio 
station. 

Mohammed  H.  Nomaan,  M.D., 

Tucson,  has  been  appointed  Director  of 
Pediatric  Services  at  Tucson  General 
Hospital. 

John  E.  Oakley,  M.D.,  Arizona 
Medical  Association  President  from 
Prescott,  was  the  featured  speaker 


Phoenix  cardiologist  David  R.  Long,  M.D  discussed  “Coronary 
Artery  Disease”  at  the  September  “Health  Talk”  cosponsored 
by  the  Arizona  Medical  Association  and  Blue  Cross  & Blue 
Shield  of  Arizona. 
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/hitney  R.  White,  M.D.  and  Richard  W.  Abbuhl,  M.D.,  Phoenix,  represented  the 
ledical  profession  when  Governor  Bruce  Babbitt  proclaimed  November  7-13  as 
Medical  T ranscriptionist  Week.”  Drs.  White  and  Abbuhl  (back  row,  left  to  right) 
re  shown  with  officers  of  the  Valley  of  the  Sun  Chapter  of  the  American 
issociation  for  Medical  Transcription. 


Bertram  L.  Snyder,  M.D.  explains  a point  to  Dr.  and  Mrs.  Howard  Kravetz  at  the 
Exercise  and  Physical  Fitness  for  the  Weekend  Warrior  seminar. 


“If  voluntary  activities  were  ever  to  be 
absorbed  by  government  agencies,  this 
civilization  would  be  over.” 

Herbert  Hoover 


when  members  of  the  Northern 
Arizona  Chapter  of  the  American 
Association  for  Medical  Transcription 
held  their  first  meeting  in  Prescott. 

Edward  Perlstein,  M.D.,  Mesa,  was 
recently  elected  to  fellowship  in  the 
11,500  member  American  College  of 
Cardiology. 

Rex  A.  Peterson,  M.D.,  Phoenix,  was 
awarded  the  American  Society  of  Plastic 
and  Reconstructive  Surgeons  (ASPRS) 
Special  Honorary  Citation  during  the 
Society’s  1982  Annual  Scientific  Meeting 
held  in  Honolulu  in  October.  Dr. 
Peterson  is  a past  president  of  ASPRS 
and  founded  and  served  as  president  of 
the  Educational  Foundation  of  the 
American  Cleft  Palate  Association  in 
1973. 

Sidney  E.  Salmon,  M.D.,  Director  of 
the  University  of  Arizona  Cancer 
Center,  recently  was  an  Invited  Lecturer 
in  the  People’s  Republic  of  China.  Dr. 
Salmon  lectured  for  two  weeks  in 
Peking  and  Shanghai  as  a guest  of  the 
Academy  of  Traditional  Chinese 
Medicine. 

Richard  D.  Zonis,  M.D.,  Scottsdale, 
has  been  appointed  by  Governor  Bruce 
Babbitt  to  a five-year  term  on  the  Board 
of  Medical  Examiners  (BOMEX).  Dr. 
Zonis’  membership  fills  a vacancy  which 
has  existed  since  July  1,  1982.  His  term 
will  begin  July  1,  1983. 

ArMA  members  participating  in  the 
first  program  in  the  1982-83  Current 
Perspectives  series,  “Exercise  and 
Physical  Fitness  for  the  Weekend 
Warrior"  included  Stuart  I.  Holtzman, 
M.D.,  Program  Director  and  Karen 
Crippen  Larson,  M.D.  of  Tucson;  John 
P.  Kelley,  M.D.,  Scottsdale;  and  Morton 
H.  Dubnow,  M.D.,  Phoenix.  Registrants 
represented  20  medical  specialties  and 
14  Arizona  communities.  Current 
Perspectives  III:  Medical  and  Surgical 
Management  of  Coronary  Artery 
Disease  is  scheduled  for  Saturday, 
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Participating  in  the  first  Current  Perspectives  seminar,  Excercise 
and  Physical  Fitness  for  the  Weekend  Warrior,  were  (left  to  right) 
Drs.  Morton  H.  Dubnow,  Phoenix;  Stuart  I.  Holtzman,  Program 
Director,  Tucson;  and  John  P.  Kelley,  Scottsdale,  Not  shown:  Drs. 
Thomas  C.  Rotkis  and  Karen  Crippen  Larson,  Tucson 


December  18,  1982  at  the  ArMA 
Building.  There  is  no  charge  for  ArMA 
members  (non-members  $20).  Advance 
registration  required. 

The  Arizona  Medical  Association 
welcomes  the  following  Physicians  who 
have  become  recent  members. 

Coconino 

Robert  K.  Phillips,  M.D. 

General  Practice 
6050  Highway  179,  Sedona 
University  of  Nebraska  - 1952 

Maricopa 

Joanne  M.  Ceimo,  M.D. 

Cardiology 

10585  North  Tatum  Boulevard 
No.  D-137,  Paradise  Valley 
New  York  Medical  College  - 1975 

John  M.  Stein,  M.D. 

General  Surgery 

1402  North  Miller  Road,  Scottsdale 
Harvard  Medical  School  - 1961 

Mohave 

William  J.  Scott,  M.D. 

Emergency  Medicine 
P.  O.  Box  1131,  Lake  Havasu  City 
The  Medical  College  of  Wisconsin  - 1978 


New  Resident  Members 
Corby  Jay  Benson,  M.D. 

Good  Samaritan  Medical  Center 
University  of  Minnesota  - 1981 

Desha  A.  Frankel,  M.D. 

Good  Samaritan  Medical  Center 
Northwestern  Ohio  College  of  Medicine 
1982 

Stephen  M.  Koch,  M.D. 

Maricopa  Medical  Center 
University  of  Arizona  - 1982 

Mark  W.  Lundell,  M.D. 

Good  Samaritan  Medical  Center 
University  of  Arizona  School  of  Medicine 
1982 

Mary  E.  MacGuire,  M.D. 

Maricopa  Medical  Center 
University  of  Colorado  - 1979 

William  R.  Silverman,  M.D. 

Good  Samaritan  Medical  Center 
La  Uni versi dad  Autonoma  de  Guadalajara 
1980 

Thomas  R.  Wrona,  M.D. 

Good  Samaritan  Medical  Center 
University  of  Illinois,  Peoria  - 1982 


Medical 

History 


Transformation  and 
the  Medicine 
of  Frederick 
the  Great 

Irving  I.  Lasky,  M.D.,  F.A.C.P 
Andree  Giselle  Poher,  B.A. 


Editor: 

John  W.  Kennedy,  M.D. 


Frederick  the  Great  of  Prussia  is  a 
fascinating  figure,  one  who  has  to  be 
understood  in  the  cultural  and  politic, 
setting  of  his  time.  He  is  best 
appreciated  if  we  are  not  prejudiced  i 
contemporary  political  tragedies  (The 
Holocaust).  He  was  a true  hero  of  his 
countrymen  and  contemporaries 

Charismatic  leaders  such  as  Frederic 
the  Great,  Malcolm  X,  Hitler,  Zula  Kin 
Shaka  and  Theodore  Herzl  share  a 
commonality  in  their  accession  to 
prominence,  power  and  greatness. 
Their  individual  qualities  were 
quintessential  but,  to  be  sure,  the 
historical,  economic,  social  and  politic 
aspects  of  their  time  and  place  are  als( 
of  import. 

What  makes  a man  great:  Freud 
referred  to  Moses  when  he  wrote: 

“.  . . that  all  the  characteristics  with 
which  we  equipped  the  great  man  are 
paternal  characteristics  . . . The 
decisiveness  of  thought,  the  strength  c 
will,  the  energy  of  action  are  part  of 
the  picture  of  a father  . . . but  above  a 


From:  Department  of  Medicine,  The  1 
Angeles  County  General  Hospital,  Univers 
of  Southern  California  Medical  Center,  I 
Angeles,  California. 
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e autonomy  and  independence  of  the 
eat  man,  his  divine  unconcern  which 
ay  grow  into  ruthlessness.  One  must 
Imire  him,  one  may  trust  him  but  one 
nnot  avoid  being  afraid  of  him  too.”' 
Frederick  had  all  these  qualities:  he 
js  admired;  he  was  trusted;  he  was 
ved;  and  he  was  feared.  The  “per 
pera  ad  astra”  is  that  of  a strong 
;lief  in  the  great  one’s  mission,  a 
ong  resilience,  and  a special  talent 
r communicating  ideas  and 
otivations  to  the  masses  of  people. 
Frederick  the  Great  was  born  January 
, 1712.  He  was  the  son  of  Sophia 
arothea  and  Frederick  William  I,  the 
cond  King  of  Prussia.  The  relationship 
?tween  Frederick  the  Great  and  his 
ther,  Frederick  I,  was  that  of  tough 
id  brutal  domination.  This  almost 
jstroyed  young  Frederick  and  might 
ive  deprived  society  of  a great  king,  a 
eat  humanist  and  an  innovator  of 
any  medical  advances  of  18th  century 
irope. 

In  Frederick’s  time  as  King,  there  was 
) lack  of  competent  physicians  in  18th 
intury  Europe.  Diagnosis  was  made  by 
tablishing  the  rate  of  the  pulse  and 
I gauging  the  body  temperature  (fever 
as  judged  by  complexion  of  the  skin 
id  delirium).  A further  diagnostic 
iterion  was  urine  examination.  Few 
seases  were  actually  known:  gout, 
termittent  fevers,  malaria,  smallpox, 
e plague,  typhus,  dysentry,  influenza, 
mereal  disease,  hemorrhoids,  stones 
id  hernia.  Treatment  for  the  last  two 
as  operation,  without  anesthesia  or 
itisepsis. 

Venereal  disease  was  treated  with 
lercury  ointment  and  vapors.  For 
lalaria  there  was  cinchona  bark 
luinine).  Smallpox  was  ever-present 
td  led  to  the  first  attempts  at 
loculation.  In  gout  the 
icommendation  was  a careful  diet, 
DStention  from  “red  meat,  wine  and 
igh  living.”  Gout  was  thought  to  be  a 
isease  of  the  well-born,  well-to-do 
nd  it  was  believed  that  turning  to 
lore  frugal  habits  would  be  the  cure. 

1 the  case  of  the  plague,  there  was 
niy  prayer.  Wounds,  injuries  and 
actures  were  treated  by  surgeons  and 
Feldschers”  (paramedics).^ 

The  “Feldschers”  took  care  of  the 
ck  and  wounded  in  battle,  as  well. 
Ithough  it  was  difficult  to  organize 


and  apply  such  measures,  a group  of 
physicians — the  young  Aesculapes — 
were  trained  for  army  hospitals. 

At  the  time  there  were  frequent 
outbreaks  of  plague,  cholera,  smallpox 
and  typhus.  These  usually  took  a 
dreadful  toll.  Frederick’s  medicine,  at 
least,  began  the  use  of  quarantine.  Part 
of  this  effort  at  public  health  and 
hygiene  was  also  required  so  as  not  to 
interfere  with  the  normal  flow  of 
commerce. 

Frederick  intensely  sought  to  control 
and  ablate  Tollwut  (rabies),  which  ran 
unchecked  through  the  human  and 
animal  population.  Until  the  later 
discovery  of  the  Pasteur  treatment  of 
animal  inoculation,  little  could  be 
done. 

In  the  17th  and  18th  century,  scarely 
a European  family  escaped  smallpox 
and  the  loss  of  children.  Let  alone 
escape  its  cruelly  disfiguring  and 
irrepairable  scars  on  those  who 
survived.  Frederick  introduced  smallpox 
inoculation. 

The  public  health  efforts  of  Frederick 
also  attempted  the  control  of  vice,  the 
elimination  of  venereal  disease, 
prostitution  and  infidelity.  Prostitutes 
were  delivered  to  the  abhored 
Spinnhaus  (spinning  house)  near  Berlin 
and  were  given  time  to  reflect  and 
atone  while  spinning  wool  for  Prussian 
cloth  manufacturers.  Those  with 
venereal  disease  were  placed  in  the 
Charite  Hospital  in  Berlin.  There,  they 
received  mercury  treatment. 

The  King’s  interest  in  the  Charite, 
despite  his  usual  restraints  in 
expenditures  notwithstanding, 
appropriated  40,000  thaler  annually.  It 
developed  into  one  of  the  foremost 
teaching  hospitals  and  centers  of 
medical  education.  He  tightened  and 
tuned  the  teaching  system  by  strong 
methods  of  administration  and  teaching 
discipline.  The  King  himself  examined 
the  faculty  appointments  and  the 
leading  positions  at  the  Charite  carried 
the  title,  “Herr  Professor.”  The  first 
experiments  in  the  medical  use  of 
oxygen  were  undertaken  at  this  hospital 
upon  the  suggestion  of  Frederick  the 
Great.  His  favorite  medical  subject  was 
human  anatomy  and  he  proclaimed 
that  no  one  could  possibly  aspire  to  be 
a good  physician  who  was  not 
thoroughly  conversant  with  the 


anatomy  of  the  human  body. 

The  “transformation”  of  Frederick 
the  Great  and  its  powerful  influence 
had  indeed  occurred  after  great  crisis 
and  dangerous  drama  for  this  king. 

This  monarch  overcame  the  despotism, 
ignorance  and  cruel  control  by  his 
father  of  both  himself  and  the  two 
million  people  in  the  reign.  The 
intensity  and  the  self-discipline  with 
which  he  strove  for  harmonious 
solutions  to  his  political  problems 
assured  Frederick  of  true  and  lasting 
greatness. 

The  death  mask  (1786)  of  Frederick 
the  Great  has  been  preserved.  He  was  a 
man  of  large  and  strong  facial  features 
and  an  essentially  modest  frame.  The 
mask  reveals  a powerful  regal  dignity 
and  self-discipline.  There  is  a touch  of 
resignation,  but  forevermore  so  a sense 
of  peace  which  stems  from  knowing 
that  he  has  done  his  work  to  the  best 
of  his  ability. 

"The  adult  who  sees  death  as  a 
completion  of  a pattern  and  who  has 
spent  his  time,  unfettered  by  fear,  in 
living  richly  and  productively  can 
integrate  and  accept  the  thoughts  that 
his  self  will  one  day  cease  to  be.” 

King  Frederick  the  Great  had  a strong 
and  profound  awareness  of  the  physical 
and  biological  universe.  He  freely  and 
magnificently  applied  this  to  his  intense 
devotion  to  medicine.  These  dynamic 
interests,  shared  with  Goethe,  occupied 
his  mind  and  prevented  the  budding 
German  romanticism  of  his  time.  He 
abhorred  German  nationalism.  Yet,  this 
great  Prussian  King  became  the  idol  of 
all  Germany. 

Had  he  seen  his  likeness  side  by  side 
with  that  of  Adolph  Hitler,  also  a man 
of  transformation,  but  surely  not  for  the 
better,  Frederick  the  Great  would  have 
taken  a grim  and  dim  view  of  such 
Amari  Aliquid. 

“Comprendre  c’est  pardonner.” 
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Norman  A.  Ross,  M.D. 
1903-1982 

Norman  was  a native  of  Webster  City, 
Iowa,  did  his  undergraduate  work  at 
the  University  of  Iowa  and  graduated  in 
medicine  from  the  University  of  Illinois 
in  1928.  Upon  graduation  from  medical 
school  he  took  the  examination  for 
appointment  to  the  Medical 
Department  of  the  Navy,  was  accepted 
and  went  immediately  on  duty  in  San 
Diego.  His  career  as  a Naval  Surgeon 
was  cut  short  when  he  was  retired  in 
April  1929  for  pulmonary  health 
reasons. 

Upon  arrival  in  Phoenix,  with  his 
family,  he  immediately  applied  for  a 
position  as  resident  physician  at  St. 
Joseph’s  Hospital  here  in  Phoenix. 
Fortunately  for  him,  as  he  related,  two 
of  the  Sisters  of  Mercy  from  the  Mercy 
Hospital  in  San  Diego  were  on  duty  in 
Phoenix  and  had  no  hesitation  in 
recommending  to  the  Mother  Superior 
that  his  services  be  acquired. 

At  the  time  that  he  was  on  active 
duty  with  the  Navy  in  San  Diego,  there 
was  no  Naval  Hospital  as  such.  Navy 
dependents  and  personnel  were  treated 
by  Navy  physicians  at  the  Mercy 
Hospital  in  San  Diego.  The  Phoenix 
salary  was  $100  a month. 

His  services  were  so  dependable  and 
satisfactory  that  he  was  soon  offered  a 
position  by  Dr.  A.  M.  Tuthill,  a leading 
industrial  surgeon  of  Phoenix  of  that 
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time.  This  led  to  a partnership  and  the 
thought  was  that  General  Tuthill,  as  he 
was  better  known,  would  retire  within 
three  or  four  years.  There  was  a delay, 
Tuthill  didn’t  retire  for  twenty-five 
years! 

Norman’s  pulmonary  ailment  must 
have  responded  to  the  climate  and  an 
active  professional  life.  He  was  a mover 
and  shaker.  Some  of  his  service  to  the 
civil  and  medical  community  have  been 
enumerated  elsewhere  and  in  part  they 
follow.  He  acted  as  Maricopa  County 
physician  from  1935-1938,  and  was 
resident  physician  for  the  Southern 
Pacific  Railroad  during  the  same  time 
period.  He  was  one  of  the  four  prime 
organizers  and  first  president  of  the 
Associated  Hospital  Service  of  Arizona 
and  later  was  effective  in  bringing  this 
to  become  the  Arizona  Blue  Cross.  He 
served  for  a time  (1950-52),  as  medical 
director  of  the  Maricopa  County 
General  Hospital,  now  the  Maricopa 
Medical  Center  and  was  instrumental  in 
gaining  full  accreditation  of  that 
institution  by  the  American  Medical 
Association.  He  served  for  a great  many 
years  on  the  Board  of  the  Phoenix 
Union  High  School  and  later  on  the 
junior  College  Board.  He  served  as  the 
founding  president  of  St.  Monica’s 
Hospital  now  Phoenix  Memorial  and  as 
the  first  medical  director  of  Mesa 
Lutheran  Hospital,  which  he  helped  to 
develop  along  with  his  son  jack  Ross 
who  was  a prime  mover  in  raising  the 
funds  for  that  hospital,  originally.  He 
also  served  as  head  of  the  Greater 
Phoenix  Tuberculosis  and  Health 
Association  and  as  an  advisory  member 
of  the  Arizona  State  Tuberculosis 
Association.  From  this  partial 
enumeration  of  his  many  extra 
curricular  activities  it  is  quite  evident 
that  Norman  was  indeed  a mover  and 
shaker.  All  during  this  time  he  carried 
on  a very  active  medical  and  surgical 
practice,  first  in  association  with 
General  Tuthill  and  then  as  a solo 
practitioner.  One  of  his  aphorisms 
concerning  politics  is  a classic.  "The  art 
of  politics  is  putting  the  pig  on  the 
other  guy’s  hack. " 

Dr.  Ross  served  his  community,  and 
his  profession  with  great  clarity  of 
thought  and  wit.  There  was  seldom  any 
doubt  about  what  he  stood  for,  or 
would  stand  for. 

Dr.  Ross  is  survived  by  his  wife,  Edna; 
a daughter  Barbara  Ross  Parsons  of 
Phoenix;  and  two  sons,  jack  Ross  of 
Scottsdale,  and  Dr.  Thomas  Ross  of 
Phoenix. 

"Of  all  the  benefits  which  virtue 
confers  upon  us,  the  contempt  of  death 

is  one  of  the  greatest."  De  Montaigne 

John  W.  Kennedy.  M.D. 

Phoenix 


ArMA  ReporU 


The  minutes  appearing  in  this  secti 
have  been  condensed.  A complete  co 
of  them  will  be  sent  to  any  memi: 
requesting  one. 


LONG  RANGE  PLANNING 
COMMITTEE 

The  Long  Range  Planning  Committ 
met  on  October  9,  1982.  A status  repc 
on  the  goals  and  objectives  as  of 
September  1982  was  presented  to  the 
committee.  The  following  actions  wei 
taken: 

It  was  moved  and  carried  to 
recommend  to  the  Board  of  Director 
that  the  date  of  the  Association’s 
annual  meeting  be  moved  back  to  th 
last  week  in  April.  The  committee  wa 
reminded  that  one  of  the  reasons  the 
date  was  changed  was  the  cost  saving 
feature  of  obtaining  summer  room 
rates.  Also  that  existing  contracts  wot 
not  allow  the  new  date  to  become 
effective  until  1986. 

It  was  moved  and  carried  to 
recommend  to  the  Board  of  Director 
that  the  Scientific  Assembly  Committi 
be  instructed  to  conduct  a symposiur 
for  the  membership  on  the  subject  o 
bioethics. 

It  was  moved  and  carried  to  advise 
the  Board  of  Directors  that  there  is  a 
growing  health  care  problem  among 
the  medically  indigent,  the  growing 
number  of  unemployed,  and  other 
recognized  and  unrecognized  portioi 
of  our  population  such  as  the  pregna 
teenager;  and  that  major  emphasis 
should  be  given  these  matters  by  the 
Association. 

It  was  moved  and  carried  to 
recommend  to  the  Board  of  Director 
that  the  eight  long  range  goals  of  the 
Association  be  consolidated  and 
reprioritized  in  the  following  order: 

New  Priority  1 — To  promote  optim 
health  and  medical  services  for  the 
citizens  of  Arizona.  (This  goal  was 
formally  number  5). 

New  Priority  2 — To  determine  the 
most  effective  organizational  structur 
and  communication  mechanisms  for 
the  Arizona  Medical  Association.  (Th 
goal  was  formerly  number  3 and  has 
been  expanded  to  include  the 
communications  concept.) 

New  priority  3 — To  represent  the 
entire  medical  profession,  including 
medical  students,  in  Arizona;  such 
representation  to  include  but  not  be 
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nited  to  being  the  advocate  of  the 
embership  with  legislative, 
Jministrative  and  judicial  arms  of  the 
ate  government.  (This  is  a 
)nsolidation  of  former  goals  number  1 
id  number  4.) 

New  priority  4 — To  expand  the  role 
the  Association  in  promoting  and 
evating  the  standards  of  medical 
hies.  (This  goal  was  formerly  number 
I 

New  priority  5 — To  provide  to 
dividual  members  benefits  and 
rvices  to  aid  them  in  their 
ofessional  pursuits.  (This  goal  was 
rmerly  number  2.) 

New  priority  6 — To  represent  the 
embership  in  matters  pertinent  to  the 
onomics  of  medicine  (This  goal  was 
rmerly  number  8.) 

To  represent  the  membership  in 
atters  pertaining  to  medical 
location,  scientific  affairs  and 
omotion  of  the  art  and  science  of 
edicine.  (This  goal  was  formerly 
jmber  6.) 

The  committee  was  fully  aware  that, 
ould  the  Board  act  favorably  on  this 
commendation,  it  will  mean  a shifting 
the  Association’s  resources  and  staff 
ne  from  the  old  priority  to  the  new 
iority  as  set  forth  above. 

Other  actions  taken  by  the 
immittee  which  do  not  need  Board  of 
rectors’  approval  are  as  follows: 

Risk  Management  Seminars — To 
intact  MICA  and  commend  them  on 
e Risk  Management  Seminars 
inducted  this  summer  and  urge  them 
make  the  tapes  of  the  seminar 
ailable  to  all  physicians  who  could 
)t  attend  the  programs. 

Cost  Containment  Brochures — To 
ge  the  Public  Relations  Committee  to 
insider  using  paid  advertising  to  make 
e public  aware  that  they  can  obtain 
MA’s  brochure,  “How  to  cut  your 
lalth  care  dollars,”  at  no  cost, 
esently  ArMA  is  negotiating  with  Blue 
oss/Blue  Shield  for  90,000  of  the 
ochures  to  be  sent  to  all  Blue 
oss/Blue  Shield  subscribers. 

Industry  Liaison — That  ArMA 
mtinue  to  have  liaison  with  industry 
d to  let  them  know  that  ArMA  is 
mcerned  about  health  care  costs  and 
lling  to  assist  where  possible.  This  is 
irrently  an  ongoing  process. 

Health  Promotion  Programs — That  a 
ipy  of  the  ASU  research  document 
Health  Promotion  Programs  Targeted 
Business  and  Industry”  be  made 
ailable  to  the  Maricopa  County 
edical  Society  and  the  Pima  County 
edical  Society  for  their  use  in 
injunction  with  their  business 
lalition  efforts. 

Public  Relations — That  continued 
forts  be  made  to  make  the  public 
k'are  of  the  many  positive  actions  of 


ArMA’s  various  committees. 

Physician/Legislator  Relations — That 
the  Legislative  Committee  be 
encouraged  to  continue  to  explore 
specific  mechanisms  to  bring  together 
physicians  and  legislators  for  the 
purpose  of  educating  the  respective 
parties  of  the  other’s  interests  and 
problems.  Such  activities  to  include 
consideration  of  the  specific  interests  of 
the  various  specialty  societies.  It  was 
pointed  out  that  this  is  occurring  at  the 
present  time  and  will  be  increased  in 
frequency  in  the  months  ahead. 

Board  of  Director’s  Agenda — The 
committee  recommended  to  the 
President  that  he  have  two  standing 
items  on  the  Board  of  Directors’  agenda 
that  would  call  for  regular  reports  from 
the  Dean  of  the  College  of  Medicine 
and  the  Editor-in-Chief  of  Arizona 
Medicine,  should  those  two  individuals 
be  interested  in  making  such  regular 
reports. 


PHYSICIAN’S  HEALTH  COMMITTEE 
PROFESSIONAL  GROUP 

A meeting  called  by  Thomas  E. 

Bittker,  M.D.,  Chairman  of  the 
Physician’s  Health  Committee  with 
various  professional  groups  was  held  on 
October  19.  The  groups  represented 
were  ArMA,  Arizona  Hospital 
Association,  Arizona  Osteopathic 
Medical  Association,  Arizona  Nurses’ 
Association  and  the  Arizona  Dental 
Association. 

In  an  overview  on  the  problem  of 
impairment.  Dr.  Bittker  advised  the 
attendees  that  the  problem  whether  it 
be  alcohol,  drug  or  emotionally  based, 
was  one  which  affected  not  only 
physicians  but  all  professionals  and  one 
with  which  we  should  be  concerned 
and  this  meeting  had  been  called  with 
the  hope  that  professional 
organizations  could  join  together  in  an 
effort  to  be  more  fully  aware  and  assist 
each  other  in  programs  which  would 
allow  early  identification  of  impairment, 
provide  treatment  accessibility  and 
develop  guidelines  for  reentry  into 
practice. 

After  a slide  presentation  entitled 
“Early  Clues  of  Physicians  Impairment,” 
the  representatives  briefly  discussed  the 
current  policies  and  practices  of  their 
respective  organizations.  It  was  the 
general  consensus  of  the  organizations 
represented  and  that  they  continue  to 
meet  from  time  to  time  to  discuss 
mutual  problems  and  lend  assistance  by 
way  of  sharing  experience  and 
educational  materials  and  the  like. 


Upon  request  from  the  group.  Dr. 
Bittker  said  he  would  speak  to  any  of 
the  professional  organizations  to 
develop  a list  of  referral  sources  which 
he  would  share  with  each  organization, 
and  to  prepare  some  type  of  article 
relating  to  stress  among  professionals 
which  could  be  distributed  to  the 
membership. 

It  was  agreed  that  Mr.  Krause,  as 
President  of  the  Arizona  Hospital 
Association,  would  select  a date  and 
location  for  the  next  meeting  of  the 
group,  to  which  representatives  of 
other  professional  organizations  would 
be  invited. 


EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on 
October  23  prior  to  the  Board  of 
Directors  meeting. 

In  his  report  from  the  Department  of 
Health  Services,  Dr.  Sarn  spoke  briefly 
on  the  reorganization  of  the  behavioral 
health  program  which  will  be 
considered  in  the  next  several  months. 
He  said  the  legislative  activity 
concerning  three  major  health 
programs  were  in  the  discussion  stages. 
These  programs  are  maternal  and  child 
health,  the  chronically  mentally  ill  and 
waste  water  treatment  plants.  The 
balance  of  the  meeting  was  devoted  to 
his  update  on  the  AHCCCS  activities 
and  a lengthy  discussion  among  the 
members. 

hollowing  this  discussion  regarding 
specific  problems  which  had  occurred 
since  the  AHCCCS  program  was 
officially  begun,  particularly  in  the 
outlying  counties,  the  committee 
considered  Dr.  Sam’s  request  that 
ArMA  provide  a panel  of  physicians  to 
assist  in  settling  medical  policies  for  the 
AHCCCS  program  and  the  committee 
determined  that  they  would  like  the 
opportunity  to  discuss  and  consider 
s.uch  a request  in  greater  depth  prior  to 
responding. 

The  agenda  for  the  10/23/82  Board  of 
Directors’  meeting  was  reviewed,  with 
additions  being  made. 


BOARD  OF  DIRECTORS 

The  Board  of  Directors  met  on 
October  23.  A report  was  received  from 
the  Auxiliary  in  which  ongoing  and 
future  activities  of  the  group  were 
presented.  The  President  Mrs.  Collins 
also  requested  that  the  Board  consider 
moving  the  dates  of  the  annual  meeting 
back  to  the  latter  part  of  April. 
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Dr.  Meredith,  Chairman  of  ArMPAC 
reported  on  the  accomplishments  of 
the  committee,  stating  that  enrollment 
had  been  increased.  It  was  moved  and 
carried  to  confirm  the  appointments  of 
Thomas  F.  Griffin,  Jr.,  M.D.,  Manuel 
Ma.  Guerrero,  III,  M.D.  and  Dale  F. 
Webb,  M.D.  as  members  of  ArMPAC 
for  the  1982-83  term. 

Mr.  Robinson,  Mr.  Walker,  and  Mrs. 
Coumbe  presented  to  the  Board  a 
detailed  proposal  for  computerization 
of  ArMA’s  records  and  accounting 
systems.  It  was  moved  and  carried  to 
approve  the  purchase  of  a computer 
system  for  the  Arizona  Medical 
Association,  that  a portion  of  the 
monies  heretofore  received  from  the 
Mutual  Insurance  Company  of  Arizona 
be  used  for  such  purchase,  and  that 
approval  of  the  final  form  of  the 
contract  for  purchase  be  left  to  the 
discretion  of  the  Executive  Vice 
President  and  legal  counsel  for  the 
Association. 

There  was  discussion  concerning  a 
letter  written  by  Mr.  John  Burnham  on 
behalf  of  the  Council  for  Senior 
Citizens  and  a letter  from  Dr.  Kettel.  It 
was  moved  and  carried  that  a letter  of 
invitation  be  extended  to  five  or  six 
members  of  the  Council  for  Senior 
Citizens  to  join  five  or  six  members  of 
ArMA’s  leadership  and  staff,  who 
understand  the  elderly  and  their 
problems  and  the  Legislature  and  their 
problems,  for  a dinner  meeting,  at 
which  time  an  offer  of  assistance  by 
way  of  services,  education,  lobbying, 
etc.  might  be  discussed. 

The  Board  reviewed  and  discussed  a 
request  for  funds  from  Alpha  Omega. 
The  membership  determined  that, 
while  many  causes  were  worthy  ones, 
and  many  similar  requests  are  received 
but,  due  to  budget  restraints,  the 
Association  has  maintained  the 
practice  of  advising  such  groups  that 
funds  are  unavailable.  The  Executive 
Vice  President  was  requested  to 
prepare  a policy  statement  along  these 
lines  which  might  be  used  in 
considering  future  financial  requests 
and,  at  the  same  time,  allow  for 
exceptions  which  might  arise.  It  was 
moved  and  carried  that  written  contact 
be  made  with  Alpha  Omega  indicating 
ArMA’s  awareness  of  the  needs  of  that 
organizaton  in  its  endeavors  but 
advising  that  presently  funds  are  not 
available  for  the  numerous  requests 
received  from  time  to  time. 

It  was  moved  and  carried  to  confirm 
the  appointment  of  Charles  E. 
Henderson,  M.D.  as  parliamentarian  for 
the  Association. 

Dr.  Oakley  updated  the  members  on 
the  current  activity  within  the  AHCCCS 
program  as  related  to  the  Executive 
Committeee  by  Dr.  Sarn  during  the 
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meeting  earlier  in  the  day.  The  Board 
discussed  at  great  length  the  problems 
which  had  occurred,  particularly  in  the 
outlying  counties,  as  a result  of  the 
program  and  its  bidding  process.  Along 
these  lines,  the  Board  reviewed  and 
discussed  a recommendation  from  the 
Governmental  Services  Committee  that 
a permanent  committee  on  AHCCCS 
be  established  with  a full-time 
consultant  to  staff  same,  and  a request 
from  Dr.  Sarn  for  the  appointment  of  a 
panel  of  physicians  to  assist  in 
developing  AHCCCS  medical  policies. 

It  was  moved  and  carried  to  approve 
the  immediate  formation  of  a 
committee  to  factually  evaluate  the 
ongoing  quality  of  care,  consistent  with 
cost  containment,  afforded  by 
AHCCCS.  The  Maricopa  County 
Foundation  and  the  thoughts  of  the 
various  county  medical  societies  would 
be  considered  in  forming  positive 
recommendations  to  the  legislature  for 
the  obvious  necessary  changes  in  the 
AHCCCS  program.  The  committee 
would  compile  a data  bank  from  all 
facts  obtained  to  provide  information 
when  and  as  needed,  with  staffing  for 
such  committees  to  be  left  to  the 
discretion  of  ArMA’s  Executive  Vice 
President. 

It  was  moved  and  carried  to  confirm 
the  appointment  of  Walter  j Nieri,  M.D. 
as  a member  of  the  Public  Relations 
Committee  for  the  term  1982-85. 

Following  a review  of  the  10/19/82 
letter  from  the  Public  Relations 
Committee  and  hearing  from  its 
chairman.  Dr.  Clymer,  regarding 
ArMA’s  commitment  to  public  relations 
and  its  dealings  with  the  public  and  the 
press,  it  was  moved  and  carried  that  the 
October  18,  1982  recommendation  from 
the  Public  Relations  Committee  relating 
to  ArMA’s  commitment  to  public 
relations  and  its  dealings  with  the 
public  and  the  press  be  referred  back 
to  that  committee  requesting  that  a 
more  specific  recommendation  be 
made  to  the  Board  of  Directors  for  its 
consideration,  that  financial  support  be 
more  particularly  set  forth,  and  that  the 
negative  aspects  of  the  Committee’s 
initial  recommendations  be  omitted. 

Due  to  the  lateness  of  the  hour  and 
the  fact  that  a luncheon  and  afternoon 
program  were  scheduled  with  the 
College  of  Medicine  faculty,  as  well  as 
out-of-town  speakers.  It  was  moved 
and  carried  that  all  items  contained  on 
the  10/23/82  Board  of  Directors’  agenda 
not  received  or  acted  upon  be  carried 
over  to  the  next  meeting  of  the  Board 
currently  scheduled  for  January  22, 

1983. 


MEDICAL  ECONOMICS  COMMITTEl 

The  Medical  Economics  Committee 
met  on  October  28. 

Russ  Waters,  Health  Insurance 
Agencies  of  the  West,  Inc.,  told  the 
Committee  that  ArMA  had  received 
some  complaints  from  members 
regarding  the  cost  and  coverage  of 
insurance  offered  by  the  Association. 
He  explained  how  his  company 
responds  to  complaints  and  the 
differences  between  group  rates  and 
requirements  and  individual  rates.  It 
was  moved  and  carried  that  Health 
Agencies  of  the  West,  Inc.  has  provide 
good  service  to  members  and  should 
continue  to  do  so. 

Dr.  Mobley  explained  that  ArMA’s 
cosponsorship  of  a computer  seminar 
on  December  3-4,  1982  at  Carefree  wa 
the  result  of  a decision  made  at  the  la 
Medical  Economics  meeting.  He  said 
that  it  should  prove  interesting  and  w, 
made  available  at  no  cost  to  the 
Association. 

The  Committee  felt  they  had  no 
interest  in  pursuing  the  subjects  of  rei 
estate  investing,  car  rental  discounts,  a 
kidnap/extortion  insurance  program,  ( 
the  Valley  National  Bank’s  financial 
education  proposal. 

The  Committee  did  express  interest 
in  the  return  of  dues  program  and  it 
was  moved  and  carried  that  the 
Committee  postpone  action  on  this 
subject  until  Russ  Waters  could  prepai 
a critique  on  the  program.  A mail  or 
telephone  survey  would  then  be  madf 
of  the  members  and  an  answer  should 
be  ready  before  the  end  of  December 
1982. 

The  possibilities  of  a mini-seminar  ir 
tax  planning  laws  was  discussed.  Drs.  , 
Sosnow,  Canter,  Barclay-White  and  I 
Mabry  appeared  before  the  committei' 
for  help  in  planning  a presentation  to 
the  Industrial  Commission  for  a raise  i| 
Radiology  fees  for  next  year. 
Suggestions  were  offered  to  them.  It 
was  also  suggested  that  someone  fromjj 
the  Industrial  Commission  should  be  S 
invited  to  address  the  next  Medical  J 
Economics  meeting  which  may  be  hehj 
in  January.  ' 


Future 

Medical  Meetings 


le  following  institutions  and  organizations  have 
len  accredited  for  their  continuing  medical 
ucation  programs/  by  the  Arizona  Medical 
isociation  and/or  the  Accreditation  Council  for 
jntinuing  Medical  Education, 


Arizona  Chapter,  American  Cancer  Society 
Arizona  Medical  Association 
Arizona  State  Hospital,  Phoenix 
Arizona  Thoracic  Society/Arizona 
Lung  Association 

Walter  O.  Boswell  Memorial  Hospital 
Sun  City 

Camelback  Hospital,  Phoenix 
Desert  Samaritan  Hospital,  Mesa 
The  Eye  Foundation 
Flagstaff  Hospital  & Medical  Center 
of  Northern  Arizona 

Good  Samaritan  Medical  Center,  Phoenix 

Health  Maintenance  Associates,  Phoenix 

Maricopa  Medical  Center,  Phoenix 

Memorial  Hospital  of  Phoenix 

Mesa  Lutheran  Hospital,  Mesa 

Phoenix  Baptist  Hospital  & Health  Center 

Phoenix  Indian  Medical  Center 

St.  Joseph's  Hospital  & Medical  Center,  Phoenix 

St.  Luke's  Hospital  & Medical  Center,  Phoenix 

St.  Mary's  Hospital,  Tucson 

Scottsdale  Memorial  Hospital 

Tucson  Hospitals  Medical  Education  Program, 

(THMEP)  Tucson 

University  of  Arizona  College  of  Medicine, 
Tucson 

Veterans  Administration  Medical 
Center,  Phoenix 

Veterans  Administration  Hospital,  Prescott 

ie  accredited  institutions  and  organizations  above 
■oduce  a variety  of  continuing  medical  education 
^ograms.  Each  accredited  institution  and 
•ganization  is  responsible  for  designating  which  of 
ese  programs  meet  ArMA's  requirements  for 
ategory  1 credit.  Physicians  who  participate  in 
■ograms  which  are  designated  Category  1 by 
:credited  institutions  will  receive  Category  1 credit 
iward  the  ArMA  Certificate  in  CME  and  the  AMA's 
hysician's  Recognition  Award. 


DECEMBER 


Current  Perspectives  III:  Medical  and 
iurgical  Management  of  Coronary  Artery 
lisease 

)ecember  18.  ArMA  Offices,  Phoenix, 
iponsor:  Arizona  Medical  Association. 
Contact:  Nikki  Mertz,  ArMA,  810  West 
iethany  Home  Road,  Phoenix,  Arizona 
5013.  (members  no  charge— nonmembers 
20.)  Approved  for  SVz  hours  of  Category  1 
redit. 


1983 


JANUARY 

'rauma  Care  '83— National  Symposium  on 
rauma 

anuary  9-13.  Scottsdale  Hilton  Hotel 
iponsor:  John  C.  Lincoln  Hospital  and 
lealth  Center,  Lincoln  Institute  of  Surgery 


FLEXIBLE  SIGMOIDOSCOPY 
A Useful  Tool  in  Colonic  Disease 

Saturday,  February  12,  1983 
Phoenix  Baptist  Hospital  and  Medical  Center 

This  one  day  symposium  will  consist  of  a 
morning  lecture  series  on  diverticular  and 
inflammatory  bowel  diseases,  neoplasia, 
irritable  bowel  syndrome,  pathological  and 
radiological  considerations  and  practical 
aspects  of  utilizing  the  flexible 
sigmoidoscope.  The  afternoon  session  will 
provide  a clinical  workshop  with  both 
models  and  patients. 

Registration  fee  is  $75.00  and  the  program  has 
been  approved  for  6 hours  of  Category  1 CME 
credit. 

For  additional  information  contact: 

Patty  Askew,  Library/CME  Coordinator 
Phoenix  Baptist  Hospital  and  Medical  Center 
6025  North  20th  Avenue 
Phoenix,  Arizona  85015 
(602)  249-0212,  extension  5809 


and  Trauma,  and  Emergency  Medicine 
Consultants.  Contact:  Robert  J.  Rankel, 
M.D.,  Chairman,  Trauma  Care  '83,  c/o  John 
C.  Lincoln  Hospital  and  Health  Center, 

9211  North  Second  Street,  Phoenix, 

Arizona  85020. 

Dean’s  Clinical  Rounds 

January  12.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 

Advanced  Cardiac  Life  Support 
Recertification/Provider 

January  18-20.  John  C.  Lincoln  Hospital, 
Phoenix.  Sponsor:  ACLS,  Az  Affiliate 
American  Heart  Assn,  and  ArMA.  Contact: 
Beverly  Richter,  Arizona  Chapter,  American 
College  of  Emergency  Physicians,  810  W. 
Bethany  Home  Road,  Phoenix,  AZ  85013. 
Provider  course  approved  for  21  hours  of 
Category  1 credit  and  Recertification 
approved  for  13  hours. 

Current  Perspectives  IV:  Newer  Imaging 
Techniques 

January  19.  ArMA  Offices,  Phoenix. 
Sponsor:  Arizona  Medical  Association. 


Contact:  Nikki  Mertz,  ArMA,  810  West 
Bethany  Home  Road,  Phoenix,  Arizona 
85013.  (members  no  charge— nonmembers 
$20).  Approved  for  3'/2  hours  of  Category  1 
credit. 

Skeletal  Fixation  of  Fractures 

January  21-22.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson.  AZ  85724. 
Approved  for  11  hours  Category  1 credit. 

Endocrinology 

January  22.  U.  of  A.  Health  Sciences 
Center.  Sponsor:  U.  of  A.  College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  8 hours  of  Category  1 credit. 

Computer  Applications  in  Critical  Care 
Medicine 

January  27-28.  Registry  Resort,  Scottsdale. 
Sponsor:  Phoenix  Baptist  Hospital  and 
Medical  Center.  Contact:  Sharon  Luczu, 
Allied  Health  Coordinator,  Phoenix  Baptist 
Hospital  and  Medical  Center,  6025  N.  20th 
.Ave.,  Phoenix,  Arizona.  Approved  for  12 
hours  of  Category  1 credit. 
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FEBRUARY 

Third  Annual  Arizona  ACEP  Symposium 

February  3-5,  1983.  Red  Lion  Resort, 
Scottsdale.  Sponsor:  Arizona  Chapter 
American  College  of  Emergency 
Physicians.  Contact:  Beverly  Richter,  AZ 
ACEP,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013.  Approved  for  18 
hours  of  Category  1 credit. 

Musculoskeletal  Problems 

February  12  Ramada  Safari  Resort. 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Center, 
Tucson,  AZ  85724.  Approved  for  8 hours  of 
Category  1 credit. 

Fifth  Annual  International 
Cataract  Surgery  Symposium 

February  14-16.  The  Alamos  Resort, 
Scottsdale,  Arizona.  Sponsor  and  Contact: 
The  Eye  Foundation,  525  N,  18th  Street, 

Ste  504,  Phoenix,  Arizona  85006 

Pediatric  Update  1983 

February  14-17  La  Posada  Resort 
Sponsor:  St.  Joseph's  Hospital  and  Medical 
Center,  and  Phoenix  Children's  Hospital  a 
Division  of  Good  Samaritan  Medical 
Center.  Contact:  Ronald  A.  Christensen, 
M.D.,  1117  East  Willetta,  Phoenix,  Arizona 
85006.  Aprpoved  for  16  hours  of  Category 
1 credit. 

Current  Perspectives  V:  Dilemmas  of  a 
Teenager 

February  16.  ArMA  Offices.  Sponsor: 
Arizona  Medical  Association.  Contact: 

Nikki  Mertz,  ArMA,  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  85013, 
(members  no  charge— nonmembers  $20). 
Approved  for  Vh  hours  of  Category  1 
credit 

Neurological  Symptoms 

February  17-19.  Arizona  Inn,  Tucson. 
Sponsor:  U,  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A Health  Sciences  Center 
Tucson,  AZ  85724,  Approved  for  hour  per 
hour  Category  1 credit. 

9th  Annual  Frontiers  in  Ophthalmology 

February  17-19.  Mountain  Shadows  Resort, 
Scottsdale.  Sponsor:  St.  Luke’s  Medical 
Center.  Contact:  Christine  Campbell, 
Medical  Meeting  Planner,  St.  Luke's 
Medical  Center,  525  North  19th  Street, 
Phoenix,  Arizona  85006  Approved  for  hour 
per  hour  Category  1 credit. 

Conference  on- Medical  Aspects  of  Boxing 

February  18.  1983  Caesar's  Palace  Hotel, 
Las  Vegas.  Sponsor:  American  Medical 
Association  and  Association  of  Ringside 
Physicians.  Contact:  Dept,  of 
Environmental.  Public  and  Occupational 
Health,  American  Medical  Associaton,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610.  Approved  for  6 hours  of  Category  1 
credit. 

Sixteenth  Annual  Southwestern  Clinical 
Pharmacy  Seminar;  Advances  in  Infectious 
Disease  Pharmacotherapy 

February  18-20.  Ramada  Inn,  Tucson. 
Sponsor:  U.  of  A.  College  of  Pharmacy. 
Contact:  Jack  R.  Arndt.  Ph  D.,  College  of 


Pharmacy,  U.  of  A.,  Tucson.  9 hours  of 
Category  1 credit  have  been  applied  for. 

Ambulatory  Electrocardiography:  Clinical 
Applications,  Methodology  and 
Interpretation 

February  18-20  La  Posada  Resort, 
Scottsdale.  Sponsor:  International  Medical 
Education  Corp.  Contact:  International 
Medical  Education  Corp,  64  Inverness 
Drive  East.  Englewood.  Colorado  80112. 
Approved  for  13  hours  of  Category  1 credit. 

The  Tenth  Annual  Barrow  Neurological 
Symposium 

February  24-26.  La  Posada  Resort, 

Phoenix.  Sponsor:  St.  Joseph's  Hospital 
and  Medical  Center/Barrow  Neurological 
Institute.  Contact:  Richard  A,  Thompson, 

M D.,  Barrow  Neurological  Institute,  350 
West  Thomas  Road,  Phoenix,  Arizona 
85013.  Approved  for  hour  per  hour 
Category  1 credit. 

Anesthesia  for  the  80  s,  9th  Annual 
Scientific  Meeting 

February  25-27.  Doubletree  Inn,  Scottsdale. 
Sponsor:  University  of  Arizona  College  of 
Medicine,  Dept,  of  Anes.  and  Arizona 
Society  of  Anesthesiologists.  Contact: 
Beverly  Richter,  Arizona  Society  of 
Anesthesiologists,  810  West  Bethany  Home 
Road,  Phoenix,  Arizona  85013.  Approved 
for  15.25  hours  of  Category  1 credit. 

Emergency  Care  Update  -V 

February  28-March  2 Arizona  Health 
Sciences  Center,  Tucson.  Sponsor:  U of  A. 
College  of  Medicine.  Contact:  Office  of 
Continuing  Medical  Education,  U.  of  A 
Health  Sciences  Center,  Tucson,  AZ" 85724. 
Approved  for  hour  per  hour  Category  1 
credit. 


MARCH 

Changes  & Controversies  in  Pediatrics 

March  3-6  Marriott  Hotel.  Tucson. 

Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education.  U.  of  A.  Health  Sciences  Center, 
Tucson,  AZ  85724  Approved  for  hour  per 
hour  Category  1 credit. 

Sixth  Annual  Mid-Winter 
Symposium  in  OB/GYN 

March  9-11.  Scottsdale  Hilton  Hotel, 
Scottsdale.  Sponsor:  Marclopa  County 
General  Hospital  and  Phoenix  OB/GYN 
Society.  Contact:  Secretary.  Phoenix 
OB/GYN  Society.  3412  N.  Fourth  Ave. 
Phoenix,  Arizona  85013  Approved  for  14 
hours  of  Category  1 credit 

4th  Annual  Sports  Medicine  Symposium 

March  10-12.  Arizona  Health  Sciences 
Center,  Tucson.  Sponsor:  U.  of  A.  College 
of  Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A Health 
Sciences  Center,  Tucson.  AZ  85724 
Approved  for  hour  per  hour  Category  1 
credit. 

Fifth  Annual  Symposium  on  Current 
Concepts  in  the  Management  of  Chronic 
Pain  Syndromes 

March  12-13.  Scottsdale  Hilton  Resort. 
Sponsor:  Maricopa  Medical  Center. 

Contact:  George  Wallace  M,  D.,  Interim 
Chairman,  Dept,  of  Anes,,  Director,  Pain 


Clinic.  Maricopa  Medical  Center,  2601  Ea; 
Roosevelt,  Phoenix.  AZ  85008.  Approved 
for  hour  per  hour  Category  1 credit. 

Current  Perspective  VI:  Newer  Aspects  of 
VD 

March  16  ArMA  Offices,  Phoenix.  Sponsc 
Arizona  Medical  Association.  Contact:  Nik 
Mertz,  ArMA,  810  West  Bethany  Home  Roa 
Phoenix.  Arizona  85013.  (members  r 
charge— nonmembers  $20).  Approved  for  2 
hours  of  Category  1 credit. 

Arizona  Chest  Symposium 

March  24-26,  Doubletree  Hotel,  Tucson. 
Sponsor:  U.  of  A.  Health  Sciences  Center. 
Contact:  Sandy  Younker,  R.N.,  Chest  and 
Allergy  Clinic,  Tucson  Medical  Center.  P.C 
Box  42195,  Tucson,  AZ  85733.  Approved 
for  hour  per  hour  Category  1 credit. 

Dermatology 

March  26.  Arizona  Health  Sciences  Center 
Sponsor:  U.  of  A.  College  of  Medicine. 
Contact:  Office  of  Continuing  Medical 
Education,  U.  of  A.  Health  Sciences  Cente 
Tucson,  AZ  85724  Approved  for  hour  per 
hour  Category  1 credit. 

Dean’s  Clinical  Rounds 

March  30  Arizona  Health  Sciences  Center 
Tucson.  Sponsor:  U.  of  A College  of 
Medicine.  Contact:  Office  of  Continuing 
Medical  Education,  U.  of  A.  Health 
Sciences  Center,  Tucson,  AZ  85724. 
Approved  for  hour  per  hour  Category  1 
credit. 


33rd  ANNUAL  COURSE  FOR 
PHYSICIANS  IN  FAMILY  PRACTICE 
March  9-11,  1983 

For  the  33rd  consecutive  year,  Mount 
Zion  Hospital  and  Medical  Center 
presents  this  postgraduate  course 
designed  for  physicians  in  family  and 
general  practice. 

To  be  held  at  Mount  Zion  Hospital  an 
Medical  Center,  San  Francisco,  on 
Wednesday  through  Friday  morning, 
March  9,  10  & 11,  1983. 

Co-Chairmen;  Rene  Bine,  Jr.,  M.D. 

James  A,  Davis,  M.D, 

Tuition:  $195.00 

For  more  information,  contact: 

Office  of  Continuing  Education 
Mount  Zion  Hospital  and 
Medical  Center 
P.O.  Box  7921 
San  Francisco,  CA  94120 
415/567-6600  Ext.  2404 


MONTHLY  OR  WEEKLY 


Shrine  Medics  Meeting 

Second  Tuesday  of  each  month,  Humana 
Hospital  Phoenix,  5:45  p.m.  J.  South 
Classroom  Sponsor.  Shrine  Medics. 
Contact:  Robert  C.  Briggs,  M.D.,  5121  N. 
Central  Ave.,  Phoenix.  AZ  85012. 
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ION 

TIERS  IN 

OPHTHALMOLOGY 

1983 

The  9th  annual  FRONTIERS  IN  OPHTHALMOLOGY  seminar  will 
explore  the  latest  advancements  in  ophthalmic  core. 

Featured  topics  and  speakers  will  include: 
CATARACT/IOL:  Steven  P.  Shearing,  M.D.,  Chief  of  Ophthalmology, 
Valley  Hospital,  Las  Vegas.  CORNEA/RADIAL  KERATOTOMY:  J. 
James  Rowsey,  M.D.,  Director,  Corneal  Research,  McGee  Eye 
Institute,  Oklahoma  City.  GLAUCOMA/LASER  TRABECULOPLASTY: 
James  B.  Wise,  M.D.,  Chairman,  Department  of  Ophthalmology, 
Baptist  Medical  Center,  Oklahoma  City.  NEUROPHTHALMOLOGY: 
Robert  Hepler,  M.D.,  Professor  of  Ophthalmology,  Jules  Stein  Eye 
Institute,  U.C.L.A.  Center  for  the  Health  Services,  Los  Angeles. 
OCULAR  ONCOLOGY:  Devron  H.  Char,  M.D.,  Director,  Ocular 
Oncology  Unit  and  Professor  of  Ophthalmology,  University  of 
California,  San  Francisco.  OCULOPLASTICS:  Orkan  George  Stasior, 
M.D.,  Clinical  Professor  of  Ophthalmology  and  Director  of  Oculo- 
plastic  Service,  Albany  Medical  College,  Albany,  N.Y 

Febnicny  17-19, 1983  • Mountain  Shadows  Resort,  Scottsdale,  Arizona 

Seminar  Chairman:  Edward  L,  Show,  M.D.,  Chief  of  Ophthalmology, 

St.  Lukes  Hospital,  Phoenix 

Approved  for  15  hours.  Category  I C.M.E.  credit 

Sponsored  by  the  Prentice  Eye  Institute,  and  St.  Luke’s 
Medical  Center,  Phoenix. 


For  additional  information,  call  or  write: 
Christine  Campbell,  Medical  Meeting  Planner 
St.  Luke's  Medical  Center 
525  N.  1 8th  St.,  Phoenix,  Arizona  85006 
(602)251-8402 


‘diatric  Grand  Rounds 

jesday  7:30-8:30  a.m  in  Phoenix: 
t Tues.— Phoenix  Indian  Hospital, 

)d  Tues.—  Maricopa  County  Hospital, 
d Tues. — Good  Samaritan  Hospital, 
h Tues.— St.  Joseph’s  Hospital. 

Donsor:  Maricopa  Medical  Center 
'hoenix  Hospital’s  Affiliated  Pediatric 
■ogram).  Contact:  J.  Kipp  Charlton,  M.D., 
)01  E.  Roosevelt,  Phoenix,  AZ  85008. 
Dproved  for  1 hour  per  session  Category 
credit. 

eview  of  Forensic  Pathology 
urrent  Case,  Special  Topics 

hursday,  weekly,  11  a.m.,  120  S.  6th  Ave., 
hoenix,  AZ.  Sponsor:  Arizona  Society  of 
athologists.  Contact:  H.H.  Karnitschnig, 
I.D.,  120  S.  6th  Ave.,  Phoenix,  AZ. 
pproved  for  1 hour  per  session  Category 
credit. 

ARIZONA  HEART 
INSTITUTE 

800  N.  22nd  St.,  Phoenix,  P.O.  Box  10,000 
hoenix,  AZ  85064.  Contact:  Ravi  Koopot, 
l.D. 

llinical  Conference 
Cardiovascular  Medicine 

bird  Tues.,  5:15  p.m.,  second  floor 
lassroom 

ARIZONA  STATE 
HOSPITAL 

500  E.  Van  Buren,  Phoenix,  AZ.  85008. 
Contact:  Arnold  L.  Kendall,  M.D. 


A.S.H.  Psychiatric  Grand  Rounds 

2nd  Wed.,  1:00-2:00  p.m.,  J-6  Conf.  Rm., 
Contact:  Dr.  Conger  & Staff 
Clinical-Pathological  Conference 
3rd  Wed.,  1:30-2:30  p.m.  General  Services 
Bldg.,  Conf.  Rm. 

Medical  Grand  Rounds 

4th  Wed.,  1:00-2:00  p.m..  Medical  Bldg. 

Conf.  Rm. 


1983  CME 

CRUISE/CONFERENCES 
ON  LEGAL-MEDICAL  ISSUES 

Caribbean,  Mexican  Riviera,  Alaska, 
Mediterranean.  Seven  to  14  days  in 
January,  April,  July,  August.  Seminars 
led  by  distinguished  professors. 
Approved  for  18-24  CME  Category  1 
credits.  FREE  ROUNDTRIP  AIRFARE 
ON  ALL  CARIBBEAN,  MEXICAN, 
ALASKAN  CRUISES.  Excellent  group 
fares  on  finest  ships.  All  conferences, 
scheduled  prior  to  12/31/80,  conform 
to  IRS  tax  deductibility  requirements 
under  1976  Tax  Reform  Act. 
Registration  limited.  For  color 
brochures  and  additional  information 
contact: 

International  Conferences 
189  Lodge  Avenue 
Huntington  Station,  NY  11746 

Telephone:  (516)  549-0869 


EASTER  WEEK  CME 
CRUISE/CONFERENCE  ON 
MEDICOLEGAL  ISSUES 
April  2-9,  1983 
Mexican  Rivera 

Eighteen  hours  of  Category  1 credits. 
FLY  ROUNDTRIP  FREE  TO  LOS 
ANGELES.  Excellent  group  fares  on 
finest  ship.  Registration  limited.  Tax 
Deductible  under  1976  Tax  Reform 
Act. 

Information: 

International  Conferences 
189  Lodge  Ave. 

Huntington  Station,  New  York  11746 
(516)  549-0869 


BARROW  NEUROLOGICAL 
INSTITUTE 

Medical  Education 

Barrow  Neurological  Institute  of  St. 
Joseph’s  Hospital  and  Medical  Center,  350 
W.  Thomas  Rd.,  Phoenix,  AZ  85013. 
Sponsor:  St  Joseph’s  Hospital  & Medical 
Center.  Contact:  John  R.  Green,  M.D. 
Approved  for  1 hour  Category  1 credit. 
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Neurology  Teaching  Conference 

Tuesdays,  8:30-9:30  a m,,  Eighth  Floor 
Conf  Room 

Neurosurgical  Morbidity  Conference 

Wednesdays,  8:15-9:15  a m.,  on  first  and 
third  and  fifth.  Eighth  Floor  Conference 
Room 

Neuro-ophthalmology  Conference 

Mondays,  7:30  a m.  in  8th  floor  neurology 

conference  room 

Spinal  Injury  Conference 

Wednesdays,  8:15-9:15  a m , on  second  and 

fourth  weeks,  in  Neuropathology  Conf 

Rm.— a multidisciplinary  review  of 

admission  by  neurosurgeons,  orthopedists, 

and  rehabilitation  specialists 

Neuropathology  of  Gross 

Specimens  Conference 

Thursday,  7:30-8:30  a m m the  Morgue, 

Neurology-Neurosurgical 

Fridays,  8-9  a m . First  Floor  Conf  Rm 

Neuropathology  or 

Neuroradiology  Conferences 

Friday,  9 a m..  Neuropathology  in 

Neuropathology  Conference  Rm  , 

Neuroradiology  in  First  Floor  Conf  Rm 

Neurorehabilitation  Conference 

Tuesdays,  noon,  8th  Floor  Conference  Rm. 

Neurosurgical  Journal  Club 

Saturdays,  9-11  a m.  in  Eighth  Floor 

Conference  Rm 

WALTER  O.  BOSWELL 
MEMORIAL  HOSPITAL 

10401  Thunderbird  Boulevard,  Sun  City,  AZ 
85372,  Contact:  Martha  R.  Newby,  ED.D,, 
Director  of  Education 

Medical  Department  Continuing 
Medical  Education 

4th  Wednesday,  12  Noon,  Cl  19.  May,  July, 
Sept  & Nov 

Tumor  Board 

Last  Thursday  of  the  month,  12  Noon, 

Educ,  Center  Classroom  I & II,  May,  July, 
Sept,  & Nov 

Surgical  Department  CME 

4th  Friday,  7 a.m.,  Educ.  Center 
Classrooms  I & II  Contact:  Brian 
Updegraff,  M D 

CAMELBACK  HOSPITAL 

5055  N 34th  St,,  Phoenix,  AZ  85018. 
Sponsor:  Camelback  Hospital.  Contact: 
Howard  Gray,  M D.  and  Robert  Meyer,  M D 
Approved  for  Category  1 credit 

Clinical  Conference 

3rd  Tuesday,  8-9  a m 

DESERT  SAMARITAN 
HOSPITAL 

1400  South  Dobson  Road,  Mesa,  Arizona, 
Contact:  L A Rosati,  M D Approved  for 
Category  1 credit, 

CME  Programs 

Weekly,  Tuesday,  7 p.m.,  Cafeteria-West 
End. 

Clinical  Conference  — Dept,  of  Medicine 

Weekly,  Thursday,  12:30-1:30  p m.  Buffet 
Lunch,  Grande  Rm. 

OB/GYN  Medical  Staff  Conference 

Weekly,  Monday,  12:30-1:30  p.m  Grande 
Rm, 

Pediatric  Case  Conference 

2nd.  Friday,  12:30  p.m.,  Grande  2. 
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HUMANA  HOSPITAL  PHOENIX 

1747  East  Thomas  Road.  Phoenix,  Arizona 
86016  Contact:  Medical  Staff  Secretary  for 
additional  information. 

Physicians  Continuing  Education  Program 

1st  Thursday,  12:30  p.m..  Classrooms 

EL  DORADO  HOSPITAL 
TUCSON  (THMEP) 

1400  N Wilmont  Road,  Tucson,  AZ  85712 
Contact:  Eric  G.  Ramsay,  M D Approved 
for  Category  1 credit 
Family  Practice  Department  Meeting 
1st  Monday,  12  Noon,  (March,  June,  Sept 
and  Dec.)  Contact:  R.  Grossman,  M.D 
Surgical  Department  Meeting 
3rd  Monday,  11:45  p.m 

FLAGSTAFF  HOSPITAL  & 
MEDICAL  CENTER  OF 
NORTHERN  ARIZONA 

1215  N Beaver  Street,  P O Box  1268, 
Flagstaff  AZ  86002.  Contact  B C. 
Hirschberg,  M.D  , CME  Program  Clinical 
Conference.  Approved  for  Category  1 
credit. 

Interesting  Case  Conference 

1st  Tuesday,  12:30  p.m.,  Tollefson  Rm. 
Clinical  Conferences 

Weekly,  Tuesdays,  12:30  p.m,, 

Tollefson  Rm, 

Tumor  Board  Case  Conference 

3rd  Tues.,  12:30  p.m  , Hospital  Conf  Rm 

Mortality  & Morbidity  Conference 

1st  Thurs.,  12:30  p.m..  Hospital  Conf.  Rm 

GOOD  SAMARITAN 
MEDICAL  CENTER 

1111  East  McDowell  Rd.,  Phoenix.  AZ 
Approved  for  Category  1 credit 

Obstetrical  Sectional  Conference 

1st  Monday,  12:30-1:30  p.m.,  Conf.  Rm.  E 

Gynecological  Section  Conference 

2nd  Monday,  12:30-1:30  o m..  Conf.  Rm  E. 

Obstetrical  Sectional  Conference 

5th  Monday,  12:30-1:30  p m,,  Conf  Rm  E 

Pulmonary  Grand  Rounds 

Weekly,  Monday,  12  noon-  1 p.m.. 
Amphitheater 

Family  Practice 

Weekly,  Monday,  12:00-1:00  p.m..  Family 
Practice  Center 

Pediatric  Grand  Rounds 

3rd  Tuesday,  7:30-8:30  a m . Amphitheater 

Family  Practice 

Weekly,  Tuesday.  12:00-1:00  p m..  Family 
Practice  Center 

Cardiology  Grand  Rounds 

Weekly,  Tuesday,  12:00-1:00  p.m  . 
Amphitheater. 

Medical  Noon  Conference 

1st.  2nd.  4th,  & 5th  Wednesday,  12:00-1:00 

p.m.,  T-8  Conference  Rm 

Clinical  Cancer  Fourm 

3rd  Wednesday,  12:00-1:00  pm,  Conf, 

Rms.  E-F 
Family  Practice 

Weekly,  Wednesday.  12:00-1:00  p.m  , 

Family  Practice  Center 

Tumor  Conference 

2nd.  & 4th  Wednesday,  12:00-1:00  p.m., 

Conf  Rms.  E-F 

Surgical  Grand  Rounds 

Weekly,  Wednesday.  7:00-8:30  a m.. 

Amphitheater. 


Family  Practice 

Weekly,  Thursday,  12:00-1:00  p.m..  Family, 
Practice  Center  | 

Medical  Noon  Conference 
Weekly,  Thursday,  12:00-1:00  p.m  , T-8 
Conf.  Rm.  , 

Joint  Tumor  Gyn  Conference  ; 

2nd  Fri.,  12:00-1:00  p m.,  Conf.  Rms.  E-F.  | 
Medicine  Grand  Rounds  i 

Weekly,  Friday,  8:00-9:00  a m..  j 

Amphitheater.  | 

Neurology  Grand  Rounds  i 

Weekly.  Friday,  12:00-1:00  p.m  , 
Amphitheater 
Psychiatry  Grand  Rounds 
Weekly.  Friday,  11:00-12:00  noon. 
Education  Bldg.  West. 

I 

KINO  COMMUNITY  ■ 

HOSPITAL,  (THMEP)  I 

2800  E Ajo  Way,  Tucson.  AZ.  85713.  I 

Contact:  Eric  C Ramsay,  M D.,  Approved  ] 
for  Category  1 credit.  * 

Surgical  Conference 
Weekly,  Monday  8:00  a m..  Contact:  R 
Fischer,  M D * 

Medical  Conference  | 

Weekly,  12:30  p.m..  Contact:  Chief  Medica 
Resident 

OB/GYN  Pathology  Conference 

Weekly,  Thursday,  1:30  p.m..  Contact:  Jay 
Fleishman,  M.D 
Psychiatry  Journal  Club 
Weekly,  Thursday,  12  Noon,  Contact:  Jose 
Santiago,  M D. 

MARYVALE  SAMARITAN 
HOSPITAL 

5102  W Campbell  Ave.,  Phoenix,  AZ  8500 

Continuing  Medical  Education  Program 

2nd  & 4th  Wednesday,  12:30  p.m.. 
Conference  Rms. 

Tumor  Board 

1st  & 3rd  Mondays.  12-1  p.m..  Medical 
Conference  Rms. 

MARICOPA  MEDICAL 
CENTER 

2601  E.  Roosevelt,  Phoenix,  AZ  850C 
Contact:  Leonard  Tamsky,  M.D 

Anesthesiology  Morbidity  & Mortality 
Conference 

Weekly,  Mondays,  2:45  p.m.,  Santa  Cruz  , 

Room.  Contact:  George  Wallace,  M D i 

Medicine  Conference 

Daily  12-1  p m..  Contact:  S Schaffner.  M l 

Chest  Surgery  Conference 

Weekly,  Mondays,  1:30  p.m.,  Santa 

Cruz  Room 

Hematology  Conference 

2nd  Tuesday,  1:00  p.m..  Contact:  Walt 
Koppenbrink,  M.D 
OB/GYN  Dept.  Grand  Rounds 
Weekly,  Tuesday,  12  Noon,  Santa 
Cruz  Room 

Obstetrical  Problem  Conference 

Weekly,  Tuesday,  7:30  a m.,  Yavapai  Rm. 

Orthopedic  Conference 

Weekly,  Tuesday.  7:30  a m.,  Santa 
Cruz  Room 

Pediatric  Grand  Rounds 

2nd  Tuesday.  7:30-8:30  am.  Contact: 
Robert  Ganelin,  M D 


Jrology  Discharge  Planning  Conference 

/Veekly.  Tuesday,  11:30  a m.,  Station  42. 
Hand  Surgery  Conference 

Veekly,  Wednesday,  7:30  a.m.,  Santa 
Zruz  Room. 

neurosurgery  Discharge  Planning 

Veekly,  Wednesday,  1:30  p.m..  Station  42. 
OB/Neonatology  Seminar 
Veekly.  Wednesday,  7:30  a m.,  Yavapai  Rm 
Clinical  Psychiatric  Conference 
Veekly,  Wednesday,  11-12  p.m..  Mental 
Health  Annex,  Rm.  1346. 

Surgery  Conference 

Veekly,  Wednesday,  7-8  a.m..  Surgical 

)ept. 

'urrent  Concepts  in  Medicine  & Surgery 

St  Thursday,  1 p.m,.  Dr.  Hospital  Class 
Hm,,  Contact:  Dr.  Tamsky. 

Cardiology  Conference 
Veekly,  Thursday,  2 p.m.,  Santa 
Cruz  Room. 

)B/GYN  Resident  Conference 

Veekly, Thursday.  12  p.m.,  Yavapai  Rm. 

>YN  Endocrine  Seminar 

st  & 3rd  Friday,  12:30  p.m.,  Santa 
Cruz  Room. 

)B/GYN  Surgical  Pathology  Conf. 

Veekly,  Friday,  7:30  a.m.,  Yavapai  Rm. 

)rthopedic  X-Ray  Conference 

Veekly.  Friday,  7:30  a m.,  Santa 
Cruz  Room. 

MESA  LUTHERAN 
HOSPITAL 

01  West  10th  Place,  Mesa,  Arizona  85201, 
Contact:  E.  John  Wickman,  M.D. 

Continuing  Medical  Education  Programs 

uesdays,  6:30  p.m.,  Ocotillo  Rm. 

PHOENIX  BAPTIST 
HOSPITAL  & MEDICAL 
CENTER 

025  N,  20th  Ave.,  Phoenix,  AZ  85015. 
Contact:  J.  Burr  Ross.  M.D.,  Approved  for 
Category  1 credit. 

Clinical  Conferences 

St,  2nd  & 3rd  Tuesdays,  12  noon,  5th  floor 
uditorium. 

cPC  or  Medical-Surgical  Forum 

th  Tuesday,  12  noon,  5th  floor  auditorium. 

PHOENIX  INDIAN 
MEDICAL  CENTER 

212  North  16th  St,,  Phoenix,  AZ  85016. 
contact:  Leland  L.  Fairbanks,  M.D., 
ipproved  for  Category  1 credit, 
ediatric  Grand  Rounds 
st  Tuesday,  7:30-8:30  a m..  Contact:  D. 
iandall,  M.D. 

finical  Staff  Teaching  Conference,  Rm.  A. 

'/eekly,  Wednesday,  7:30-8:30  a.m. 

Holaryngology  Grand  Rounds 

,th  Wednesday,  4-5  p.m..  Conference  Rm. 

L Contact:  N.  Wendell  Todd,  M.D. 

amily  Practice/Emergency  Room 
leaching  Conference 

ihursday.  Weekly,  7:30-8:30  a.m.,  Conf. 
jm.  A,  Contact:  Drs.  L.  Fairbanks  & E.Y. 
ooper. 

! PHOENIX  MEMORIAL 
HOSPITAL 

i?01  S 7th  Ave.,  Phoenix,  AZ  85036. 
lontact:  George  Scharf,  M.D.  Approved  for 
jategory  1 credit. 


Monthly  Medical  Education  Seminar 

3rd  Monday,  6:30  p.m.,  Kiva  Conf.  Rm. 
Clinical  Conferences 
Weekly,  Tuesday,  12:30  p.m.,  Kiva 
Conference  Rm. 

Psychiatric  Clinical  Conference 

2nd  Friday,  11:30  a m.,  B-Wing  Conf.  Rm., 

Contact:  Medical  Staff  Secretary. 

Tumor  Board  Conference 

Weekly,  Friday,  12  p.m.,  Kiva  Conf.  Rm. 

Contact:  H,  Kimball,  M.D. 

SCOTTSDALE  MEMORIAL 
HOSPITAL 

7300  East  4th  Street,  Scottsdale,  AZ  85251. 
Contact:  W.  S.  Williams,  M.D.,  Approved  for 
Category  1 credit. 

Family  Practice  Conference 

1st  Monday,  12:30  p.m..  Doctors’  Lounge. 

Emergency  Medical  Services  Conference 

2nd  Monday,  12:30  p.m..  Doctors’  Lounge. 

Neurology/Neurosurgery  Conference 

3rd  Monday,  12:30  p.m.,  Doctors’  Lounge. 

CPC  Conference 

4th  Monday,  12:30  p.m..  Doctors’  Lounge. 

Pediatrics  Conference 

5th  Monday,  12:30  p.m..  Doctors’  Lounge. 

Pulmonary  Conference 

1st  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Cardiology  Conference 

2nd  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Surgery  Conference 

3rd  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Resident  Grand  Rounds 

4th  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Medical  Subspecialties 

5th  Tuesday,  12:30  p.m..  Doctors’  Lounge. 

Uronephrology  Conference 

3rd  Thursday,  12:30  p.m..  Doctors’  Lounge. 

Tumor  Conference 

4th  Thursday,  12:30  p.m..  Doctors'  Lounge. 

Gl/Med/Surg/Radiology  Conference 

2nd  Friday,  12:30  p.m..  Doctors’  Lounge. 

ST.  JOSEPH’S  HOSPITAL 
PHOENIX 

350  West  Thomas  Road,  Phoenix,  AZ 
85013.  Contact:  Joseph  C.  White,  M.D. 

OB/GYN  Section  Conference 

3rd  & 4th  Mondays,  12:30-1:30  p.m.,  1st 
Floor  Conf  Rm 

Genetics  Conference 

Weekly,  Monday,  12:30  p.m..  Pediatric 
Department. 

Pediatric  Rounds 

Weekly,  Monday,  Wed.  & Friday,  10:30  a.m,. 
Pediatric  Department. 

Pediatric  Grand  Rounds 

4th  Tuesday,  7:30-8:30  a m . Contact:  J. 

Kipp  Charlton,  M.D. 

ECG  Conference 

Weekly,  Tuesday,  12:30  p.m..  Pediatric 
Department. 

Medical  Grand  Rounds 

Weekly,  Wednesday,  8 a m.,  1st  Floor  Conf 
Room. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  8 a.m.,  PIMC. 

Visiting  Professor  Informal  Presentation 

Weekly,  Thursday,  9:30  a m.,  1st  floor  Conf. 
Rm. 

Visiting  Professor  Formal  Presentation 

Weekly,  Thursday,  12:30  p.m.,  PIMC. 
Nephrology  Conference 

Weekly,  Fridays,  12:30  p.m,.  Pediatric 
Department. 


ST.  JOSEPH’S  HOSPITAL 
(THMEP)  TUCSON 

350  N.  Wilmot  Road,  Tucson,  AZ.  Contact: 
Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 

Family  Practice  Department  Meeting 

3rd  Tuesday,  12  p m..  Contact:  Wm. 
Moteforte. 

Ophthalmology  Morbidity/Mortality  Conf. 

4th  Tuesday,  12:15  p.m..  Contact:  Kim 
Sowards. 

Current  Concepts  in  Medicine 

Weekly,  Tuesday,  12  p.m..  Auditorium. 

Hematology-Oncology  Conference 

Last  Wednesday,  12:15-1:15  p.m..  Contact: 
S.  Salmon,  M.D. 


ST.  LUKE’S  HOSPITAL 
MEDICAL  CENTER 

525  North  18th  Street,  Phoenix,  AZ, 
Contact:  Gerald  L.  Hansbro,  M.D. 

Cardiac  Conference 

Weekly,  Monday,  12:15  p.m..  Auditorium 

Chest  Conference 

4th  Monday,  12:15  p.m.,  Phillips 
Auditorium. 

Surgery  Conference 

1st  Tuesday,  12:15  p.m..  Auditorium. 

Emergency  Medicine  Conference 

1st  Wednesday,  12:15  p.m..  Auditorium. 

Cardiovascular-Thoracic  Record  Review 

3rd  Wednesday,  12:15  p.m..  Auditorium. 

Pulmonary  Case  Conferences 

1st  Thursday,  7:30  a m.,  Phillips 
Auditorium. 

Psychiatry  Conference 

3rd  Thursday,  7 a.m..  Auditorium. 

Combined  Medical  General  Practice 
Conference 

1st  Friday,  12:15  p.m..  Auditorium. 

Toxicology  Grand  Rounds 

2nd  Friday,  7:30  a.m..  Auditorium. 

Ophthalmology  Conference 

1st  Saturday,  8:30  a.m..  Auditorium. 


ST.  MARY’S  HOSPITAL 
& HEALTH  CENTER 

1601  W.  St.  Mary’s  Road,  Tucson,  AZ 
85703.  Contact:  see  below. 

Monthly  Specialty  Conference  — Dept,  of 
Surgery 

1st  Monday,  7:30  a.m.,  Century  Rm.  A., 
Contact:  Med.  Staff  Office. 

Grand  Rounds:  Medical  Surgical,  Family 
Practice,  Pathology,  Radiology 

Weekly,  Thursday. 

Emergency  Medicine  Lectures 

Weekly,  Thursday,  8 a.m..  Century  Rm.  A. 

Mental  Health  Update 

1st  Friday,  11:30-1:00  p.m..  Century  Rm.  A. 

Cardiology  Conference 

Weekly,  Friday.  8:00-9:00  a m..  Century 

Rm.,  Contact:  Anthony  Forte,  M.D. 

TUCSON  MEDICAL 
CENTER  (THMEP) 

5301  E.  Grant  Road,  Tucson,  AZ  85716. 
Contact:  Eric  G.  Ramsay,  M.D.  Approved  for 
Category  1 credit. 
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Cardiology  Conference 

1st,  3rd.  & 5th  Mondays.  12  Noon.  Contact: 
M.  Maximov.  M,D. 

Dermatology  Conference 

4th  Monday,  5:00  p m..  Contact:  R Miller, 

M.D 

Endocrinology  Conference 

4th  Monday,  12  Noon.  Contact:  M Parker, 
M D 

Nephrology  Conference 

2nd  Monday,  12  Noon,  Contact:  Stephen 
Seltzer 

Perinatal  Conference 

2nd  Monday,  7:30  p.m..  Contact:  J 
Lohman,  M.D. 

Psychiatry  Department  Meeting 

3rd  Monday,  12  Noon,  Contact:  Howard 
Winkler,  M D. 

Surgical  Dept.  Conference 

2nd  Monday,  12  Noon,  Contact:  C Peter 

Crowe,  Jr.,  M D. 

Hematology  Conference 

4th  Tuesday,  12  Noon,  Contact:  Gerald 

Giordano,  M.D 

Pulmonary/Infectious  Disease  Conference 

Weekly  except  4th,  Tuesday,  12  Noon, 

Contact:  B Friedman.  M.D 

Orthopedic  Conference 

1st  Tuesday.  7:30  p.m..  Contact:  Jay  Katz, 

M.D 

Pediatric  Grand  Rounds 

1st  & 3rd  Tuesday,  12:30  pm.  Contact:  Dr 
Lightner, 

Neurophysiology  Conference 

2nd  Tuesday,  5 p.m..  Contact:  Robert 
Foote.  M.D 

Clinical  Pathology  Conference 

Last  Wednesday.  8:00  a m..  Contact  Dr 
Fuchs 

Family  Practice  Meeting 

2nd  Wednesday,  12:30  p.m.,  Jan.,  April, 
July.  & Oct.  Contact:  C.  Mangelsdorf,  M.D 

Medical  Conference 

Weekly,  Wednesday,  8:00  a.m..  Contact:  M, 
Fuchs,  M.D 

Neurology-Neurosurgery  Conference 

Weekly,  Wednesday,  12  Noon,  Contact:  H, 
W Buschsbaum,  M D 
Neuroradiology  Conference 
Weekly,  Thursday,  5:00  p.m..  Contact:  N 
Komar,  M.D, 

Tumor  Conference 

Weekly,  Thursday,  12  Noon,  Contact: 

Cancer  Committee. 

G— I Conference 

Weekly.  Friday,  12  Noon.  Contact:  Charles 
Banner.  M.D. 

Interhospital  Nuclear  Medicine  Conference 

Weekly.  Friday,  7:15  a.m..  Contact:  S.V. 
Hilts,  M.D. 


OB/GYN  Conference 

1st  Friday.  7:30  a m..  Contact:  Charles 
Parker,  M.D. 

OB/GYN  Pathology  Conference 

3rd  Friday,  7:30  a m..  Contact:  R.  Spark, 
M.D, 

PHOENIX  VETERANS 
ADMINISTRATION 
MEDICAL  CENTER 

7th  Street  and  Indian  School  Road, 
Phoenix,  AZ  85012.  Contact:  Alfred 
Heilbrunn,  M.D,  Approved  for  Category  1 
credit. 

Medical/Surgical  Gl  Conference 

1st  & 3rd  Monday,  3 p.m,,  Rm.  3134, 
Contact:  Dr  Kozarek,  Ext  413  Dr  Mertz, 
Ext  493 

Cancer  Symposium 

2nd  Monday,  3-4  p.m  , Rm  T5,  Contact:  Dr. 
Byrne,  Ext,  426 

Orthopedic  Surgery  Conference 

2nd  Monday,  7:30  a m , Rm  3134,  Contact: 
Dr  Russo. 

Surgery  - Pathology  Conference 

4th  Monday,  4:00  pm,  Rm  3134,  Contact: 
Dr  Mertz  & Dr.  Lanard 

Gl  Grand  Rounds 

Weekly,  Tuesday,  1 p.m,.  Contact:  Drs. 
Sanowski  & Schaffner,  after  Gl  Grand 
Rounds,  Rm.  T-5. 

Gl  Radiology  Clinical  Correlation 
Conference 

1st  and  3rd  Tuesday,  12:00  noon,  Rm.  T-5, 
Contact:  Dr.  Sanowski 
Gl  Pathology  Conference 
2nd  and  4th  Tuesday,  12:00  noon,  Rm.  T-5, 
Contact:  Dr.  Sanowski 
Urology  Histopathology  Conference 
Weekly  Tuesdays,  8-9  a m.,  Rm  2410, 
Contact:  Drs.  Haddad  & Kivirand,  Ext  417 
Pulmonary  X-ray  Correlation  Conference 
Weekly  Wednesdays,,  12:30-1:30  p.m.. 
Room  4115,  Contact:  Dr.  Rohwedder,  Ext. 
388. 

Cardiology  Conference 

2nd  Thursday,  1 pm.  Room  T-5,  Contact: 
Dr  Habib 

Medical  Surgical  Chest  Conference 

1st  & 3rd  Thursday.  12:30  p.m.,  Rm.  4115 
Contact:  Dr.  Rohwedder. 

Medical  Service  Grand  Rounds 

1st,  2nd,  3rd.  & 5th,  Fridays,  11  a m.,  Rm. 

T-5.  Contact:  Dr  Zeller 

Medical  Mortality  Conference 

4th  Friday,  11  am..  Room  T-5.  Contact  Dr 

Zeller 

Urology  Conference 

Weekly  Friday.  12-1  p.m.,  Room  3134, 
Contact:  Dr  Haddad.  Ext  418. 


Vascular  Conference 

2nd  Friday,  8-9  a m , Rm.  3134,  Contact: 
Dr  Cintora,  Ext  419 

PRESCOTT  VETERANS 
ADMINISTRATION  HOSPTIA 
MEDICAL  CENTER 

Prescott,  Arizona  86313.  Contacts  listed 
below.  Approved  for  Category  1 credit  I 
Medical  Rounds  I 

1st  & 3rd  Thursdays.  10:00  a m. -2:30p.m.  I 

Surgical  Rounds 

4th  Thursday,  10  a.m. -2:30  p.m.  i 

TUCSON  VETERANS  ! 
ADMINISTRATION  HOSPITA 
& MEDICAL  CENTER 
(U  of  A Tucson)  i 

3601  South  Sixty  Ave.,  Tucson,  AZ  857231 
Contacts  listed  below.  Approved  for  i 
Category  1 credit  ^ 

Medical  Surgical  Chest  Conference 

Weekly,  Tuesday,  2 pm.  Contact:  Dr 
Young 

Medical  Grand  Rounds  | 

Weekly.  Wed,,  12-1:00  p.m.,  VA  Hospital 
Staff  Conf  Rm.  & (AHSC),  Contact:  Jay  j 
Smith,  M.D 

Surgical  Grand  Rounds 

Weekly,  Wed,,  4:00  p.m..  Contact:  Dr 
Putnam 

Endocrinology  Seminar 

1st,  3rd,  & 5th  Thursday,  12-1:00  p.m.,  Rr] 
N318,  Contact:  Dept,  of  Internal  Medicine| 
Grand  Rounds  | 

Weekly,  Thursday,  11  a.m..  Bldg.  107,  , 

Contact:  J Fitzharris,  D O,  | 

Vascular  Radiology,  Interesting  Case  Coa 
Weekly,  Thursday,  12:00  noon. 

Neurology  Grand  Rounds  j 

Weekly,  Friday,  12  p.m..  Contact:  Dr.  i 
Sibley  I 

YUMA  REGIONAL  * 
MEDICAL  CENTER  | 
(U  of  A,  Tucson/ArMA)  i 

2400  Avenue  A , Yuma  Az  85364.  Contact:! 
Alan  Winfield,  M D.  Approved  for  Categor^ 
1 credit  ■ 

Radiology  Conference  | 

1st  Tuesday,  7:00  a m. 

Operation  Outreach  j 

2nd  Tuesday,  6:30  p.m 
Pathology  Conference 
4th  Tuesday,  7:00  a.m. 

Operation  Outreach  j 

2nd  Wednesday,  7:00  a.m.  I 
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)onsor:  U of  A College  of  Medicine, 
icson,  AZ  85724.  Robert  M Anderson, 

D.,  Dir.  of  CME.  Contact:  See  below. 
)proved  for  Category  1 credit. 

lesthesiology  Board  Review  Conference 

d & 4th  Monday,  4-5  p.m.,  AHSC  Dining 
n.  C&D,  Contacts:  Dr,  Vaughn  & Kryc, 

lesthesiology  Basic/Clinical  Sciences 
ctures 

aekly,  Thursday,  4-5  p.m..  Room  5403. 
lesthesiology  Case  Discussion 

aekly.  Wed.,  7:00  a.m.,  AHSC,  Dining  Rm 
kD. 

lesthesiology  Resident  Presentation 

t Monday,  4-5  p.m.,  AHSC  Dining  Room, 
kD,  Contacts:  Drs.  Otto  & Zehngut 
incer  Center  Tumor  Board  Seminar 
d Tuesday,  Monthly,  12-1  p.m.,  HSC 
iditorium.  Contact:  Cancer  Center 
irdiac  Catheterization  Conference 
eekly,  Friday,  4:00  p.m..  Contact:  Dr. 
imkin. 

jrdiology  Research  Conference 

eekly,  Tuesday,  7:30  a m..  Contact:  Dr 
teske. 

icson  Cardiovascular  Society 

t Thursday,  6:00  p.m.,  AHSC,  Contact: 

. Byrne-Quinn. 

inical  Immunology,  Allergy  & 
leumatology  Rounds 

ery  Friday,  Noon-1  p.m.  Contact:  John 
lyer,  M.D.,  Dept,  of  Internal  Medicine, 
irebrovascular  Disease  Conference 

)ndays,  5-6  p.m..  Weekly,  Rm.  5505., 
intact:  Jerry  Goldstone,  M.D.,  Dept,  of 
irgery. 

irmatology  Conference 

1 Monday,  5:15  p.m.,  AHSC,  Contact:  Dr. 
Friedman, 

ermatology  Rounds 

eekly.  Wed.,  11:30  a.m..  Contact:  Dr. 
mch. 

ridocrinology  Seminar 

eekly,  Thursday,  12-1  p.m..  Contact:  Dr. 
ihnson. 

mergency  Medicine  Grand  Rounds 

jesdays,  9 a m.,  AHSC,  Contact:  Dr 
anders. 

I Pathology  Conference 

h Friday.  1:30  p.m.,  AHSC,  Contact:  S. 
aplanus. 

I Radiology  Conference 

id.  & 4th  Mondays,  7:30  a.m.,  AHSC, 
ontact:  Dr.  T Hunter. 


Head  & Neck  Tumor  Management 
Conference 

Weekly,  Wed.,  4:00  p.m..  Contact:  Dr. 
Manning. 

Hematology-Oncology  Clinical  Conference 

1st  & 5th  Tuesdays.  Noon-1  p.m.,  Rm. 

6505.  Contact:  S.  Salmon,  M.D.,  Dept,  of 
Internal  Medicine. 

Medical  Grand  Rounds 

Weekly,  Wed.,  12-1  p.m.,  AHSC,  Contact: 

Dr.  J.  Smith. 

Morbidify/Morfality  in  E.M. 

2nd  Tuesday,  9 a m.,  AHSC.  Contacts:  Drs. 
Hughes  & Alcorn. 

Neuromuscular  Disease  Conference 

Weekly,  Friday,  11:30  a m..  Contact:  Dr. 
Stern 

Neuropathology  Case  Review 

Weekly,  Friday,  8:30  a.m.,  UAHSC,  Dr.  P. 
Johnson. 

Neuroradiology  Conference 

Weekly,  Thurs.,  5:00  p.m..  Contact:  Dr.  P C. 
Christenson. 

Neuromuscular  Journal  Conference 

2nd  & 4th  Thursday.  7-9  p.m..  Contact:  Dr. 
Stern. 

Neurosciences  Seminar 

Weekly,  Tuesday  & Friday,  7:30  a.m., 
AHSC,  Contact:  Dr.  C.  Bamford. 

Nuclear  Medicine 

Weekly,  Thursday,  7:30  a.m.,  AHSC 
Radiology  Conference  Rm. 

OB/GYN  Lectures 

Weekly,  Friday,  1 p.m.,  AHSC,  Contact:  Dr. 
C.D.  Christian. 

Ophthalmology  Grand  Rounds 

3rd  Friday,  7:30  a m.,  AHSC,  Contact:  Dr. 
J.  Herschler. 

Ophthalmology  Retina  Fluoro.  Conference 

Weekly,  Thursday,  5 p.m.,  AHSC,  Contact: 
Dr.  H Cross. 

Orthopedic  Rounds 

Saturday,  8:00  a.m..  Contact:  Dr  Peltier. 

Pain  Conference 

3rd  Monday,  4-5  p.m.,  AHSC  Dining  Rm. 
C&D,  Contact:  Drs.  Hameroff  & Cork. 

Pathology  Conference 

Weekly,  Monday,  12  noon,  AHSC,  Contact: 
Dr.  C.D.  Christian. 

Pathology  Seminar 

Weekly,  Friday,  4:30-5:30  p.m.,  AHSC,  Rm. 
5120.  Contact:  Dr.  P.  Finley. 

Tucson  Pathologist  Conference 

1st  Monday,  7:30  p.m.,  AHSC,  Contact:  Dr. 
A.  R.  Graham. 

Pediatric  Grand  Rounds 

2nd,  4th  & 5th  Tuesdays,  12  p.m.,  AHSC, 
Contact:  Dr.  H.  Thompson. 

Pediatric  Problem  Patient  Conference 

Weekly,  Wed.,  8:00  a m..  Contact  Dr.  Lillian 
Valdes-Cruz. 


Pediatric  Research  Forum 

Weekly,  Tuesday,  7:30  a.m..  Contact:  Dr. 
Otakar  Koldovsky 
Pediatric  Specialty  Conference 
Weekly,  Friday,  8:00  a.m..  Contact:  Dr. 
Marilyn  Heines  & Jane  Ruggill. 

Psychiatric  Grand  Rounds 
Weekly,  Wednesday,  5:30  p.m.,  AHSC,  Rm. 
8403,  5th  Floor  Auditorium 
Psychiatric  Monthly  Case  Conference 
2nd  Friday,  7:30  a m.,  Contact:  Dr.  Alan 
Levenson,  Palo  Verde  Hospital. 

Pulmonary  Rounds 

Weekly,  Friday,  11:30  a.m..  Contact:  Dr. 
Benjamin  Burrows. 

Chest  Radiology 

Weekly,  Monday,  5-6  p.m.,  Rm.  1535F, 
UAHSC.  Contact:  Irwin  M.  Freundlich, 

M.D.,  Dept,  of  Radiology. 

Neuroradiology  Teaching  Conference 

Weekly,  Wednesday,  7:30  a.m.,  AHSC, 
Contact  Dr.  Christenson 

Radiation  Oncology  Planning  Conference 

Weekly,  Friday,  8:30-10:00  a.m.,  AHSC,  Rm 
0655 

Radiology  Interesting  Case  Conference 

Weekly,  Thursday,  12:00  noon,  AHSC, 
Contact:  Dr.  Freundlich. 

Radiology-Rheumatology  Conference 

Weekly,  Thursday,  7:45  a.m.,  UAHSC, 
Library  Rm.1535C. 

Renal  Pathology  Conference 

1st,  3rd,  & 5th  Thurs.,  11:30  a.m..  Contact: 
Dr.  Nagle. 

Residents  Noon  Conference 

Weekly, Tuesday  & Thursday,  12:00  noon, 
AHSC,  Contact:  Dr.  A.  Greensher. 

Resident’s  Conference 

Weekly,  Wed.,  5-6  p.m.,  Diag.  Radiology 
Conf.  Rm. 

Surgical  Grand  Rounds 

Saturdays,  9:00  a.m.,  Rm.  5403,  AHSC, 
Contact:  Dr.  Wangensteen. 

Surgical  Morbidity  & Mortality  Conference 

Weekly,  Wed.,  8:00  a.m..  Contact:  Dr, 
Wangensteen. 

Trauma  Conference 

Thursday,  4:00-5:00  p.m..  AHSC,  Rm.  5505. 
Toxicology  Conference 
Weekly,  Tuesday,  8:00  a m..  Contact:  Dr. 
Keith  Likes. 

Tucson  Ultrasonography  Group 

Weekly,  Wed.,  4:30  p.m.,  AHSC,  Contact: 

Dr.  I.  Freundlich. 

General  Urology  Conference 

Weekly  Tue.  & Thurs.,  12:00  noon,  AHSC 

& VA  Hospital  Contact:  Dr.  G.W.  Drach. 

Vascular  Surgery  Conference 

Weekly,  Tuesday,  4-6  p.m,,  AHSC,  Contact: 

Dr.  J.  Goldstone. 
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MEDICINE  or 


BUSINESS? 


The  Air  Force  Has 
Opportunities  For: 

General  Surgeons 
Orthopedic  Surgeons 
OB/Gynecologists 
Anesthesiologists 
Otolaryngologists 

Call  Capt.  Pat  Patruno  or 
TSgt  Mike  Benequista  at 
261-4220/4971 
2020  S.  Mill  Ave.,  Suite  113 
Tempe,  Arizona  85282 


If  you  feel  you’re  practicing 
business  instead  of  medicine, 
why  not  consider  an  alternative? 

Many  physicians  are  seeking  relief 
from  the  ever  increasing  pressures  of 
private  practice.  If  you  are  a physician, 
57  years  of  age  or  younger,  the  United 
States  Air  Force  Medical  Service  offers 
you  an  alternative  and  a unique  chal- 
lenge to  serve. 

The  Air  Force  physician  practices 
medicine  in  a group  practice  environ- 
ment with  the  entire  spectrum  of 
medical  specialties  available.  United 
States  Air  Force  Hospitals  are  accred- 
ited by  the  Joint  Commission  and  are 
equipped  with  the  finest  medical  facil- 
ities available.  Health  care  is  provided 
to  every  patient  without  regard  for  the 
'patient’s  ability  to  pay.  The  profes- 
sional challenges  and  the  medical  edu- 
cation opportunities  are  unlimited. 

The  Air  Force  physician  normally  has 
time  for  travel,  family  and  personal 
development.  Available  liberal  fringe 
benefits  provide  for  a secure  and 
satisfying  life  style  including  30  days 
vacation  with  pay  annually,  advance- 
ment, travel,  medical  education,  pro- 
fessional pay,  and  recreational  oppor- 
tunities. Assignment  to  a specific  Air 
Force  Hospital  within  the  United  States 
or  overseas  may  be  arranged. 


EWARE 
THE 

WINTER 

WEATHER! 


RU-TUS 

Dispel  the  Clouds  of  Fall  orv 


RU-TUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  ontihistominic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

[12  years  and  over]. 


EU  EVERS 

Winter  Respiratory  Discomfort 


RU-TUSS 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING]  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 

Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  ® Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  it's  easy  to  take 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distre 

RU1USS/RU1USS 

TABLETS  EXPECTORANT 


RU-TUSS®  RU-TUSS* 


Tablets 

DESCRIPTION 


Edch  prolonged  action  tablet  contains: 
Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19  mg 

Atropine  Sulfate 

0,04  mg 

Scopolamine  Hydrobromide 

0,01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic,  nasal  decongestant  and  anti-secretory 
preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues.  Phenylephrine  and  phenyl- 
propanoldmine  combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics.  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  dnd  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria, 
palpitation,  tachycardia,  hypotension/hypertension.  faintness,  dizziness,  tinnitus,  head- 
ache, incoordination,  visual  disturbances,  mydriasis,  xerotomia.  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirntability,  nervousness, 
dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  tailure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age,  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age.  Tablets  are 
to  be  swallowed  whole 
HOW  SUPPLIED: 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  ot  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription, 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Phormaceuticols,  Inc,  Vitorine  Company,  Inc. 

Shreveport,  Louisiana  71106  Springfield  Gardens,  New  \brk  11413 


Expectorant 

DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 

Codeine  Phosphate  t 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Pheniramine  Maleate 

Pyrilamine  Maleate 

Ammonium  Chloride 

Alcohol 

Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic,  nasal  decongestant  and 
torant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  c 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  allerg 
tis.  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergie: 
congestion  and  cough  due  to  the  common  cold 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  c 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inh 
contraindicated. 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthr 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patien' 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expectorc 
cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect  car 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  dvoid  driving  a motor  ve 
operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  with  i 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficK 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  gic 
dryness  ot  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  sec 
urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension/hypertensio 
ness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydriasi 
stomia.  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigas 
tress,  hyperirritability,  nervousness,  and  insomnia  Overdoses  may  cause  restic 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tachycardia  or 
convulsions 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hours 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  12  years  of  age:  the  adult  dose,  not  to  exceed  6 teaspoonful; 

24-hour  period.  Children  2 to  6 years  of  age  16  teaspoonful  every  4 hours, 
exceed  3 teaspoonfuls  in  any  24-hour  period.  Children  under  2 years  of  age: 
directed  by  a physician, 

HOW  SUPPLIED:  (16  fl  oz.) 

Pint  Bottles  NDC  0524- ' 

Federal  law  prohibits  dispensing  without  prescription 


MANUFACTURED  AND  DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 
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Printec 


Howto  prevent  a hold  up. 


We  don’t  like  holding  up  payment  on  your  insurance 
claims  any  more  than  you  like  the  delay.  So  to  assure  prompt 
and  accurate  payment  always  turn  to  the  CPT-4  or  ’74 
CRVS  procedure  coding  manuals  for  the  proper  numerical 
code  and  description  to  use  when  indicating  the  diagnosis 
and  treatment.  And  when  filing  always  use  the  imprinted 
claim  form  provided  by  Blue  Cross  and  Blue  Shield  of 
Arizona. 

When  we  receive  the  completed  forms  with  the  correct 
information,  we’ll  have  a check  in  the  mail  to  you  for  all 
the  services  covered  by  the  patient’s  contract. 

For  further  information  contact  the  Professional 
Relations  Department  of  Blue  Cross  and  Blue  Shield  today. 
So  you  can  prevent  a hold  up  in  what’s  coming  to  you. 


Blue  Cross® 
Blue  Shields 


of  Arizona 


Phoenix  864-4403 
Tucson  795-8029 
Flagstaff  526-0232 


® Registered  Mark  Blue  Cross  Association  ©'Registered  Mark  Blue  Shield  Association 
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Havasu  Peripheral  Vascular  Diagnostic  Center 
Gregory  W.  Prian,  M.D.,  Medical  Director 

1791  Mesquite  Avenue 
Lake  Havasu,  Arizona  86403 
(602)453-6221 


Vascular  Diagnostic  Services,  Inc. 


group  insurance 


a member  of  the  Arizona  Medical  Association,  you  can 
ake  advantage  of  life,  health  and  accident  insurance 
elected  to  meet  your  needs,  with  the  savings  available 
hrough  group  insurance. 

rhe  Arizona  Medical  Association  has  provided  its  members 
vith  sponsored  insurance  programs  for  over  25  years, 
fhe  programs  currently  available  are:  disability,  term  life 
for  members  and  their  spouses),  defendant's  reimbursement, 
iccidental  death  and  overhead  expense. 

lompanies  and  policies  are  selected  to  provide  coverage  and 
service  that  meets  a professional's  needs  and  standards. 

rhe  Arizona  Medical  Association  provides  supervision  of 
he  administration  of  these  programs  as  needed  to  insure 
hat  they  continue  to  merit  your  support. 


ASSOCIATION 


HEALTH  AGENCIES  OF  THE  WEST,  INC. 


DEAN  S.  DAVIDSON  INSURANCE  AGENCY,  INC. 


ARIZONA 

MEDICAL 


life,  health  & accident  insurance 


administered  by 


local  service  by 


4620  North  16th  Street,  #200,  Phoenix,  Arizona  85016  277-6672 

or  630  Craycroft,  Tucson,  Arizona  85711  745-0793 


COM- 
MUNI- 
CA'  TION 


COMMUNICATION:  a thirteen  letter 
word  that  can  improve  the  patient- 
physician  relationship  and  lead  to 
better  health  care  and  lower  medical 
costs. 

COMMUNICATION:  as  important  to 
physicians  as  a medical  license  or 
hospital  privileges.  Often  more 
reassuring  to  patients  than  medica- 
tion or  treatment. 


To  help  patients  communicate  more  effectively  with  their  physicians,  the  Arizona 
Medical  Association  has  developed  two  patient  information  brochures,  HOW  TO  CUT  YOUR 
HEALTH  CARE  COSTS  and  THE  PATIENT-PHYSICIAN  RELATIONSHIP,  A WORKING 
PARTNERSHIP 

The  brochures  offer  advice  on  telephoning  and  visiting  the  doctor’s  office,  discussing 
fees,  and  exchanging  information.  They  also  answer  frequently  asked  questions 
concerning  health  care  costs,  what  physicians  are  doing  about  the  problem,  and  how 
patients  can  help  in  the  effort.  ArMA  is  making  quantities  of  the  brochures  available  to 
members  at  1 0 cents  each  or  $1 0.00  per  hundred.  To  order  your  supply,  mail  the  attached 
coupon  to  ArMA. 


BROCHURE  ORDER  FORM 

THE  PATIENT-PHYSICIAN  RELATIONSHIP:  A WORKING  PARTNERSHIP 
HOW  TO  CUT  YOUR  HEALTH  CARE  COSTS 

Lots  of  too  may  be  purchased  for  $10  Single  copies  IOC  each 
(Non-members  — $15  Single  copies  15C  each) 

Please  send  me copies  of  The  Patient-Physician  Relationship:  A Working  Partnership 

Please  send  me copies  of  the  brochure  How  to  Cut  Health  Care  Costs. 


Name: 


Address: 


City: 


State: 


Zip: 


Mail  to:  Arizona  Medical  Association,  810  West  Bethany  Home  Road,  Phoenix,  Arizona  85013 


ARIZONA  MEDICAL  TRANSPORT 


On  the  ground  and  in  the  air,  we’re  leaders 
in  the  industry. 

Associated  Ambulance  ...  the  state’s 
largest  ground  ambulance,  Survival  Flight, ...  the 
state’s  first  hospital-based  emergency  helicopter, 
and  Survival  Flight/Fixed  Wing  work  together  as 
Arizona  Medical  Transport  providing  quality  pre- 
hospital care  for  patients  throughout  the  state. 

We’ve  been  responding  to  the  emergency 
medical  transportation  needs  of  Arizona’s  resi- 
dents for  the  past  fifteen  years  reaching  all  four 
corners  of  the  state  and  beyond. 

Arizona  Medical  Transport . . . planning 
today  for  tomorrow’s  needs. 

In  the  Phoenix  area  call  246-HELP,  in 
Tucson  623-4326,  or  1-800-352-0605  toll  free 
throughout  Arizona. 


Please  send  me  more  information  on 
Arizona  Medical  Transport’s  services. 

( ) Survival  Flight 

( ) Survival  Flight/Fixed  Wing 

( ) Associated  Ambulance 


Name 


Organization 


Address 


Phone 

Arizona  Medical  Transport,  Inc. 

RO.  Box  16628  / Phoenix,  Arizona  85011 


Pay  No  Income 
Tax  in  1982 

and 

Recover  Taxes  Paid 
in  1979, 1980  & 1981 


Realize  the  benefits  of  up  to  400'X)  Tax 
Deduction  this  year  while  participating  in 
a highly  profit-motivated  investment. 

• Very  strong  tax  law  opinion. 

• Excellent  potential  for 
economic  gain. 

• Flexibility  of  amount  invested. 

For  a private  and  confidential  appointment, 
or  for  reserx'ations  to  attend  a coni[)limeniar>' 
dO-minute  seminar,  please  call  997-5000. 

wp:alth  management,  inc. 

9200  N.  Central  Avenue 
Phoenix,  Arizona  85020 

(602)  997-5000 


MEDICAL 

BOOKSTORE 

> 4 


MEDICAL  BOOKSTORE 

College  of  Medicine 
Arizona  Health  Sciences  Center 
Tucson,  Arizona  85724 
Phone;  626-6669 


Saddle  up 
for  tennis ! 

The  Wickenburg  Inn  offers  a superb 
combination  of  sunshine,  the  romantic  Old 
West  - trail  rides  over  4700  undisturbed 
acres  of  magnificent  Arizona  high  desert 
60  miles  northwest  of  Phoenix  — and  the 
luxury  of  11  courts  for  51  casitas.  Pro- 
fessional instruction  is  available  ...  to 
complete  a perfect  setting  for  an  adventure 
in  better  tennis. 

For  rates  and  reservations  see  your 
Travel  Agent,  or  call  toll  free: 

800-528-4227  8 to  5 Arizona  time 


Tennis  Clinics 
offered 
September  thru  May. 
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Want  To  Save 

On  Billing? 
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3530  E.  INDIAN  SCHOOL  RD 
■ W phoenix,  ARIZONA  85018 

TELEPHONE  (602)  957-0010 
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PROFESSIONAL 

PEOPLE 

INOUNCEMENTS  * LETTERHEADS  * ENVELOPES  - OFFICE  FORMS  * PATIENT  HISTORY 
'RMS  ^ BUSINESS  CARDS  ‘ LABORATORY  AND  X-RAY  SLIPS  * RX  FORMS  * PATIENT  INFORMATION 
RMS  ’ BROCHURES  ' PERSONALIZED  PRINTING  ' ADDRESSING  ' MAILING  ANNOUNCEMENTS  ’ 
INOUNCEMENTS  ^ LETTERHEADS  ^ ENVELOPES  “ OFFICE  FORMS  ‘ PATIENT  HISTORY 
RMS  BUSINESS  CARDS  * LABORATORY  AND  X-RAY  SUPS  ‘ RX  FORMS  " PATIENT  INFORMATION 
RMS  ’ BROCHURES  * PERSONALIZED  PRINTING  ‘ ADDRESSING  ’ MAILING  ' ANNOUNCEMENTS  ’ 
INOUNCEMENTS  ‘ LETTERHEADS  * ENVELOPES  ' OFFICE  FORMS  ’ PATIENT  HISTORY 
RMS  ' BUSINESS  CARDS  * LABORATORY  AND  X-RAY  SUPS  RX  FORMS  PATIENT  INFORMATION 
RMS  ' BROCHURES  * PERSONALIZED  PRINTING  ' ADDRESSING  ' MAILING  ^ ANNOUNCEMENTS  ' 
INOUNCEMENTS  ' LETTERHEADS  ' ENVELOPES  ‘ OFFICE  FORMS  ‘ PATIENT  HISTORY 
RMS  " BUSINESS  CARDS  " LABORATORY  AND  X-RAY  SUPS  ''  RX  FORMS  " PATIENT  INFORMATION 
RMS  ’ BROCHURES  ’ PERSONALIZED  PRINTING  ADDRESSING  * MAiiJMG  * ANNOUNCEMENTS  ' 
INOUNCEMENTS  * LETTERHEADS  ^ ENVELOPES  “ OFFICE  FORMS  ‘ PATIENT  HISTORY 
RMS  ’ BUSINESS  CARDS  * LABORATORY  AND  X-RAY  SLIPS  ’ RX  FORMS  ' PATIENT  INFORMATION 
RMS  * BROCHURES  ' PERSONALIZED  PRINTING  " ADDRESSING  * MAILING  * ANNOUNCEMENTS  ‘ 
INOUNCEMENTS  * LETTERHEADS  * ENVELOPES  ' OFFICE  FORMS  " PATIENT  HISTORY 
RMS  * BUSINESS  CARDS  ’ LABORATORY  AND  X-RAY  SUPS  ‘ RX  FORMS  ’ PATIENT  INFORMATION 
RMS  * BROCHURES  ' PERSONALIZED  PRINTING  ‘ ADDRESSING  ' MAILING  * ANNOUNCEMENTS  * 
INOUNCEMENTS  * LETTERHEADS  ' ENVELOPES  ’ OFFICE  FORM'"'  * PATIENT  HISTORY 
RMS  ’ BUSINE 
RMS  * BROCF 
iNOUNCEME 
RMS  * BUSiNE 
RMS  * BROCF 
NOUNCEME 
RMS  “ BUSINE 
RMS  ' BROCF 
NOUNCEME 
RMS  * BUSiNE 
RMS  ' BROCh 
NOUNCEME 
RMS  ^ BUSINE 
RMS  * BROCF 
NOUNCEME 
RMS  ‘ BUSiNE 
RMS  ^ BROCF 
NOUNCEME 
RMS  ’ BUSiNE 
RMS  ‘ BROCF 

NOUNCEMENTS  LETTERHEAD^  ' ENVE^-^PES  ''  Cu^iCE  FORUS  ’ PATlENT  HISTORY 
RMS  * BUSiNESb  CAhDS  * LABORAIORY  AND  X-R  F Y SlUS  PX  i"'^RF:S  " PATIENT  UJFCRMATiON 
RMS  * BROCHURES  * PERSONALIZED  PRINTING  ' ADDnEti'^-UIG  ' M/.:UN'-  - ANNOUNCEMENTS  ‘ 
NOUNCEMENTS  * LETTERHEADS  * ENVELOPES  OF^iCE  CRMS  " PATIENT  HiSTORY 
RMS  * BUSINESS  CARDS  ‘ LABORATORY  AND  X-RaY  SU^-  RX  ' PA-MENT  UiFORivlATiON 

RMS  ' BROCHURES  * PERSONALIZED  PRINTING  - ADDRESSING  ' MAiLiNG  ' ANNOUNCEMENTS  ' 
NOUNCEMENTS  * LETTERHEADS  * ENVELOPES  * OFFICE  aqrmS  ' PATIENT  HiSTORY 
RMS  ' BUSINESS  CARDS  ’ LABORATORY  AND  X-RAY  SLIPS  " RX  AQRiviS  ‘ PATiEiFT  INFORMIAUON 
RMS  * BROCHURES  * PERSONAUZLO  PRINTING  ^ ADDRESSING  ’ MAiUhiG  ‘ ANNOUNCErUENTS  " 


WE  PRINT  WITH  PRIDE 


THE  ARIZONA  MEDICAL  ASSOCIATION 

Offers 

SUBSTANTIAL  SAVINGS  TO  MEMBERS 
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Call  or  Write  “Press”  Preston 
Printing  Department 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 


Phoenix  Members 

Telephone  246-8901 


All  Other  Members 

Telephone  1-800-482-3480 


^ATIENT  HiSTORY 


N O U rj  C E M E N T ■ 


LETTERHEAD 


NVELOPES  ' OFFICE 


RMS  ' BUSINESS  CARDS  " LABORATORY  AND  X-RAY  iPS  ' Ra  FOpIyS  ^ -A'OPNT  INFORMATiON 
RMS  ^ BROCHURES  ^ PERSONALIZED  PRINTING  ' ADlUY;U3FYEE  ’ UAYjNG  ' ANNOUNCEMENTS  ‘ 
NOUNCEMENTS  ’ LETTERHEADS  ‘ ENVELOPES  " CUFiCE  pQ-dS  PATIENT  HISTORY 
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PlEASE  RETURN  THIS  FORM  TO  THE  RECEPTIONIST 


J.  M.  DUFF,  M.D. 

S.S  NO.  244-69-7711 
B.C,  NO.  14680 

CHECK  OUR  PRICES  BEFORE  YOUR  NEXT  ORDER 

• ANY  STYLE  PEG  BOARD  PUNCHING 

• PERSONALIZED  FOR  ANY  PRACTICE 

• ANY  SIZE  OR  NUMBER  OF  PARTS 

• SNAP-OUT  OR  CONTINUOUS  FORMS 

• FREE  FORMS  DESIGN  AND  SYSTEMS  ANALYSIS 


WHY  PAY  MORE? 

CALL  THE 

SUPERBILL  SPECIALIST 


MULTI  BUSINESS  SYSTEMS,  INC. 

748  W.  HATCHER  TELEPHONE 

PHOENIX,  ARIZONA  85021  (602)  861—1261 


Christmas  ^a\s  Fight  Lung  Disease 

1 

1 

ChfiStmaS 

‘%ealS 

r 

Fight  Lung 
Disease 

* 1 

1 

^lease  Give  Generously 

WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
bound  books.  Choose  from  30  different 
colors  of  durable  Library  Buckram 

$14.00  per  volume,  (name  imprint  $1.00) 
$15.50  Imitation  Leather,  (rules  .50  each) 

Inquire  about  quantity  discounts. 

Free  local  pickup  and  delivery  on  10  volumes 
or  more 

Minimum  order  is  $25.00 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
Phoenix,  Arizona  85009 
272-9338 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAOUE  SHOP 


Wood  plaques — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 

ARIZONA  LAMINATING  SERVICE,  INC. 
7231  East  First  Avenue 
Scottsdale,  Arizona  85251 
(602)  945-9338 


Classified 


$ $ 

CAN  WIN 

$1,000,000 

Canadian  Government  Lottery 

OVER  $30,000,000.  IN  CASH 
Draws  Every  Month 

ONE  IN  FOUR  CHANCE  OF 
WINNING  CASH  PRIZES 
UP  TO  $1,000,000 

— Many  U.S.  Winners  — 

Write  for  info  & FREE  brochure: 

MEGA  AGENCIES  INC. 

261-1068  Homer  Street 
Vancouver,  B.C.,  Canada 
(604)  263-9645 

$ _$ 


DANNY  T.  SEIVERT 
INSURANCE,  INC. 

Professional  Programs 
for  Professional  People 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Tired  of  all  that  money  going  out? 

For  a competitive  Quote  on: 

• Physicians  & Surgeons  Malpractice  • 
• Office  Package  • 

• Automobile  • 

• Homeowners  • 


PHOENIX-AMERICAN  INSURANCE  AGENCY 

1101  W.  Indian  School  Road 
264-4684 

representing  St.  Paul,  The  Home.  Safeco, 
and  other  reliable  companies 


Relief  of  Headaches 
Concerning  Practice 
Management  Problems. 


m 

|.  Prekup  &.  Assoc. 


Problem  Solvers  for  the  Medical  Profession. 

3033  N.  Central.  Suite  509-C  Phoenix.  Az  85012 
(602)  279-1884 
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PROFESSIONAL 
I OPPORTUNITIES 

I 

i 

I GROW  WITH  US  IN  SUNNY 
I ARIZONA 

ilhe  INA  Healthplan  needs  physicians 
iin  family  practice  and  most  specialties 
jin  Tucson  and  Phoenix.  Competitive 
I salaries  and  comprehensive  benefits 
I including  a professional  development 
program,  retirement  plan,  and  group 
incentive  bonus  are  provided.  If  team 
interaction  and  casual  living  interest 
you,  send  your  CV  to;  Professional 
Relations,  INA  Healthplan,  Inc.,  6115 
I North  7th  Street,  Phoenix,  Arizona 
185014. 

; POSITION  WANTED  - PEDIATRICS 

! Pediatrician  eager  to  relocate  to 
Arizona.  Board  certified  and  licensed; 

I clinical  and  administrative  experience. 

I Replies  to  Box  No.  1020,  c/o  Arizona 
j Medicine,  810  West  Bethany  Home 
' Road,  Phoenix,  Arizona  85013. 

^ MEDICAL  INTERNIST  WANTED 

I To  assist  in  the  diagnosis  and 
treatment  of  diseases  and  injuries  of 
' human  internal  organ  system;  to 
■examine  patients  and  symptoms  of 
organic  or  congenital  disorders  and  to 
determine  the  nature  and  extent  of 
i injury  or  disorder,  using  diagnostic 
' aids,  such  as  x-ray  machine,  blood 
1 tests,  electrocardiograph, 

; sphygmomanometer  and  stethoscope. 

! To  prescribe  medication  and  to 
recommend  dietary  and  activity  as 
indicated  by  diagnosis.  To  refer 
patients  to  appropriate  medical 
specialist  when  indicated.  Forty-hour 
week,  $30,000.00  yearly.  Send  resume 
to  Cardiology  Associates,  P.C.,  5402 
East  Grant  Road,  Tucson,  Arizona 
85712. 

RADIOLOGIST 

ABR  Certified,  Training  and 
experience  in  Diagnostic  Radiology, 
Ultrasound,  Nuclear  Medicine, 
Computed  Tomography,  including 
some  special  precedures  as 
Arthrography,  Hysterosalpinography; 
also  teaching.  Would  like  to  job  share 
in  Private  Practice  or  Hospital  working 
every  other  month.  Have  Arizona  State 
Boards.  Reply  to:  P.  O.  Box  820,  c/o 
Arizona  Medicine,  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  85013. 


MITCHELL  AND  ASSOCIATES,  INC. 

Is  a statewide  and  national  search  and 
recruiting  firm  specializing  in 
physician  and  medical  placements. 

For  further  information  on  our  services 
and  available  opportunities,  call  (602) 
344-2350.  All  inquires  are  confidential. 

REAL  ESTATE 

OFFICE  SPACE  FOR  LEASE 

Large  and  small  suites  available.  Very 
competitive  gross  lease  in  prime 
location  near  hospitals,  main  business 
district,  convenient  travel  access,  more 
than  adequate  parking.  Each  space 
custom  built  to  suit.  Leases  tailored  to 
individual’s  needs.  Contact:  Dr.  Lipin, 
Arizona  Institute  of  Mental  Health, 

(602)  234-3773. 

FOR  SALE 

Private  forest  on  1-1/3  acres  of 
lakefront  property  with  an  unmatched 
view  of  the  San  Francisco  Peaks. 
Prestige  location  at  Continental 
Country  Club,  Flagstaff.  City  roads, 
water,  electricity  and  sewer. 

$69,500.00,  10%  assumable  loan, 
$36,000.00  CTM.  Phone:  (602) 

242-3937  days  or  997-6969  evenings. 

FOR  RENT 

Park  City  Ski  Condo  — Week  of 
January  22-29,  1983.  $600.00  Call: 

(602)  263-9345  or  949-8381. 

SAN  CARLOS,  MEXICO 

Condominios  Pilar,  2 bedrooms,  2 
baths.  Maid  Service  included.  Call 
(602)  327-4983. 

PINETOP  MOUNTAIN  CABIN 
FOR  RENT 

White  Mountain  summer  home.  Ideal 
now  for  fall  activities,  such  as  hiking 
the  White  Mountains  of  Arizona.  Call 
Dr.  Carl  Peiser  in  Winslow  - (602) 
289-2371  days,  289-5081  evenings, 

FOR  RENT 

San  Francisco  condominium  on  Nob 
Hill.  Excellent  location  near  most  of 
San  Francisco’s  attractions.  Beautifully 
furnished.  Outside  patio-small  kitchen. 
Sleeps  4.  $150.00  per  night  in 
advance.  To  make  arrangements,  call 
Anne.  (602)  795-4925. 


PACIFIC  OCEAN  FRONT 
APARTMENTS  FOR 
SUMMER  RENTALS 

One  1-bedroom  (sleeps  four)  ground 
floor,  $550  per  week.  Two  larger  units 
- Each  sleeps  four  - all  units  modern 
and  brand  new.  $700  per  week.  All  in 
Carlsbad,  California.  Contact:  Robert 
H.  Joseph,  M.D.  2141  Westminster 
Drive,  Riverside,  California. 

(714)  780-1686. 

FLAGSTAFF  OFFICE 

Available  for  rent.  1382  square  feet, 
two  examining  rooms,  surgery  room, 
lab,  lead  shielded  x-ray  room,  nurse’s 
station,  office,  waiting  room;  under 
$6.00  sq  ft.  Contact  Fred  Croxin,  Box 
542,  Flagstaff,  Arizona  86002.  (602) 
774-1020. 

FOR  SALE: 

COMPLETE  VASCULAR 
LABORATORY 

Carotid  Doppler  and  B-mode 
ultrasound  imager.  Carotid  flow 
spectrum  analyzer.  CPA.  Zira  OPG. 

LSI  pulse  volume  recorder.  Quinton 
treadmill.  Selection  of  Versatone 
Dopplers,  strain  gauges,  and  cuffs. 

Two  channel  Doppler  recorder. 
Photoplethysmograph.  Cintor  IPG-200. 
Call  (602)  242-3937  for  additional 
information. 

PHYSICIANS  SIGNATURE 

Loans  to  $50,000.  Competitive  fixed 
rates,  with  no  points,  fees  or  charges 
of  any  kind.  No  collateral.  Up  to  seven 
years  to  repay  with  no  payment 
penalties.  Prompt,  courteous  service. 
Physicians  Service  Association, 

Atlanta,  Georgia  (800)  241-6905, 
Serving  MDs  for  over  ten  years. 
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Practice  \A^at  we  teach. 


Today  there  are  over  31 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis. This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach" 
programs— as  well  as  the 
'Bulletin  on  the  Rheumatic 
Diseases)'  "Arthritis  and 
Rheumatism  Journal)' 
'Primer  on  the  Rheumatic 


Diseases)'  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION- 


A public  service  of  this  magazine 
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